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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.
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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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