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• Identify 2-3 ways to increase screening and diagnosis 
for prediabetes

• Describe challenges and opportunities that arise from 
using a patient registry

• List two benefits to working with community partners 
to offer expanded resources to clinic patients (and the 
community) 

Learning Objectives



• Collaboration between Cottonwood, Jackson and 
Nobles County community health boards

• Funded by 2 sources
• Minnesota Statewide Health 

Improvement Partnership (SHIP)
• Community Wellness Grant (CWG) 

Community Wellness Partners



Community Wellness Grant



Goal: “Improve the quality of health system care delivery for 
people with highest hypertension and prediabetes disparities, 
as well as link clinical and community resources to support 
heart disease, stroke and type 2 diabetes prevention.” 

We accomplish this by…
• Supporting sustainable practice changes to improve care of 

at risk patients
• Provide patients with resources to address and improve 

future health through care coordination and patient 
engagement

• Reduce the incidences of diabetes and hypertension  

Community Wellness Grant -
Health Systems Component



Adult Healthy Lifestyle Measure Set



• MDH Deliverables
• Measure reporting tools
• Technical assistance through Stratis Health 
• Data collection guide  (Adult Healthy Lifestyle Measure 

Set)
• Data analytics 
• Coordination with Health Care Homes
• Dissemination of resources and tools
• Coordination of learning activities 

Clinic Project Deliverables



• CWG deliverables
• On and off-site practice facilitation support
• Convener
• Connector 

Clinic Project Deliverables 1



• Clinic Deliverables
• Completion of MN CWG clinic assessment
• Implementation of multi-disciplinary clinic team
• Team participation in monthly meetings with CWG staff and Stratis Health 

–develop and implement clinic-specific action plan
• Utilize EHR that supports hypertension and prediabetes identification, 

management and referral
• Annual collection and submission of healthy lifestyle/risk reduction set
• Baseline and annual submission of an aggregate number of adult patients 

served annually 
• Communication regarding barriers to deliverables

Clinic Project Deliverables 2



• Established partnership
• Project champion
• Clinic Director oversees 3 clinics in our grant area 
• Sanford Jackson – Lakefield Clinics are 2 of 3 clinics 

located in Jackson County 
• Rural Health Clinic 

Why Sanford Jackson – Lakefield 
Clinics?



• Adult patient population - 3,557 
• Nearly half of patients publicly insured
• 5 Family Medicine providers – 3 CNPs,                                    

1 Physician Assistant, 2 MDs

Sanford Jackson – Lakefield Clinics



Prediabetes Diagnosis Measure

933 patients had lab values falling in prediabetic ranges, but only 81 had a documented 
prediabetes diagnosis.  



• Prediabetes is a condition in which blood glucose or 
hemoglobin A1C levels are higher than normal but not 
high enough to be diagnosed as type 2 diabetes.  

What is Prediabetes?

https://preventdiabetesstat.org/index.html

https://preventdiabetesstat.org/index.html


Prevalence 

https://preventdiabetesstat.org/index.html

https://preventdiabetesstat.org/index.html


Why Do We Care?

https://preventdiabetesstat.org/index.html

https://preventdiabetesstat.org/index.html


Why Do We Care? 1

https://preventdiabetesstat.org/index.html

Prediabetes is reversible! 

https://preventdiabetesstat.org/index.html


Why Do We Care? 2

https://preventdiabetesstat.org/index.html

https://preventdiabetesstat.org/index.html


• Approximately how many US adults have prediabetes? 
A. 1 in 2
B. 9 in 10
C. 1 in 3

Knowledge Check



• Approximately how many US adults have prediabetes? 
A. 1 in 2
B. 9 in 10
C. 1 in 3

Knowledge Check 



• Approximately 15-30% of individuals with prediabetes 
will convert to type 2 diabetes in ___ years?

A. 5 years
B. 2 years
C. 10 years

Knowledge Check 1
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Knowledge Check 2



• Monthly in-person meetings
• Stratis Health present via Zoom
• Update and refer to action plan
• Walk away with tangible to-do’s for the month
• Communicate in-between meetings as necessary

Our Process



Guiding Documents - Prediabetes End-to-End 
Workflow and Action Plan
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Action plan2



• Staff education efforts
• Review existing Diabetes Treatment and Screening algorithm
• Education at monthly provider meetings

Pre-diabetes Screening & Treatment Quick Guide 
Current or previous random glucose >100 → Order A1C
A1C > 6.5 → Diabetes
Fasting Plasma Glucose >126 → Diabetes
A1C 5.7-6.4 → Pre-diabetes
Fasting Plasma Glucose 100-125 → Pre-diabetes
Pre-diabetes OR Diabetes→ Health Coach Referral 
Pre-diabetes→ Consider Metformin if age <60, BMI >35, or hx gestational diabetic

• Peer based EMR training 
• Motivational Interviewing training 

Making Diabetes Prevention a Practice 
Priority



• Sanford released pre-diabetes registry
• Trial chart audit 
• Outreach- bulk mailings and messages
• Things to take into consideration (people on the registry 

who shouldn’t be, people not on the registry) 

Registry 



Identifying Patients

• Pre-visit planning  
• Provider gap cards



• Drafted 2 letters – reviewed at provider meeting, patient 
advisory board

• Initial outreach to coincide with recruitment period for I 
Can Prevent Diabetes!

• Able to contact patients based on preference (letter in the 
mail, MyChart notification, phone call)

Outreach



• BMI
• BPA for doctors and nurses adding prediabetes to 

problem list – adding diagnosis to problem list, creat
plan to fulfill measure

• Physical activity as vital sign
• Trial risk test soon 

Check in/Rooming
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Standard Protocol

• Sanford equips staff with standard treatment protocols for:
• Diabetes Screening
• Lab ordering
• Diagnosis
• Appropriate educational handouts to give
• Appropriate referrals and follow up
• Nursing protocol orders



• Results Review 
• Best Practice Alerts
• Goal Setting
• Referral Orders
• Health Maintenance, Follow Up

Encounter with Provider



• Lifestyle change education
• Goal setting
• Follow up with patient every 3 months or more if 

needed 
• Referral 

Encounter with Health Coach



• I Can Prevent Diabetes! Program 
• Extension Lifestyle Coach and RN Health Coach handoff

• Taking Off Pounds Sensibly (TOPS)
• Chronic Disease Self Management Program (CDSMP)
• Sanford Profile
• Local Fitness Centers & Community Education

Referral to Clinic Programs and 
Community Resources



• Better identification of at-risk patients who are not 
coming in for well-checks

• Enhance bi-directional referral to ICPD and other 
evidence-based programs 

• Sustainability

Work in Progress



• Follow up questions can be directed to:
• Casey Borgen – cborgen@co.nobles.mn.us
• DeTasha Place – detasha.place@sanfordhealth.org

Questions? 

mailto:cborgen@co.nobles.mn.us
mailto:detasha.place@sanfordhealth.org
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