YOUR GUIDE TO RESOURCES FOR ADDRESSING PATIENT
BARRIERS TO TREATMENT IN TYPE 2 DIABETES (T2D)

Social, psychological, environmental, and cognitive factors can create barriers that might affect a
patient’s ability to self-manage his or her T2D, or to follow a recommended treatment regimen. It is
important for healthcare professionals to identify and address these obstacles in the care plan, and
directly with the patient.
We have created a questionnaire titled Assessing the Treatment Barriers for Patients With T2D, which
may help you determine if any barriers to treatment exist. We also have additional tools that may
help you identify and address patient barriers. Some of these tools are for you to use in designing a
treatment plan and counseling patients; others may be provided directly to patients as an educational
tool to help them overcome potential issues. Tools for patient use are indicated with a P .
A list of tools available to help address barriers is noted below. We have categorized the tools by the
barrier each is most likely to help address; however, they may address more than one issue. Links to
the tools, which are available as downloadable pdfs at www.CarePathHealthyEngagements.com
are also provided.
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Tools for case managers and care coordinators to address treatment barriers
CASe MANAGer’S CodiNG Guide for
CAre CoordiNATioN ServiCeS
Care coordination is a key part of the National Quality Strategy to improve the effectiveness, safety, and
efficiency of the healthcare system.1 To that end, the Centers for Medicare & Medicaid Services (CMS)
supports both transitional care and complex care coordination with specific CPT® codes. 2

The Transitional Care Management (TCM) services codes
Which code should be used?

Healthcare professionals (HCP) who provide moderate- or
high-complexity medical decision-making to patients transitioning
to the community from an inpatient setting can be reimbursed
under CPT codes 99495 and 99496. An HCP who accepts care of
the patient postdischarge without a gap and takes responsibility
for care may use these codes for billing.3

CPT code 99495
TCM services with moderate medical
decision complexity. A face-to-face
visit must take place within 14 days of
discharge.

Who is eligible for TCM services?

CPT code 99496

Patients who require TCM services during their transition to the
community setting and who have medical and/or psychosocial
problems that require moderate- or high-complexity medical
decision-making.

TCM services with high medical
decision complexity. A face-to-face
visit must take place within 7 days
of discharge.

Case Manager’s Coding Guide for Care
Coordination Services

HOSPITAL DISCHARGE MEDICATION LIST
FOR PATIENTS WITH TYPE 2 DIABETES
Instructions for healthcare professionals: List all medications the patient is taking at time of discharge. Lastly, include all prescription and over-the-counter medications,
and vitamin/mineral/herbal supplements the patient is taking.
Patient ID#:

Name:
Primary Diagnosis/Reason for Hospitalization:

Date of Discharge:

Name of Hospital Contact:

Phone Number of Hospital Contact:

Medication List
New Prescription
(Yes/No)

Medication

Duration/
Frequency

Dosage

Special Instructions

Hospital Discharge Medication List for
Patients With T2D

What is the timeframe for providing services?
Starting on the date the patient is discharged from a hospital,
services may be provided for up to 30 days.

What services must be provided?
The following 3 components must be provided within the 30 days after discharge:
• An interactive contact by telephone, e-mail, or face-to-face within 2 business days*
• A face-to-face visit
• Certain non–face-to-face services

Who can provide services?
Physicians and nonphysician practitioners (NPPs) including:
• Certified nurse-midwives
• Clinical nurse specialists
• Nurse practitioners
• Physician assistants
• Licensed clinical staff under the direction of a physician or NPP may provide some face-to-face services, including
communication, education, assessment of treatment adherence, identification of community resources, and assisting
in accessing needed care and services

This form is designed to collect personal health information and should be maintained to protect from inadvertent disclosure.
This form is for personal use and does not replace the organization’s preferred discharge medication list.

(continued on next page)
Hospital Discharge Medication List

1

*Medicare requires that attempts to communicate continue after the first 2 attempts, until the patient and/or caregiver is reached directly.3
reimbursement is not guaranteed. This document is for informational purposes only. Please refer to your organization’s billing and coding procedures.
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Diabetes Care Primer for Case
Managers

Diabetes Care Guide for Healthcare
Providers

DIABETES CARE PRIMER
FOR CASE MANAGERS

DIABETES CARE GUIDE FOR
HEALTHCARE PROVIDERS

A Guide for Managing Patients With Type 2 Diabetes

A Focus on Person-Centered Care for Patients
with Type 2 Diabetes

Diabetes Case Manager Interview
Guide

Diabetes is associated with cardiovascular risk factors
In addition to elevated A1C, people with T2D have a high prevalence of other risk factors, including obesity,
elevated hypertension, and LDL-cholesterol.*6

Diabetes Case Manager
Interview Guide

~60% to 65%
for obesity

~75% to 85%
for hypertension

~70% to 80%
elevated LDL-C

*Data are from the Framingham Heart Study Original, Offspring, and Third Generation cohort examining trends in characteristics
for 50- and 60-year-old individuals with and without diabetes over the period from 2000 to 2005.

Engaging the Individual Patient With Diabetes
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Challenges in the Management of T2D

Case Manager Interview Guide

T2D Fact Sheet for HCPs

TyPE 2 DIAbETES FACT ShEET: CArE CoorDInATIon
ADA recommenDeD strAtegies2

While improvements have been made
in the number of patients achieving A1C
goals, only 50% of patients achieved
a goal of <7% in 2007-2010.1 Effective
coordination of care may impact the
delivery of optimal care for patients with
type 2 diabetes (T2D). The American
Diabetes Association (ADA) has
recommended strategies to help ensure
continuity of care for patients with T2D. 2

Challenges in the Management of T2D

CHALLENGES IN THE MANAGEMENT
OF TYPE 2 DIABETES (T2D)
T2D is a growing healthcare concern. A 2010 Centers for Disease Control and Prevention
study estimated that as many as 1 in 3 adults, over 100 million people, could have diabetes
by 2050.1 T2D accounts for 95% of diagnosed diabetes in adults and continues to be a difficult
condition to manage. 2 The cost of treating diabetes continues to grow. 3 One reason may
be that many patients with T2D have additional risk factors that must be addressed, each
with their own set of recommended goals.4 Achieving these goals can be a challenge to
healthcare professionals charged with the care of patients with T2D.5 Opportunities exist
to help manage risk in patients with T2D.

• Align care with components of the Chronic
Care Model to ensure productive healthcare
professional–patient interactions.
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Care Coordination Resource List

CARE COORdINATION RESOuRCE LIST
Here is a selection of resources to help you implement or enhance care coordination efforts in your organization.

NTOCC
National Transitions of Care Coalition
www.ntocc.org
NTOCC is a not-for-profit organization that is dedicated to filling the gaps that occur when patients leave one
care setting and move to another. NTOCC has developed tools and resources to help stakeholders—healthcare
professionals, consumers, and policymakers—address the challenges of meeting the needs of patients transitioning
between care settings. For more information, go to: http://www.ntocc.org/Home.aspx

• Care systems should support team-based care,
community involvement, patient registries, and
decision support tools.

The Transitions of Care (TOC) Compendium is an extensive collection of resources including white papers, articles,
and website links, arranged by care strategy and by care setting. There is no charge to access the Compendium, which
can be found at: http://www.ntocc.org/Toolbox

• Treatment decisions should be timely and follow
evidence-based guidelines that are tailored to
individual patient needs.

Other resources offered by NTOCC include:
• Transitions of Care Evaluation SoftwareSM, a free web-based tool designed to facilitate data entry,
analysis and report generation

• A patient-centered communication style that
addresses patient preferences, literacy and
numeracy, and cultural barriers, should be employed.

• TOC Summits, one-day events that bring together healthcare professionals, patient and caregiver advocates,
thought leaders, and partner representatives. Subscribers receive notifications of upcoming summits
• Virtual events, including webinars and software demonstrations

successful transition from inpatient to outpatient
care is critical for the management of t2D3

• Latest news

• Understand the patient’s daily life, including the living situation postdischarge

Individuals can join to receive updates on NTOCC activities and tools. Organizations can support the work
of NTOCC by becoming Associate Members. There is no charge for membership.

• Identify comorbidities before and at time of hospitalization
• Set goals for therapy and select antihyperglycemia regimen

Healthcare Information and Management Systems Society (HIMSS)
www.HIMSS.org

• Provide nutritional counseling and recommendations for physical activity

People with diabetes are at high risk of complications at the time of discharge2

HIMSS is a global, cause-based, not-for-profit organization that is working to optimize health engagements
and care outcomes using information technology. HIMSS has produced a Continuity of Care (COC) Guide for
Ambulatory Medical Practices and numerous COC resources, including several for people with type 2 diabetes.

• Discharge planning should begin upon admission2,4

the Agency for Healthcare research and Quality recommends the following
for discharge plans5:

The COC Guide can be found at:
http://www.himss.org/ResourceLibrary/ResourceDetail.aspx?ItemNumber=10535

• Medication reconciliation
– Ensure the safety of any new prescription and that no chronic medication was stopped.

A list of COC resources can be found at:
http://66.77.252.5/asp/topics_FocusDynamic.asp?faid=663

• Structure discharge communication
– Communicate medication changes, tests, and follow-up needs to outpatient physicians.
– Transmit discharge summaries to primary physician.
– Schedule outpatient follow-up prior to discharge to help ensure patients keep appointments.

T2D Fact Sheet: Care Coordination
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Care Coordination Resource List
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Tools to help you address communication barriers
ASSESSING THE TREATMENT BARRIERS
FOR PATIENTS WITH TYPE 2 DIABETES
A Care Coordination Tool for Use With Patients
A diagnosis of type 2 diabetes (T2D) can represent a significant challenge for individuals. Very often, a patient may
have to reorient his or her life to incorporate a new reality that may involve multiple medications, needle sticks, food
restrictions, increased exercise, and multiple visits to healthcare providers (HCPs).1,2
Diabetes is largely self-managed: people with diabetes provide close to 95% of their own care.3 It is important for
HCPs to identify any social, psychological, environmental, or cognitive barriers that might interfere with a patient’s
management of his or her disease or ability to follow the recommended treatment regimen. These could be
individual—in the form of social, psychological, environmental, or cognitive barriers—or external barriers resulting
from care or facility issues.1,2,4 Research has shown that personal beliefs, particularly about treatment effectiveness,
can act as barriers (or facilitators) to self-management.5

TREATMENT BARRIERS THAT PATIENTS WITH T2D FACE
• Communication barriers—including literacy problems or patients not understanding what is being said to
them, HCPs not having a full understanding of all the patient’s circumstances, or if there is a mismatch
between the patient’s goals and the HCP’s goals.1,6

Assessing the Treatment Barriers for
Patients With T2D

ENGAGING PATIENTS WITH TYPE 2 DIABETES
A Healthcare Provider’s Checklist
Engaging and involving patients with diabetes in treatment decisions, along with your clinical
expertise, can help foster a patient-centered approach to diabetes care. This concept involves a shared
decision-making process where you and your patient act as partners, mutually exchanging information
and weighing options, in order to reach an agreement on appropriate courses of action. This may help
build an individualized diabetes care plan to which your patient can more readily adhere.1

Engaging Patients With Diabetes

Below is a checklist of important diabetes issues to discuss with your patients to help assess
their level of engagement in their care plans and to help track their progress.
Patient Engagement Checklist2

• Personal barriers—including individual attitudes; financial difficulties; lack of transportation; literacy issues;
cultural considerations; self-consciousness or lack of confidence; and depression, which is often associated
with nonadherence.1,4,7
• Self-management barriers—including forgetfulness, not believing their actions have an effect on the course
of the disease, fear of pain, not understanding the importance of checking blood glucose levels or maintaining
control, and not understanding what to do with the results.2,7
• Care barriers—including lack of a primary care physician and/or endocrinologist to treat diabetes, not having
regular checkups or a monthly medication review, and frequent self-referral to additional specialists who
prescribe treatment without the knowledge of the primary care provider.8

Engagement Points

ADA Guidelines and
Recommendationsa

Diabetes self-management
education (DSME)

All patients with diabetes should
receive DSME

Physical activity
Adapted for individual
patient capabilities
and comorbidities

• At least 150 min/week of moderate-intensity
aerobic physical activity, spread over at least
3 days/week with no more than 2 consecutive
days without exercise

Medical Nutrition
Therapy (MNT)

• Individualized MNT as needed to achieve
treatment goals, preferably provided by
a registered dietitian

Individualized
Patient Goals/
Results

Date of
Last Patient
Engagement
Discussion

• In the absence of contraindications,
resistance training at least 2x/week

How to Use This Tool
You may use these questions to help get insight into any barriers or potential barriers to your patient’s ability to
manage his or her T2D. You may consider performing 2 separate assessments, using the information to adjust or
refine your care plan based on the responses you receive.

• Nutrition counseling should be sensitive
to individual and cultural needs as well
as willingness and ability to change
A1C
Measure at least 2x/year
if at goal; if not at goal,
measure quarterly

Goal: <7% (nonpregnant adults)

Please note that the recommendations listed are intended as a guide for you and your staff and not meant to direct
your clinical discussions or treatment decisions.
Patient Barrier Tool 1
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Patient Engagement Checklist

Body Mass Index (BMI): An Important
Tool for Your Patients
BODY MASS INDEX (BMI)

Taking Charge of Your Health Care P
TAKING CHARGE OF
YOUR HEALTH CARE

An Important Tool for Your Patients with Diabetes
Your diabetes healthcare team

Brain and Heart

Eyes

Teeth & Gums

Diabetes and Your Body P

Why Your Body Mass Matters P

Kidneys

Genitals

Nerves, Legs & Feet

DIABETES AND YOUR BODY

WHY YOUR BODY MASS MATTERS

A Guide to How Type 2 Diabetes May Affect Your Body and
What You Can Do to Help Prevent Potential Problems

Your Body Mass Index and Type 2 Diabetes

Tools to help you address personal barriers
BLOOD SUGAR MANAGEMENT GUIDE

Taking Good Care of Yourself P

TAKING GOOD CARE OF YOURSELF
A Personal Pledge to Help You Live Well with Type 2 Diabetes
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Patient Responsibility Guide

Treatment Barrier Resource Guide 2

Tools to help you address self-management barriers
Hypoglycemia and T2D

OPPOrTuniTieS TO MiniMize THe riSk OF HyPOglyCeMiA
in PATienTS wiTH TyPe 2 DiAbeTeS (T2D)
Hypoglycemia is a challenge in managing patients with T2D
Although patients with type 2 diabetes (T2D) are often perceived to be at lower risk for hypoglycemia than patients with
type 1 diabetes, it is a common—and potentially severe—adverse effect of some antidiabetic treatments, including
sulfonylureas, glinides, and insulin.1-5 Hypoglycemia adversely affects quality of life, treatment satisfaction, and
medication adherence, which in turn can impact the patient’s overall health.1,6,7

T2D Treatment Tracker P

TYPE 2 DIABETES (T2D) TREATMENT TRACKER
Keep track of your doctors and other care team members, medications, appointments, test results, blood
sugar readings, and other important health information all in one place.
Name

Phone Number:

My Diabetes Care Team
Who

Important Considerations

Name

Phone Number

Primary Care Physician

Hypoglycemia can be difficult to identify1-3,8
• Some patients do not experience symptoms, so an episode of hypoglycemia may go unnoticed unless caught
by routine self-monitoring of blood glucose. If symptoms are recognized, they may not be remembered or
reported to the healthcare professional (HCP)2,3

Diabetes Specialist
Nutritionist or Dietitian

• HCPs can educate their T2D patients about the signs and symptoms of hypoglycemia and provide coping tools2-4

Eye Doctor
There are multiple risk factors for hypoglycemia

Foot Doctor

• Patients with T2D of longer duration are at increased risk for hypoglycemia2,4,6,8
• Other risk factors include advancing age, multiple comorbidities and complications, renal impairment, depression,
unawareness of hypoglycemic symptoms, polypharmacy, and recent hospitalization4,6,8,9
– In older adults, the ability to perform self-care may be compromised by some of these complicating factors9

Heart Doctor
Kidney Doctor

• Tight glucose control may increase the risk of hypoglycemia, particularly in an inpatient setting2,6,10,11

Dialysis Center
Hypoglycemia can affect medication adherence1,6,7
• Adverse events and tolerability issues such as
hypoglycemia can result in patients reducing adherence,
or switching or quitting treatments6,7
• Fear of future episodes can cause patients to change
self-management behaviors, which could result in suboptimal
glycemic management1,10

Pharmacy

Hypoglycemia was significantly associated
with an increased likelihood of medication
non-adherence and reduced treatment
satisfaction7

Other:
Other:

Emergency Contact

Quality of life and health status can be adversely affected6,7,10,12
• Hypoglycemia affects cognitive function and mood, and can cause physical symptoms such as headaches;
sweating; shakiness; weakness; lack of coordination; and feeling faint, dizzy, or light-headed7,8

Relationship

• Hypoglycemia is associated with increased healthcare use, including hospitalization and emergency department visits12

Allergies

(continued on next page)
T2D Treatment Tracker

What Happens If I Don’t Keep My
Blood Sugar in a Healthy Range? P

TYPE 2 DIABETES LIFESTYLE
MODIFICATIONS

BLOOD SUGAR MANAGEMENT GUIDE
What Happens If I Don’t Keep My Blood Sugar
in a Healthy Range?

Tips to Help Your Patients Make Necessary
Physical Activity and Nutrition Changes

Diabetes Lifestyle Tool

You may use this log to record your blood sugar (glucose) readings. If you have any questions, make sure to discuss them with your
doctor or other member of your healthcare team.
My Doctor’s Name:

Name:

My Doctor’s Phone Number:

Week of:

What I Need to Know About My
Blood Sugar P

Blood Glucose Measurement Log P

BLOOD GLUCOSE LOG FOR PATIENTS WITH TYPE 2 DIABETES

Blood Glucose Log
Date

Breakfast
Time

1

Diabetes Lifestyle Modifications

PHYSICAL ACTIVITY

1

Phone Number:

This form is designed to collect personal health information and should be
maintained to protect from inadvertent disclosure.

Hypoglycemia in Patients With T2D 1

Lunch

Reading

Time

Reading

Dinner
Time

Reading

Snack/Other
Time

Comments

Reading

Tip: Make copies of this page to use each week.
This form is designed to collect personal health information and should be maintained to protect from inadvertent disclosure.

WHAT I NEED TO KNOW
ABOUT MY BLOOD SUGAR

This information has been developed by Janssen Pharmaceuticals, Inc., and made widely available to support patient and provider education.
© Janssen Pharmaceuticals, Inc. 2014

August 2014

Blood Glucose Log

019289-140801
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Caregiver Fact Sheet P

Meeting Your Goals P

CAREGIVER FACT SHEET

MEETING YOUR GOALS

If you are helping someone with type 2 diabetes

An Overview and Guide to Healthy Living
with Type 2 Diabetes

BLOOD SUGAR MANAGEMENT GUIDE

My Diabetes Numbers P

MY TYPE 2 DIABETES NUMBERS
Understanding and Tracking the ABCs of Type 2 Diabetes

1

Patient Guide: My Type 2 Diabetes Numbers

Tools to help you address care barriers
Your Diabetes Healthcare Team
and You P
YOUR DIABETES
HEALTHCARE TEAM AND YOU
A Guide to the People Who Support You
in the Management of Diabetes

Click Here To Insert Logo
(pdf format)

Click Here To Save PDF

CarePath Healthy Engagements is a comprehensive program designed to help improve the lives of people
living with type 2 diabetes and assist those that care for them. CarePathHealthyEngagements.com

This information has been developed by Janssen Pharmaceuticals, Inc., and made widely available to support patient and provider education.
© Janssen Pharmaceuticals, Inc. 2017

February 2017
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