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CLINICAL MONITORING FORM — INSTRUCTIONS FOR PHYSICIANS
The Clinical Monitoring Form (CMF), by Gary Sachs, MD, is a tool for monitoring symptoms over time 
and integrating symptom information with clinical management. This clinical recordkeeping tool can be used 
to document symptom history and treatment progress at each visit, enhancing more cumbersome traditional 
progress notes.

Patient Self Report Form for Mood Episodes (Front of Form)
The CMF serves as a clinical assessment and tracking tool and provides an operationally defined outcome 
measure, the CURRENT CLINICAL STATUS, that is particularly useful across the mood disorder spectrum.

Ask patients to complete the front of the form (sections A–C) during each visit.  
Use the following to evaluate patient responses:

A
 Stressors, Medical 
Problems, and 
Common Comorbid 
Conditions  
Use the information 
from this section to 
evaluate symptoms 
endorsed.

B
DSM-IV–TR Based  
Mood Episode Screening 
Use the information from this section 
(and section C) to determine Current 
Clinical Status (see Clinician Use Only 
sections below). Review Patient Severity 
Rating and apply your clinical judgment 
to assigning DSM-IV-TR criteria.

C  
DSM-IV–TR Associated 
Symptoms for the Past Week 
(for Depressive and Manic/
Hypomanic Symptoms) 
Use the item endorsement as well 
as frequency/severity ratings to 
determine Current Clinical Status 
(see below). 

 

 For the CLINICIAN USE ONLY area of sections B and C:* 

Using clinical judgment, check the items that meet the DSM-IV-TR criteria for a Major Depressive Episode 
(MDE) (items 1–7, 11–12) and Mania/Hypomania (ME/HME) (items 3–5, 8–10, and 12–14). Consider only those 
items marked “Nearly Every Day” or “Constant and Severe.”      

Note:  Some symptoms overlap between the MDE and ME/HME and may be counted towards both MDE and 
ME/HME totals. However, items 3–9 can be distinguished between MDE and ME/HME depending if the 
patient rates the item frequency/severity as having increased (↑)  or decreased  (↓), when compared to 
the patient’s usual self. For example, item 3 counts towards MDE if the patient rates the item as having 
DECREASED in frequency/severity when compared to the patient’s usual self. Conversely, the item counts 
towards ME/HME if the patient selects an INCREASED frequency/severity rating.

Total the number of items endorsed for MDE and ME/HME to obtain patient’s CURRENT CLINICAL STATUS (see below).
* Clinicians using the CMF Clinician Use Only section should have knowledge of DSM-IV-TR criteria for bipolar disorder and all associated  
mood phases.

CMF For Clinician Use Only (Back of Form)
The CMF allows the clinician to use a single, efficient form to record the patient’s treatment plan, clarify 
current clinical status, and document progress. Each section of the clinician portion of the form provides 
space to record key diagnostic/treatment elements, including current clinical status, selected mental status, 
global assessment, last labs, other adverse effects, and treatments. 

For the CURRENT CLINICAL STATUS section, use the total items endorsed for MDE and ME/HME from sections 
B and C on the front of the form (modified by clinical judgment) to select the appropriate current diagnostic 
category as indicated below:

Items counted from sections B and C 
   Depression — ≥5 MDE symptoms including 

depressed mood and/or loss of interest in pleasures 

  Mania/Hypomania — ≥3 ME/HME symptoms 
unless only irritable (noted in section B), then ≥4 
symptoms for at least 7 days (or hospitalization) for 
mania; minimum 4 days for hypomania

  Mixed Episodes — Criteria for both MDE and  
ME/HME for at least a 1-week duration

  Continuing Symptoms — ≥3 MDE or ME/HME 
symptoms continued from the last episode

  Recovering — ≤2 MDE or ME/HME symptoms 
continued from last episode

  Recovered — ≤2 MDE or ME/HME symptoms 
for ≥8 consecutive weeks since last episode

  Roughening — ≥3 MDE or ME/HME 
symptoms since a “recovered” status
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PATIENT SELF-REPORT of the Clinical Monitoring Form

NAME: _________________________________________________________________ DATE: _____________________________

A   In the last 2 weeks: Yes No

  Have you experienced a major stress, which you feel has caused your mood to change?  
If yes, describe:  

  Have you experienced other medical problems? If yes, describe:  

 Have you had additional psychiatric care/treatment or other medical treatment?  

  What is the least you have slept in any one day?  _________ hrs.  The most you have slept in any one day? _________ hrs.

 Women — First day of your last period:  _______ /_______ /_______ 

 Have you had (check all that apply):  Panic Attacks    Binging/Purging  Headaches

  Indicate your use of: Caffeine _____ cups/day Nicotine _____ packs/day Alcohol _____ drinks/week 
Drugs Indicate type and amount: ___________________________________________________________________________________________

 What is your current weight? _____________________

B   In the last 2 weeks, has there been a period of time when you: Yes No

If Yes,  
# of  
Days

CLINICIAN  
USE ONLY

DSM CRITERIA

MDE
ME/ 
HME

 Felt down or depressed most of the day or nearly every day?   ____ ____

 Were a lot less interested in most things or unable to enjoy things you usually enjoy?   ____ ____

  Felt so good or so hyper that people thought you were not your normal self, or you were so hyper you got in trouble?   ____ ____

 Were so irritable that you would shout at people or start fights or arguments?   ____ ____

C   Rate this week for INCREASE or DECREASE 
compared to your usual when well: 
(Put a check in the appropriate box for your best answer)

   DECREASED    WELL    INCREASED    CLINICIAN 
USE ONLY 

DSM CRITERIA

Constant 
& Severe 

Nearly 
Every 
Day Often

Rarely & 
or Mild

Normal  
or  None

Rarely & 
or Mild Often

Nearly 
Every 
Day 

Constant 
& Severe MDE

ME/ 
HME

 1. Energy 4 3 2 1 0 1 2 3 4 ____

 2. Appetite 4 3 2 1 0 1 2 3 4 ____

 3. Self confidence/self esteem 4 3 2 1 0 1 2 3 4 ____↓ ____↑

 4. Speed of movement, speech, or thoughts 4 3 2 1 0 1 2 3 4 ____↓ ____↑

 5. Sleep 4 3 2 1 0 1 2 3 4 ____↑↓ ____↓

 6. Ability to enjoy pleasant things/usual interests 4 3 2 1 0 0 0 0 0 ____↓

 7. Ability to concentrate 4 3 2 1 0 0 0 0 0 ____↓

 8. Talking 0 0 0 0 0 1 2 3 4 ____↑

 9. Making plans or getting new projects started 0 0 0 0 0 1 2 3 4 ____↑

10. Physical restlessness/agitation

   

0 1 2 3 4 ____

11. Feel life isn’t worth living 0 1 2 3 4 ____

12. Distractibility 0 1 2 3 4 ____ ____

13. Racing thoughts 0 1 2 3 4 ____

14. Behaviors others regard as excessive, foolish, or risky 0 1 2 3 4 ____

TOTAL ____ ____

©2006 Gary Sachs, MD 
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CLINICAL MONITORING FORM for Clinician Use Only

DIAGNOSTIC, TREATMENT, AND SEVERITY RATING INFORMATION

CURRENT CLINICAL STATUS (Check only one)

 Depression ≥5 MDE  Continuing Sx

 Mania ≥3*  Recovering

 Hypomania ≥3*  Recovered

 Mixed episodes  Roughening

 Other diagnosis:

* ≥4 if only irritability is checked in Section B on the front of the form.

LAST LABS        Date ____/____/____

Li = VPA =

Creat = TSH =

Cholesterol = Glucose =

SELECTED MENTAL STATUS

Severity 0 – 4
 0 = none 2 = moderate 4 = severe 
 1 = mild 3 = marked

Paranoid Ideation

Ideas of Reference

Obsessions Compulsions 

Hallucinations

Delusions 

GLOBAL ASSESSMENT

GAF/week (1–90)

GAF/month (1–90)

NOTES

PLAN

RTC  
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 TREATMENTS 
Dose Mg 

24 hr. total
Mg  

Missed

Mood Stabilizers  

Anxiolytics/Hypnotics  

Antidepressants  

Antipsychotics  

Other  

Psychosocial Interventions ______ /mo

ECT ______ /mo  Other: __________________________________________________ ______ /mo

Significant Noncompliance  Yes  No If yes: ________________________________________

Other Treatment Targets: ________________________________________________________________

OTHER ADVERSE EFFECTS

Severity 0 – 4
 0 = none 2 = moderate 4 = severe 
 1 = mild 3 = marked

Tremor

Dry Mouth

Sedation

Constipation

Poor Memory

Sexual Dysfunction

Increased Appetite

Weight Gain

EPS

 Sachs GS, Guille C, and McMurrich SL. A clinical monitoring form for mood disorders. Bipolar Disorders 2002;4:323-327. ©2006 Gary Sachs, MD

SIGNATURE ______________________________________________________
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Fold back this page before administering this questionnaire

INSTRUCTIONS FOR USE
for doctor or healthcare professional use only

PHQ-9 QUICK DEPRESSION ASSESSMENT

For initial diagnosis: 

1. Patient completes PHQ-9 Quick Depression Assessment on accompanying tear-off pad.

2. If there are at least 4 3s in the blue highlighted section (including Questions #1 and #2), consider a
depressive disorder. Add score to determine severity.

3. Consider Major Depressive Disorder 
—if there are at least 5 3s in the blue highlighted section (one of which corresponds to Question #1 or #2)

Consider Other Depressive Disorder
—if there are 2 to 4 3s in the blue highlighted section (one of which corresponds to Question #1 or #2)

Note: Since the questionnaire relies on patient self-report, all responses should be verified by the clinician and a definitive diagnosis
made on clinical grounds, taking into account how well the patient understood the questionnaire, as well as other relevant 
information from the patient. Diagnoses of Major Depressive Disorder or Other Depressive Disorder also require impairment of social,
occupational, or other important areas of functioning (Question #10) and ruling out normal bereavement, a history of a Manic
Episode (Bipolar Disorder), and a physical disorder, medication, or other drug as the biological cause of the depressive symptoms.

To monitor severity over time for newly diagnosed patients 
or patients in current treatment for depression:

1. Patients may complete questionnaires at baseline and at regular intervals (eg, every 2 weeks) at home
and bring them in at their next appointment for scoring or they may complete the questionnaire during
each scheduled appointment.

2. Add up 3s by column. For every 3: Several days = 1 More than half the days = 2 Nearly every day = 3

3. Add together column scores to get a TOTAL score.

4. Refer to the accompanying PHQ-9 Scoring Card to interpret the TOTAL score.

5. Results may be included in patients’ files to assist you in setting up a treatment goal, determining degree
of response, as well as guiding treatment intervention.

PHQ-9 SCORING CARD FOR SEVERITY DETERMINATION
for healthcare professional use only

Scoring—add up all checked boxes on PHQ-9
For every 3: Not at all = 0; Several days = 1; 
More than half the days = 2; Nearly every day = 3

Interpretation of Total Score
Total Score Depression Severity

1-4 Minimal depression

5-9 Mild depression

10-14 Moderate depression

15-19 Moderately severe depression

20-27 Severe depression



PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

NAME: ______________________________________________________________ DATE:_________________________

Over the last 2 weeks, how often have you been
bothered by any of the following problems?
(use “3” to indicate your answer)

1. Little interest or pleasure in doing things

2. Feeling down, depressed, or hopeless

3. Trouble falling or staying asleep,
or sleeping too much

4. Feeling tired or having little energy

5. Poor appetite or overeating

6. Feeling bad about yourself—or that
you are a failure or have let yourself
or your family down

7. Trouble concentrating on things, such as reading the
newspaper or watching television

8. Moving or speaking so slowly that other people could
have noticed. Or the opposite—being so fidgety 
or restless that you have been moving around a lot 
more than usual

9. Thoughts that you would be better off dead, 
or of hurting yourself in some way

add columns: + +

TOTAL:

0 1 2 3

0 1 2 3

0 1 2 3

0 1 2 3

0 1 2 3

0 1 2 3

0 1 2 3

0 1 2 3

0 1 2 3

Nearly
every

day

More
than half

the days

Several days

Not at all

Not difficult at all _______

Somewhat difficult _______

Very difficult _______

Extremely difficult _______

10. If you checked off any problems, how 
difficult have these problems made it for
you to do your work, take care of things at
home, or get along with other people?

PHQ-9 is adapted from PRIME MD TODAY, developed by Drs Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke, and colleagues, with an 
educational grant from Pfizer Inc. For research information, contact Dr Spitzer at rls8@columbia.edu. Use of the PHQ-9 may only be made in 
accordance with the Terms of Use available at http://www.pfizer.com. Copyright ©1999 Pfizer Inc. All rights reserved. PRIME MD TODAY is a 
trademark of Pfizer Inc. 

ZT242043

(Healthcare professional: For interpretation of TOTAL,
please refer to accompanying scoring card.)

 



Mood 
Disorder
Questionnaire
(MDQ)

Developed by
Robert M. A. Hirschfeld, MD

Validation information for the Mood Disorder Questionnaire (MDQ)  

was published in the American Journal of Psychiatry. (Hirschfeld  

RMA, Williams JBW, Spitzer RL, et al.  Development and validation 

of a screening instrument for bipolar spectrum disorder: the Mood 

Disorder Questionnaire. Am J Psychiatry. 2000;157:1873-1875.)



ACCURATELY IDENTIFYING MANIC EPISODES ASSOCIATED WITH BIPOLAR DISORDER

Patients with mood disorders tend to seek treatment only when depressed or anxious, which helps 
explain why nearly 70% of those suffering from bipolar illness report being initially diagnosed and  
treated for major depression. Many wait at least 10 years for a correct diagnosis. The Mood Disorder 
Questionnaire (MDQ) is a 13-item checklist developed by Robert M. A. Hirschfeld, MD, and published 
in the American Journal of Psychiatry. The MDQ serves as an effective instrument for screening patients 
who have a history of a manic episode associated with bipolar disorder. This brief, easy-to-use screening 
instrument has been validated as having good sensitivity.1

About the MDQ Questions* 

The MDQ addresses:

1. Manic symptoms patients may have had
2. Number of symptoms present at any one time
3.  Clinically significant distress/impairment across multiple areas of functioning

* Note:  Because antidepressants may induce manic episodes in patients with bipolar disorder, 
the FDA recommends using a screening tool, such as the MDQ, prior to prescribing 
antidepressants for any patient.

Using the MDQ

Use the MDQ as a starting point for uncovering a history of symptoms of mania.  This screening tool 
is no substitute for a full medical/psychiatric assessment, including results from clinical interviews, 
laboratory tests, and other assessment tools. 

You need not be present while the patient completes the MDQ; the test can be administered in 
the waiting room or completed at home and brought in to the next appointment. The MDQ can be 
completed by the patient and/or a caregiver or family member based on his or her perception of the 
patient’s behavior.

Ask the patient to complete the questions to the best of his or her ability. The patient may have a history 
of manic episodes associated with bipolar disorder if he or she responds affirmatively to all three 
questions below: 

  Question 1:  “Yes” for 7 out of 13 items*
  Question 2:  A “Yes” response indicates increased risk 
  Question 3:   “Moderate problem” or “Serious problem”

*For positive responses, query patients for current manic symptoms (within the past 48 hours). 

Interpreting MDQ Results 

The MDQ relies on patient self-report; thus, all responses should be verified by the clinician and 
a definitive diagnosis made based on DSM-IV-TR criteria; how well the patient understood the 
questionnaire; and other relevant information from the patient, the family, and related resources. 
Positive results on the MDQ indicate that a patient likely has a history of mania, warranting 
a thorough psychiatric evaluation.

1 Hirschfeld RMA, Williams JBW, Spitzer RL, et al. Development and validation of a screening instrument for bipolar spectrum disorder: the Mood Disorder Questionnaire. 

Am J Psychiatry. 2000;157:1873-1875.
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MOOD DISORDER QUESTIONNAIRE

NAME: _________________________________________________________________ DATE: _____________________________

Please answer the questions as best you can by putting a check in the appropriate box.

1. Has there ever been a period of time when you were not your usual self and … Yes No

  …  you felt so good or so hyper that other people thought you were not your normal self  
or you were so hyper that you got into trouble?

  …  you were so irritable that you shouted at people or started fights or arguments?

  …  you felt much more self-confident than usual?

  …  you got much less sleep than usual and found that you didn’t really miss it?

  …  you were more talkative or spoke much faster than usual?

  …  thoughts raced through your head or you couldn’t slow your mind down?

  …  you were so easily distracted by things around you that you had trouble concentrating or  
staying on track? 

  …  you had much more energy than usual?

   …  you were much more active or did many more things than usual?

   …   you were much more social or outgoing than usual; for example, you telephoned friends  
in the middle of the night?

   …  you were much more interested in sex than usual?

   …  you did things that were unusual for you or that other people might have thought were  
excessive, foolish, or risky?

   …  spending money got you or your family into trouble?

Yes No

2.  If you checked Yes to more than one of the above, have several of these ever happened 
during the same period of time?

No  
Problem

Minor  
Problem

Moderate 
Problem

Serious 
Problem

3.  How much of a problem did any of these cause you (like being unable 

to work; having family, money, or legal troubles; and/or getting into arguments or fights)?

The Mood Disorder Questionnaire (MDQ) was developed by Robert M. A. Hirschfeld, MD (University of Texas Medical Branch), and published in the American Journal of Psychiatry. (Hirschfeld RMA, 
Williams JBW, Spitzer RL, et al. Development and validation of a screening instrument for bipolar spectrum disorder: the Mood Disorder Questionnaire. Am J Psychiatry. 2000;157:1873-1875.)
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Metabolic 
Screening &
Monitoring
Form
Developed by 
John W. Newcomer, MD 
Dan W. Haupt, MD

The Metabolic Screening and Monitoring Form is compiled 

primarily from American Diabetes Association (ADA) guidelines 

and Adult Treatment Panel III (ATP III) guidelines of the National 

Cholesterol Education Program.



Obesity Screening

Overweight and obesity predispose patients to coronary heart 
disease (CHD), stroke, and a variety of other medical conditions, 
and are associated with an increase in all-cause mortality.1 
Overweight and obesity increase the risk of additional CHD 
risk factors, including: 

  Type 2 diabetes mellitus (T2DM)

  Hypertension 

  Dyslipidemia [e.g., increased low density lipoprotein (LDL) 
cholesterol and triglycerides (TG), and decreased high density 
lipoprotein (HDL) cholesterol] 

Using the Body Mass Index Table on the back of the form,* 
determine BMI at baseline and subsequent visits to determine 
whether a patient’s BMI falls within the “Normal,” “Overweight,” 
or “Obese” range. Although some individuals with high BMIs 
have normal body fat and increased muscle mass, most 
individuals with BMIs above 25 have excess body fat. 

* Alternate BMI thresholds have been proposed for Asian Americans (e.g., 
onset of overweight/obesity at a BMI of 23/25). The BMI table is also 
included on the inside of the back cover of the tear pad.

Lipid Screening 

The National Cholesterol Education Project (NCEP) 
recommendations focus on preventing CHD, metabolic 
syndrome (MS), and T2DM through preventive strategies 
that target primary prevention risk factors, including  
elevated LDL cholesterol.2 

CHD risk factors that guide NCEP treatment goals include: 

  Cigarette smoking

  Hypertension (BP >140/90 mmHg or on antihypertensive 
medication)

  Low HDL cholesterol (<40 mg/dL)

  Family history of premature CHD (CHD in male first degree 
relative <55 years; CHD in female first degree relative 
<65 years)

  Age (men >45 years; women >55 years)

Risk assessment begins with a fasting lipoprotein profile (total 
cholesterol, LDL, HDL, and TG) at 5-year intervals for adults 
aged >20 years. More frequent monitoring and risk-reduction 
interventions are initiated based on risk level. 

This section of the form presents the range of values by category 
of risk (optimal/desirable to very high) as well as space to record 
baseline measurements and those taken on subsequent visits. 
Alert values, such as TG >500 mg/dL, may require immediate 
pharmacotherapeutic intervention without a trial of Therapeutic 
Lifestyle Changes (TLC) alone.

Guidelines are indicated for HDL and TG, but these values are 
recorded in the space provided under Metabolic Syndrome 
(MS) Screening.

For more information on determining risk of CHD using lipid and 
non-lipid risk factors, see the full NCEP report.2 

Metabolic Syndrome Screening 

Metabolic syndrome (MS) is a constellation of lipid and 
non-lipid risk factors of metabolic origin, closely related 
to each other via insulin resistance.

Associated features of MS include: 

  Abdominal obesity

  Atherogenic dyslipidemia (elevated TG, small LDL particles,  
low HDL cholesterol)

  Raised blood pressure

  Insulin resistance (with or without glucose intolerance)

  Prothrombotic and proinflammatory states

For this portion of the form, fill in the individual values, and total 
the number of out-of-range results at the bottom of each column. 
ATP III recommends a diagnosis of MS when 3 or more of the risk 
determinants shown are present.2 However, it is worth noting that 
CHD risk can increase with 1 or 2 MS criteria.3 

Type 2 Diabetes Mellitus Screening

The factors presented in the form reflect those that increase 
the risk of developing T2DM.2 – 4 Note: the presence of mental 
disorders, including schizophrenia and depression, has been 
associated with increased risk.5, 6 

The American Diabetes Association (ADA) recommends that 
screening should be considered at 3-year intervals beginning 
at age 45, particularly in those with BMI >25. Screening should 
be considered at an earlier age and more frequently in those 
who are overweight if additional diabetes risk factors are 
present.4, 5 Because some mental disorders and treatment have 
been associated with an increased risk of diabetes, clinicians 
should incorporate these risk factors into the determination of 
testing frequency.4, 5

The ADA recommends that screening for diabetes be performed 
using fasting plasma glucose (FPG) or an oral glucose tolerance 
test (OGTT). Of these recommended tests, the FPG is the 
easiest, fastest, and most convenient, but is less sensitive. The 
OGTT is more sensitive but more time consuming and costly to 
administer. If symptoms of T2DM are present, conduct a casual 
(random) glucose test to see if patient meets T2DM diagnostic 
criteria (casual plasma glucose >200 mg/dL). Note that diagnosis 
must be confirmed on a subsequent day with FPG, 2-h PG, 
or casual plasma glucose with symptoms, unless unequivocal 
hyperglycemia with acute metabolic decompensation is present.

Although not ADA recommended, some groups support 
the use of a casual (random) plasma glucose for screening, 
recommending that a value of >100 mg/dL be followed by formal 
screening with FPG or OGTT.7

References are located on the back of the Metabolic Screening 
and Monitoring Form.

INSTRUCTIONS FOR PHYSICIANS — Metabolic Screening And Monitoring Form
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METABOLIC SCREENING AND MONITORING FORM

NAME: _________________________________________________________________ 

There is a growing awareness that some psychiatric illnesses and atypical antipsychotics can increase metabolic risks. 
Frequency of monitoring for modifiable risk factors depends on level of risk present at baseline screening.

OBESITY SCREENING 1, 2 BASELINE Dates/Values From Subsequent Visits

Consider BMI (weight/height in kg/m2) at each visit. 
Normal (18.5-24.9); Overweight (25-29.9); Obese (>30)

Height 

____

Date __ /__ /__
BMI ________ 

Wt _________

__ /__ /__
________ 

________

__ /__ /__
________ 

________

__ /__ /__
________ 

________

__ /__ /__
________ 

________

__ /__ /__
________ 

________

LIPID SCREENING — CHOLESTEROL, TRIGLYCERIDES (TG)3 BASELINE Dates/Values From Subsequent Visits

Optimal/
Desirable 
(mg/dL)

Near/Above 
Optimal 
(mg/dL)

Borderline  
High  

(mg/dL)

High/
Undesirable  

(mg/dL)

Very  
High 

(mg/dL)

 

 __ /__ /__
 

 __ /__ /__
 

 __ /__ /__
 

 __ /__ /__
 

 __ /__ /__
 

 __ /__ /__

Total <200 200–239 ≥240

LDL <100 100–129 130–159 160–189 ≥190*

HDL ≥60 <40 Enter values as indicated in the Metabolic Syndrome (MS)  
Screening section of the form below.TG <150 150–199 200–499 ≥500*

* “Very High” levels (≥190 for LDL and ≥500 for TG) require immediate pharmacotherapeutic intervention without waiting for therapeutic lifestyle changes. 

METABOLIC SYNDROME (MS) SCREENING3 BASELINE Dates/Values From Subsequent Visits

Risk Criteria:  __ /__ /__  __ /__ /__  __ /__ /__  __ /__ /__  __ /__ /__  __ /__ /__
Abdominal Obesity measured in waist circumference  
(men >40 inches, women >35 inches)

 Triglycerides (mg/dL) (≥150; or drug treatment)

HDL Cholesterol (mg/dL) (men <40, women <50; or drug treatment)

Blood Pressure (mmHg) (≥130/≥85; or drug treatment)

Fasting Plasma Glucose (≥100 mg/dL; or drug treatment)4

Total Criteria for each visit (≥3 = MS Diagnosis*)   
*Risk for cardiovascular disease increases with each criterion present, motivating intervention for any single criterion.5 

TYPE 2 DIABETES MELLITUS (T2DM) SCREENING1

Risk Factors:   Age (≥45)    Overweight (BMI ≥25 kg/m2)†    Family history 
   Habitual physical inactivity   History of GDM or delivery of baby >9 lbs.   Previously identified IFG or IGT 
   Race/ethnicity*   Hypertension (>140/90 mmHg in adults)   HDL <35 mg/dL and/or triglyceride >250 mg/dL 
  Polycystic ovary syndrome   History of vascular disease 

BASELINE Dates/Values From Subsequent Visits

Diagnostic Criteria for Prediabetes and T2DM ‡ 1  __ /__ /__  __ /__ /__  __ /__ /__  __ /__ /__  __ /__ /__  __ /__ /__
Fasting Plasma Glucose (FPG)§  
Normal: <100 mg/dL; Prediabetes: 100-125 mg/dL; T2DM: >126 mg/dL

Two-hour Postload Glucose (OGTT)§  
Normal: <140 mg/dL; Prediabetes: 140-199 mg/dL; T2DM: >200 mg/dL

Symptoms of T2DM [Yes + casual (random) PG >200 mg/dL]||
Random Plasma Glucose   
(≥100 mg/dL requires formal screening with FPG or OGTT)6

 * Includes African Americans, Hispanic Americans, Native Americans, Asian Americans, Pacific Islanders

† May not be correct for all ethnic groups 

‡ Screen at 3-year intervals beginning at age 45, particularly for those with BMI of >25; test at <45 or more frequently when overweight and have 1+ other risk factors.1

§ FPG and OGTT are the only measures currently approved by the ADA for diabetes screening/diagnosis; ADA recommends preferential use of FPG due to ease of use/acceptance.1

 ||   Diagnosis must be confirmed on a subsequent day with FPG, 2-h PG, or casual (random) PG if symptoms (e.g., polyuria, polydipsia) are present, unless unequivocal 
hyperglycemia with acute metabolic decompensation is present.1

ATP-III recommends therapeutic lifestyle changes (TLC) for those with prediabetes,7 hypertension,8 0-1 CHD risk factor and LDL >160 mg/dL,3 2+ CHD risk        
factors and LDL >130,3 MS,3 and perhaps subsyndromal MS.5 Follow-up monitoring of 6- to 12-week intervals to monitor TLC response3 is recommended and   
pharmacotherapy intervention if TLC fails after 3 months — unless lipid, blood pressure, or glucose values demand immediate drug treatment.3

ADA/APA Consensus Statement recommends considering antipsychotic medication switch for those who gain >5% of baseline body weight.9
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Body Mass Index Table Adapted from NHLBI Clinical Guidelines.8

Note: The table does not take into account age, sex, or ethnicity.
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