PPC 3: CARE MANAGEMENT
Element A: Guidelines for important conditions

Item 1: First Clinically important condition

Diabetes Registry, Workflow, Ruler and Guidelines:
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Diabetes Registry Workflow
Aim: To provide quality evidence-based care to our patients with Diabetes.

Aim: To maintain a comprehensive and accurate registry of our patients with Diabetes in order to perform appropriate and timely care.

Diabetes Registry

Average Alc

% of patients with
two Alcs in the last

% of patients with
last BP < 130/80

% of patients are

% of patients have
an annual foot
exam

% of patients with
an annual self-

Measures: 12 months current smokers % of patients have | management goal
% of patients have % of patients with an annual eye documented
Alcs < 7% last LDL < 100 exam
Actions

Operations Print off Diabetes registry and workflow the first Tuesday of every month.

Review registry for last visit, blood pressure, eye exam, foot exam, lipids, and Alc.
Visit Blood Pressure Eye Exam Foot Exam Lipids Alc

If more than six If blood pressure Add patients If no foot exam in If LDL <100 use If Hgb Alc > 9,
months, make <130/80 use other  without eye exam the last 12 months, other risk factors to  follow up every
appointment. risk factors to in the last 12 schedule an determine follow up month. If Hgb Alc
Otherwise, review determine follow up months to wait list appoitment. needs. If LDL >100 >7 but <9 follow up

Front Desk Blood Pressure, needs. If BP for eye clinic. but <130 follow up  should be at least

Lipids and Alc for
follow-up
guidelines.

Systolic is >130 or
BP Dyastolic is >80
follow up at least
every month.

Contact patient
when slot opens
with date of clinic.

should be at least
every three
months. If LDL
>130 follow up
should be at least
once a month.

every 3 months. If
HgbAlc <7 follow
up should be every
three to six months

Case Manager

Review registry for risk stratification, tobacco, and self-management goal. Note: For patients who do not have information
populated in the flowsheet, CM will open NextGen and determine if patient is actually a diabetes patient. Alert Clinical team to
patients on huddle report.

Tobacco

If current smoker,
review for tobacco
cessation
counseling. Advise
patient to quit at
next contact.

Self-Management

Monitor patients on
registry for annual
goal. Responsible
for connecting with
patient to set goal
when in for a visit.

doing the following:

Group Visits
Determine which patients/providers do groups. Coordinate DM group visits for pod by

» Determine provider availability
« Denise’s schedule availability
« Coordinate with NTM on support staff availability
» BHP schedule availability
Call pts and schedule for DM GV as needed.

Review the flowsheet every visit and enter any new data. Review registry for any patients for which there are concerns and

PPC 3 Element A

Provider patients who are MOGE. Provide information to CM.
MA Review the flowsheet every visit and enter any new data. Responsible for patients on registry who are in for visit today.
Nurse Reviews copy of registry given by CM to ensure all follow-up has been completed and is accurate.
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Diabetes
Planned Care
Ruler

If more
than six
months,

make appt.

Otherwise,
see BP,
LDL & Alc
rules

If above
80, appt
every
month

If current
smoker,
CM to
review for
Tobacco
Cessation
counselin

g

within
one year,
put on list
for DM
Eye
Exam GV

within one
year, CM
to set
goal with
patient

If not within
one year,
make appt

within
one year,
make

appt

within 3
months,
make
appt (6
months
okay if
last
value
less than
7.0)

above
9, appt
every
month.
If7.0 -
9.0,
appt
every 3
months
Cf
below
7.0,
appt
every 6
months
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DIAGNOSTIC PARAMETERS

Fasting Plasma Glucose

Care of the Adult Patient with Diabetes Mellitus
Guidelines from HealthTeamWorks

*Two samples needed unless patient has symptoms of hyperglycemia
> 126 mg/dl (after no caloric intake for at least eight hours and no more than 14)

Random Plasma Glucose

>200 mg/dl

Oral Glucose Tolerance Test

GUIDELINE

FREQUENCY

HISTORY & PHYSICAL

>200 mg/dl in the two hour sample. Based on 75gm dose

CARE PARAMETERS

GOAL/COMMENTS

Quarterly if not
meeting treatment

D!a_betes Focused Every 3-6 More often if needed
Visit months
BIO.Od Pressure & Every visit Goal BP <130/80", Goal BMI < 25 (25-29.9 overweight; > 30 obese)
Weight mi)
Retinal Screening Annually2 By ophthalmologist, optometrist, or retinal photograph (read by experienced expert)
.. Without socks and shoes; if abnormal, consider referral to foot care
Inspect Feet Every visit -
specialist
Comprehensive
Lower Extremity Annually Vascular, neurological, & musculoskeletal exam (w/ monofilament)
Exam
OUEY [n 2l Every 610 12 Refer to dentist or dental hygienist
Assessment months

LABS

General Goal <7%

MEDICATIONS/IMMUNIZATIONS (for appropriate patients)

Initially/Ongoin

Alc goals otherwise at A lower goal may be beneficial if no significant hypoglycemia®
least every 6
months
Goal: LDL <100 mg/dI
. . . Optional goal: LDL< 70 in patients with CVD
Fasting Lipid Profile | Annually HDL >40 mg/dl for men >50 mg/dl for women
Triglycerides <150 mg/dI
. . . Annually- If >30mg/gm creatinine or >30 mg/24hrs initiate ACE-I
Urine Microalbumin [ﬁgzg)lless of (ARB if ACE-! intolerant)
Serum Creatinine Annually Use to estimate GFR; consider referral to nephrologist if GFR <60

g

Aspirin g In all patients >40 yo or with CVD. May use low dose 81mg/day
ACE Inhibitor Initially/Ongoin

(ARB if ACE-I yrong Individuals with hypertension, microalbuminuria or CVD

intolerant) g

Statin Initially/Ongoin | Use if not at lipid goal. In all patients >40 yo or with CVD, consider

statin irrespective of LDL if total cholesterol > 135

Influenza Vaccination

Annually

Per CDC recommendations

Pneumococcal
Vaccination

At least once

Once; Revaccinate if >65 years old, AND first shot at <65 years AND
first shot >5 years ago

THERAPEUTIC LIFESTYLE CHANGES

Set Self‘manag?ment E.V (.ary focused Review and revise as needed. Refer to ECS when indicated.
Goals With Patient visit
Assess Need for Every focused :
. . . . Refer for DM education prn
Diabetes Education visit ucation p
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Assess Nutrition

Every focused

Refer for medical nutrition therapy prn

Status visit

A Exerci Every f . . -
SSESS EXErcIse Very ocused Increase physical activity based on needs/condition

Status Visit

'SA'[SaS"[?JSSS Smoking Initially/Ongoing If smoking, advise, counsel, treat

Depression Screening

Initially/Ongoing

Treatment and referral as needed

Advanced Directives

Annually

Discuss with patient each year and update directives as needed

1

ACE inhibitors should be considered in most hypertensive patients (if no contraindication)
2

For type 1 do initial comprehensive eye exam 3- 5 years after diagnosis. For type 2 do shortly after diagnosis. Then follow up annually or as directed by eye care

provider.

 ADA 2006 Clinical Practice Recommendation: “The AIC goal for the individual patient is an AIC as close to normal as possible without significant hypoglycemia.”

For type 1 begin 5 years after diagnosis and type 2 at diagnosis. If microalbuminuria <30 mg/gm creatinine, screen annually; if 30-300 mg/gm, verify with 2 repeat
tests within 3 to 6 months; if >300 mg/gm, evaluate for gross proteinuria.

8/31/2007

Diabetes Management Guideline Details

Long term treatment goals for persons with diabetes include: (1) achieving near-normal metabolic control, (2) preventing
or delaying long-term complications of diabetes and (3) assisting the patient with diabetes to lead a productive life.

A primary component of metabolic control is blood glucose control. It was demonstrated through the Diabetes Control
and Complications Trial (DCCT) that in patients with type 1 diabetes, the development or progression of nephropathy,
retinopathy and neuropathy was reduced 50%-75% by using intensive insulin treatment regimens." In the group where
benefits were observed, the patients had an average HbALlc level of 7.2%. In a second study similar in design to the
DCCT, patients with type 2 diabetes showed a comparable reduction in microvascular complications with similar glucose
control.” The following chart outlines blood glucose targets in non-pregnant patients with diabetes. Glycemic targets
generally are set higher in-patients with recurrent severe hypoglycemia, reduced awareness of hypoglycemic symptoms,
advanced complications or co-existing disease, and the elderly. It is important to evaluate each patient with diabetes to
develop individualized target glucose levels based on the patient’s clinical status and the patient’s willingness and ability
to participate in his/her management of diabetes.

The United Kingdom Prospective Diabetes Study (UKPDS) provides strong support for the American Diabetes
Association’s position that vigorous treatment of diabetes can decrease the morbidity and mortality of the disease by
decreasing chronic complications. The result shows that lowering blood glucose reduces the incidence of microvascular
complications in type 2 diabetes as it does in type 1 diabetes. The UKPDS is another landmark study proving the value of

metabolic control.?

Blood Glucose Goals in Non-Pregnant Patients with Diabetes*

Normal— non-diabetes values

Goal—patients with diabetes

Action suggested if **

Preprandial fasting glucose <100 mg/dI 90-130 mg/dI <80 or >140 mg/dI
2-hour postprandial <140 mg/dI <180 mg/dI >180 mg/dl
Bedtime glucose < 120 mg/dl 100-140 mg/dl <100 or >160 mg/dl
HbAlc* <6% <7% >7%

*Normal levels will vary by assay method (values based on normal range of 4%-6%)
** “Action suggested” depends on the individual patient. Actions may be changes in medication, provision of diabetes education, or changes in self-

management techniques.

! See reference 1
2 See reference 2
% See reference 18
* See reference 3
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Approximate Comparison of Average Blood Plasma Glucose and HbAlc Values Glucose mg/dl

65 100 135 170 205 240 275 310 345 380
4 5 6 7 8 9 10 11 12 13
HbA1c percent based on normal range of 4% -6%
Definitions
Diabetes:

A chronic illness that requires continuing medical care and education to prevent acute complications and to reduce the risk
of long-term complications.

The American Diabetes Association uses the following blood glucose values to define diabetes for diagnostic purposes:
Normal: Fasting plasma glucose <100 mg/dl.
Impaired fasting glucose(*“pre-diabetes™): Fasting plasma glucose 3100 mg/dl and <125 mg/dl.
Impaired glucose tolerance(“pre-diabetes™): When results of oral glucose tolerance test are
>140 mg/dl but <199 mg/dl in a two-hour sample.
Diagnosis:
A person is considered to have diabetes when one of the following diagnostic parameters are met®
*2 samples needed to confirm unless symptoms of hyperglycemia are present

Fasting plasma glucose’126 mg/dI (after no caloric intake for at least eight hours and no more than 14).
Or
A random plasma glucose test level of® 200 mg/dl taken at any time during the day without regard to the time of
the last meal with the classic symptoms of increased urination, increased thirst and unexplained weight loss
Or
An oral glucose tolerance test value of °200 mg/dl in the two-hour sample. Based on 75 gm dose'®

Note: Fasting plasma glucose is the preferred method of diagnosis and is advised to be used universally.
The hemoglobin Alc test is not recommended for diagnosis, nor is the finger-prick test using a glucose
meter. Abnormal values on either of these tests warrant formal evaluation.

History and Physical Exam*

There are two levels of physical exam for the patient with diabetes. These include an annual comprehensive exam
appropriate to the age and condition of the patient, and focused physical exams conducted between comprehensive annual
exams. Areas of critical importance to include in the exam specific to diabetes are included below:

Diabetes-specific History areas to be included when indicated:

- Current medications

- Patient’s results of self-monitoring of blood glucose

- Problems adhering to treatment plan

- Patient changes in treatment regimen

- Frequency and causes of hypo- and hyperglycemia

- Acute and chronic complications

- Sick-day management

- Nutrition plan

- Exercise/activity plan

- Hypoglycemic unawareness

- Oral hygiene status including identification of periodontal disease, caries and recent Clinical treatment by dentist
- Glucagon usage—in insulin-treated patients

- Contraception discussion and discussion of preconception glucose control in women of childbearing age

® See reference 4

® See reference 4

" See reference 3

8 See reference 3

% See reference 3

10 See reference 19

1 See references 3,5,6, and 7
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- Lifestyle, cultural, psychosocial, (including depression) educational, and economic factors that might influence  the

management of diabetes.

- History and Treatment of other conditions, including endocrine, eating disorders, or other mental health problems.

Diabetes-specific elements in Physical Exams:

- Blood Pressure

- Weight/ BMI —weight loss recommended for all overweight (BMI 25-29.9) or obese (BMI > 30) individuals
- Annual dilated fundoscopic exam by eye care provider
- Foot exam, including touch sensation (monofilament 5.07), pedal pulses, checking for ulcers and deformities should be

done at every encounter with a physician.

Laboratory*

- HbAlc at least semi-annually. In patients with less than adequate glucose control, this is recommended quarterly.
(Inadequate control defined by HbAlc > 7%)
- Fasting lipid profile annually if normal and at more frequent intervals if abnormal. target goals for lipids are outlined

below:

Lipid Profile Target Values

Target Value in pts w/ DM or CAD

Total cholesterol <200 mg/dI
Triglycerides <150 mg/dI
LDL cholesterol <100 mg/dI

HDL cholesterol

> 40 mg/dl Men

>50 mg/dl Women

- Routine urinalysis performed annually: albumin/creatinine ratio in random spot collections
- If urinalysis is positive for protein, a quantitative measure is needed to develop treatment plan. (e.g., 24  hour
urine collection for protein)
- If not positive for protein, microalbumin screening is recommended. Screening for microalbumin is generally
done by measurement of the albumin/creatinine ratio in a spot collection of urine.

- If the patient currently takes an ACE or ARB: continued annual urine alb/cr surveillance recommended to  assess
response to ACE and progression of disease. Annual alb/cr can be discontinued and replaced with annual urinalysis for
protein when macroalbuminuria is present.

- Serum creatinine used to estimate GFR should be measured annually.

Note: If microalbumin is positive, consider treatment with ACE inhibitors and/or ARBs. Beta blockers
have also shown to be effective in reducing blood pressure and microalbuminuria.*®

Complications*

Hypertension: Hypertension contributes to the development and progression of most chronic

complications of diabetes.

- The target goal for blood pressure in an adult with diabetes is 130/80 mm Hg or less.
- ACE inhibitors are the drug of choice in most patients with diabetes. ARBs may be used if the patientis ACE
intolerant. Beta blockers should also be considered in post MI patients.

Nephropathy: Maintaining near normoglycemia has been proven to delay the onset of microalbuminuria and delay the
progression of microalbuminuria to Clinical proteinuria in patients with diabetes.

Definitions of Abnormalities in Albumin Excretion

Category

24m — Hr collection (mg/24hrs)

Spot collection ug/mg/creat

Normal

<30

<30

12 See references 3,5,6,7,8,9,10, and 11

13 See reference 20

1% See references 3,5,6,7,8,9,10,11,12,13,14, and 15
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Microalbuminuria 30-300 30-299

Clinical albuminuria > 300 > 300

- Decreasing blood pressure will delay the progression of diabetic nephropathy.

- ACE inhibitor use is indicated with patients with positive protein (>300 mg/24 hrs.) or ARB if the patient is
ACE intolerant.

- ACE inhibitors or ARBs are also indicated in patients with microalouminuria even if normotensive. (Refer to
above chart for normal values).

- Consideration should be given for a referral to a Nephrologist with patients with gross proteinuria, or an
elevated creatinine (GFR <60)

Note: Contraindications for ACE Inhibitor therapy include

- History of intolerance or adverse reaction to ACE Inhibitors
- Elevated levels of serum potassium, >5.5 mEqg/L

- Renal artery stenosis

- Symptomatic hypotension

- Shock

- Pregnancy

Retinopathy: An annual evaluation of the retina is recommended.
- Refer patients with diagnosed diabetic eye disease to ophthalmologist experienced in the treatment of diabetic
eye disease.

Neuropathy: There are three major types of neuropathy: distal symmetrical polyneuropathy, focal neuropathy, and
autonomic neuropathy. Persons who develop neuropathy may or may not have symptoms.
- Improvement in neuropathy may be seen with improved glucose control.
- Patients who have had a history of foot lesions or prior amputation require preventative foot care to avert
recurrence of problems.
- Comprehensive vascular, neurological and musculoskeletal exams are important annually, as are routine foot
exams every time a person with diabetes is seen in the primary care setting.
- Educate all persons with diabetes about the risk for and prevention of foot problems.
- Medical assistants should be instructed to ask patients with diabetes to remove their shoes at every visit.

Vascular disease: Diabetes causes both large and small vascular complications.
- Patients with diabetes are at increased risk for cardiovascular disease.
- Statins should be used to reduce LDL levels if baseline levels are greater than 100. A trial of statins should
be considered in all patients with Diabetes and known cardiovascular disease regardless of the base line
LDL with the goal of reducing LDL by 30-40.
- Careful attention to modifying risk factors is suggested.
- Recommend cessation of smoking to all persons with diabetes.
- Aspirin therapy (81 to 325 mg/day) has been identified as a primary strategy to reduce cardiovascular event in
patients with type 1 and type 2 diabetes.™

Diabetes and pregnancy: To prevent early pregnancy loss and decrease risk of congenital malformations, optimal
diabetes control must begin prior to pregnancy. Prior to conception, the following is recommended:

- Optimize glycemic control to fall within the normal HbAlc range < 6 % prior to conception.

- Obtain baseline measure of all complications, including renal function and retinal status.

- Institute intensive insulin therapy or treatment with glyburide.

Routine immunizations:
- Annual influenza immunization.
- Pneumococcal vaccine according to recommended guidelines'®
- TB Screening at least once for patients with DM

15 See reference 24
16 See reference 23
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Treatment Goals"

Long-term treatment goals for persons with diabetes include achieving near-normal metabolic control, preventing or
delaying long-term complications and living a quality productive life. Helping a patient set achievable short-term goals is
helpful in encouraging patients to work toward a more ambitious long-term goal. Working with

the patient to set treatment goals in the following areas is encouraged:

- Glycemic control: Both HbA1c levels and self-blood glucose monitoring levels are important. The optimum
HbALc is < 7%. The use of routine self-testing for glucose can assist the patient in glucose pattern recognition
and improve his/her ability to alter daily activities to improve glucose control.

- Exercise: Any improvement in activity will improve diabetes management, since exercise improves glucose
control. It enhances insulin sensitivity, assists with weight reduction and reduces cardiovascular risk.
Appropriate frequency and intensity of exercise depends on the patient’s physical condition and presence or
absence of complications of diabetes. In sedentary individuals beginning an exercise program, consideration
should be given to appropriate cardiac testing prior to beginning of a program. Working towards exercising at
least 3-4 times per week for 20-45 minutes is a desirable goal.

- Nutrition: The overall goals of nutrition therapy in patients with diabetes are to provide adequate calories for
maintenance of desired body mass index and to promote overall health. Several meal-planning systems are
available to choose from, including exchange diet planning, general nutrition guidelines encompassed in the
“food pyramid” system, portion control and carbohydrate counting. Dietary recommendations must consider
complications of hypertension and hyperlipidemia.

- Oral Hygiene: Persons with uncontrolled diabetes are at increased risk to develop periodontal disease.
Comprehensive dental exams including a soft tissue and caries exam, full mouth probing and charting, bleeding
index, plaque index, full mouth radiographs are recommended every 3-5 years. Clinical treatment, including
restorative care, scaling and/or periodontal debridement if warranted, fluoride treatment, and frequent
maintenance recall should be considered every three to six months.

- Weight reduction: Many patients with diabetes will never reach their ideal body weight. Any loss of weight will
be useful in the management of their diabetes. Encouraging gradual lifestyle changes may be more effective
than expecting rapid results.

The Patient Self-Management Plan*®

Encourage patients with diabetes to become actively involved in adjusting their diabetes management plan. An important
role of the primary care physician in managing patients with diabetes is to help the patient to develop self-management
skills to use for successful behavioral change.

Encourage short-term goals to reach long-term objectives. Therapy for the patient can be individualized utilizing both
lifestyle changes and medication therapies to control diabetes.*

Note: These Clinical guidelines are designed to assist clinicians in treatment of adult patients with existing diabetes. “Adult” for purposes of the
guideline generally refers to persons over age 21. The guidelines are not intended either to replace a clinician’s judgment or to establish a protocol for
all patients with a particular condition. Revised and accepted, August 2007.
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Screen shots of our customized diabetes template designed to accommodate planned care data collection.
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Yes Cancer - breast Cousin
Yes CAD Father _I
ez Hypertension Father

ez Cancer - breast

K|

Daughter Geri Ann -

Additional Social History

\ Stressies)iconcernis)

Living writh and caring for 96 yio mother

Social History
pI |Start Date [End Date
|Domezo0r neind 2009
lowsheet I
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L 1
Self Management Generate Goal Sheet  Patient Language Preference & English © Spanish = |§ IIE
Stabus | Comments Obstacies __| Support Personis) | mpeetance 1-10 | Contidence 1-10 i e eujLock
n Progress Condiras walking witl as Daughier ] 6 ||_|_||..J_|
wisen her snkie Tracture hesis, (= 8L CS 1171909 =
Try to fird trme wihen mother [
can b wiatched by somseone 3 Adult Irr
size 50 3he can hesp walking g Allergy
Cardiac
‘ > :
L) = L = Diabete
ASSESSMENT CODE STATUS 2 Emn His!
[ OMwhneuro manifest, type I uncontrolied | 75062 | | g ;T’;'t'id’
'
PLAN DIABETES SPECIFIC ORDERS 3 Heatth !
Diet F Care
Exercise  Patient Education  Referral . - Oead e 8 Histone
Fallow-up Rt 3 Horle
Additional Plan information 3 Masze
Medications = Immuni;
[Encounter DateTeme | Mame |Dose  [Form | 5ig Coses [Sig Dese = g r':f: Lm
11132008 0220 PM | CONTOUR STRIP apply by Wesc (Non-Drug, Cor__| s
drected g Murse C
11/022009 10:54 AM | LEVOXYL SIMCG | TABLET TAB1 GOD 1 tablet every other day 2 MedPh
077232009 0442 PM | ASFIRIN 3G TABLET TAB1GD 1 tablet caty = PanTe
ﬂ;ﬁ 022002009 0257 PM VASOTEC 20MG  TABLET TAB1 GO 1 tablet clesty = Procadi™®
\]'_- L e Ay e e = ;ﬂ_l' » ? ﬁ_l
Yoview of SySlems s ordered and completed for this encounter (Highlight the row to view or piot education matersls) || [ytom <]
dast Medical History [ Torder [Ciagnosis [icoa Code [oate Jometroms | a] || ———d
“amity History corrpisted Thu (5p) (3 75 or okier) [
prnlsny completed gifo““ Hypertensian, benign 4011 i
Shysical Exam ) h - : :
compleled Given education and review i _I
2&M Codling ol bone ozt eopenia
- — COntinue Vi D and Ca i
| Print Document ] s ceytiy |
e ] r r
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Item 2: Second Clinically important condition

Prenatal Registry, Workflow and Guidelines:

Prenatal Registry
Last Mame First Name ooB LastVisit || EOD |(Wxsat || PM+ || Primary || PregEnd || Preg End || Current Risk High Risk Problems
V200 12500 Mo r -] 43 4
Pretern or postdades
delvery, pror
Asrenaml Moz pesens Flas WI200 slevated Thr GTT - 3hr scheduled - WIE00 pt ammved 1o 3hr apet and had not foliowed
regirmen - reschedubed for 10700 nuesonist appt al that bme also 3 GTT nomal
109 - pt declirung fu shot
12800 12708 4 L £ 43 2
Aol Msapezest Flao, POB-terT
12 12 2006 bewkdy NST, induce next wh f pt wiling: cenvix not favorabie today
1206 122ne00 37 Medomd FO 12722000 Delvered 42 ¥ 2
Aboruon, previous., 2nd
T
Aboohal or ot drnag
MO
Azsenstl Mxmaperent Plas Gestasonal HTH (0/14)
"Badslne 24 b urind, PTH panel previous PTH A00 WHL KF
122108 1227008 W Medcad FG 47
Aztmaal Mo pesest Flaz Par records from previous provider - pehvimetrny completied and prowen 3 Siblcs and placents
Wikl OB WANOLUL DR OF abruption a3 of 51300
Pt would ke to breastiesd, hod troubls w' prvious child, would e additonal support.
102000
111 208 fubal fiorm sagred and sent o med recs
Tussday. December 29, 2000 Page 1 of 322
| Deveepeapy o momsees
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Prenatal Registry Workflow

Aim: To provide quality evidence-based care to our prenatal patients.

Aim: To maintain a comprehensive and accurate registry of our patients who are pregnant in order to perform appropriate and timely care.

Prenatal Registry
Measures/Goals:

% low birth weight

% pregnant teens

% breastfeeding at
delivery

% of prenatal patients
who smoke

% of smokers who
quit

% of smokers who quit
and decreased

% entry of care in 1st
trimester

% post partum return

% of prenatal patients
who use ETOH

% of prenatal patients
who use drugs

% of prenatal patients
with nutritional risk

% of prenatal patients
with psychosocial risk

% entry of care in 3rd
trimester

% infant return

% of ETOH users
who quit

% of drug users who
quit

% of with nutritional
risk resolved

% of with psychosocial
risk resolved

Actions

*All staff who learn of a termed pregnancy are responsible for notifying their Pod Case Manager via a task

Operations Print off Prenatal registry and workflow the first and third Tuesday of every month. COMSs give registry to front desk.
Scheduling OB Visits Documentation Next Steps
Front desk reviews last date of service and Document on the registry the outcome of the Give registry to the floor BHP after all patients
schedules an OB appointment based on call to patient (e.g. left message, scheduled have been reviewed and/or contact attempts have
gestational age. Note: Patient’s gestational appt, etc.). Note: Make two attempts over two  been made and documented.
age is located on the last column of the different days (should be different times of the
registry printout calculated up to the day the day) to contact patient and then send a letter if
Front Desk registry is printed. «Up unable to reach patient after two attempts.

to 28 weeks—OB apt every 4 weeks

* 28-36 weeks—OB apt every 2 weeks

* 36-40 weeks—OB apt every week
Compare patient name with Centering
Pregnancy list and will not call Centering

Pregnancy patients.

Document all contact attempts and letters sent
in the telephone communication template in

NextGen.

Case Manager

Review registry twice a month and update any of the below information. Review with Pod Providers in huddle.

Pt Lost to Contact

CM to team up with
Front Desk to
determine any other
ways to contact
patient within HIPAA
guidelines.

Prenatal Plus

If column blank, CM
to audit patient chart
and document PN+
status of patient in
PN+ template. If
patient is PN+, CM
responsible flagging
PN+ status on sticky
note in chart and for
seeing patient at their
next visit.

Centering

CM responsible for
checking Centering
box on every patient
in a Centering group.

Risk Level

CM responsible for
documenting risk
factors on risk
assessment template,
related to substance
abuse, smoking,
nutrition and
psychosocial risk
factors.

Delivered

CM responsible for
entering mom's
delivery information in
the post partum and
pregnancy outcomes
templates, and
newborn data in the
baby's chart.

Term Date

CM responsible for
documenting in the mom's
pregnancy outcome
template any abortions,
fetal demise, transfer of
care, moved, and ectopic
pregnancies.

Provider Review the flowsheet every visit and enter any new data. Review registry for any patients for which there are concerns and patients who are MOGE.
Provide information to CM.
MA Review the flowsheet every visit and enter any new data. Responsible for patients on registry who are in for visit today.
Pod BHP Reviews copy of registry given by CM with Pod Nurse to ensure all follow-up has been completed and is accurate.
CHC-A PPC 3 Element A
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Group B Streptococcal (GBS) Management in OB patients

Screening imelins

Universal anteparmm GBS screening at 35 -37 weeks gactation

Exceptions

GBS hacteriuria in early pregnancy is & marker of high colonization and is an
indication for prophylaxis infraparam.
Planned scheduled cesarean delivery without the possibility for TOLAC.

Method

Swal both the lower vaging and rechum through the anal sphincter:
¥ Imncreases the yield substantially compared with samplines the cervix or
sampling the vazina without also swabbing the rectum
¥ When using a single swab, the vagina should be swabbed first followed
by the rechom to reduce nisk of colonizing the vagina with buzs from the
rechom
Paments may collect their own samples:
¥ Sidies indicate that when women in the ouipatient clinic setting collect
their own scresning specimens, with appropriate instruction, GBS vield is
similar to when specimens are collacted by a health-care provider.
Cme swab 1z preferred twio are acceptable
# Both swabs should be placed in a single broth cultore mediom becanse
the site of iselation is not important for clinical mansgement and
lzboratory costs can thersbry be minimized

Bemlis

Asgure that the results of the screening cultare sre availsble st the time of delivery:
# Ii the culiare is negadve then IFA are not indicated
* If the culture 1= positive, then TPA shonld be offered at time of delivery
regardless of nisk factors.
# Motify patent of resulis and if prophylaxis will be needad.

GBS bacterinria

Treat with cephalexin or penicillin x 10 days, confirm cleared with test of cure.

Risk Factors

Cmly sppropriste if anteparum GBS scresning has not been done:

* Intraprnm anfibiotics are mdicated fior all patients who have delivered 3
newibom that developed early onset GBS dizease, rezardless of oolure
stams

# If GBS bactemmia present during current pregnancy, IPA are indicated
regardless of culture stamas or whether bacterumia treated

¥ IEGBS statns unknown, tweat if any of the following exdst:

* Delivery at < 37 weeks gestation.
*  Duaration of rupured membranes = 18 hours.
*  Inirapariom temperamre = 1004 F or 380 C.

BFecommendsd IPA

Pemicillin & 5 mill units IV initial dose then 2.5 million wnits g 4 hours.
Alternative: ampicillin 2g IV imitial doss the 1z TV g 4 hours.

Pemicillin aller=ic, low nisk anaphylasds: cefazolin 2o IV inital dose then 12TV g 8
howrs

Penicillin Allergic, High Rizk
Amnaphylaxis

Ideally resistance testing to both clndanryrin and eryibronrycin should be
perfommed at the tme of GBS testing.

In 2003 GBS isolate resistance to enrycin 37% and clinds 17%.

If oo resistance — clindsmoycin 200 2 TV g & hours (preferred if no resistance,
ENTyCin i an option)

If GBS i resistant to clindanmycin OF. enrthronmycin — vancoamycin

If resiztance is unknown — vancomryoin 1 zm IV g 12 hours undl delivery

Gribbs, B Perinatal Infections dus o GBS, Obstet Ganecol, Mo 2004; 104 1062-1074.
Cemters for Disease Conmol. Prevention of Perinatal GBS Dizease. MMWE 2002-51 (BE-11):10.

CLI131-1207F0
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Clinical Guidelines for the Care of Patents with Gestational Diabetes (GDA)

Sorean at M4 o 26 week: pestaficm or at sntry to care 1f = 28 weaks but- 34 weelos
Al pregrant women 50-g, 1-bomr OGCT

Screan without resard fo timws of 1251 meal

Sorean womes at ey fo care and again of 14 to IE weeks

$0-g, 1-Eeeer OECT

High Ridk:
F Age =35 year old
- - ¥ Obesity BMI = 22 (baved oo pre-pregoancy wedght)
e *  Parsonal kistory of GOM
+  Provions macosopsic mbed or GDM elated ob copplications
¥ Polyopstic Cvanan Svadronsa
¥  Cyooema
¥+ Stong Sty histcoy of diabetes mallites
= 1535 meidl, no forther testing, regeimed
~ o = =135 meidl Elbow with 100-g, 3-hoer OGTT
Tnitial test: -2 1-bowr OGCT | 500 1ol womman has GOM and 2o 3-hous OGTT is secessary. Consider HbAl: if msgicion of
presaxisting dinkatus.
I two or pyore valies meet or eocesd the following thresholds, dixgnose GOM:
Time m=dl
Fastmg =03
Follow up test: 1002, 3-heur EE —;gg
OGTT (if = 135 mp/dl and . =
- 300 medl) Fhowr =13
- oA mEl I omby one vahne meats or exceeds thresholds:

F  Fopeat 100-g, 3-boer OGTT = 34 weaks
= Recommend physical activity and memition commaling (30% of these woman will dewalop
G0

Fafw for numtom counsalng with FLVLLIE and inancn of BIood gincoes monnormy AsAr.
H RDVCDE appointmend mod available within ons week:
Madical moimition therapy (MIT) *  Provide handown om diet and gincose monitoring as cutlined by RDVCDE

¥+ [Initate feacking and testizg by memng w0 at tme of diamosis

=  Follow up with BEDVCDE m gromp or indhvidual appoizimeat ASAT
Have patiesd check and record blood glocoss 4 dmes a doy, mchnding Ssting and 2 hours
posipramdial.
Englyoemmia is defined 25 = 20%% of blood ghacose wales otdds of moommended refersncs mangs
When the patent bas collected relishis glacoss valess for & oonimuee of 1-2 wesks, and 0% of
blood glacoss vales sxcsed the followimg goals whils following prescrited mutrition and phrysical

Blood glucrse monitormg activity plan, considar medical tharapy-
Time mxdl
Fastimg <05

l-borpp  <130-140
Thomrpp <120
Avnid discontizeing blood ghoows monitoring in pabents with COAL

Food recording e patisst record food and beversge mtake incleding, what, amount, 2xd meal and wack towes.
: Facommend regalar phrviical activity 30 mimoies'day, 5 daveoeak and consalt mith MDD regarding
Ph}'iﬂl actaty amy contraindicatcss (preechmgads growth residction, sbrupton, placenta prenvia, or vaginsl
bleeding)
Madscal ﬁ}llﬂw:lE Schedele MIVDO follow wp visit in 2 weeln
Eoview records Reviow foed and blood glucows records to asess MNT compliancs axd blood ghoooss contrel

Appropriats weiht $am based co EMIL neomoglivosoma, and the absence of betommia
Comader chediong HebALC at dtagnesis if diagnosed by an sarty GTT and agam at 35 wrealo:

Pabaenis with smpected preaxtvting D&
= Patents who requine medication rams semes
s ¥+  Patients wheo bae poor contzol
E’;“l“‘*m -oradernar, and 5 Patiants do not comply with blood mgar monitoring
e I tha partisnt is wall commelled on MVT alons at time of MDD visit, the pasisst may retumm o 2

pxidlercul PCP Sor follow wp wi® consultatte mamagement bry the MOTHD.

In pezsaral, a pabent with COAAT (requiring medical therapy) shonld be manaped by an MO0
with Se possibility of co-management sesing an MDD every otbar visit to be detarmined Ty the
consmhizg MINTO.

CL1E 1-1007FD IWVIS07
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CLME 1-1007F0

MDVDO will clsaachy cutline paanagement plam n EME, inchoding:
¥+  Froquancy of viits and with wiat tvpe of provider
¥  Threshold for starting or changing medication
¥ Flan for sumeillancs and when approprias, plan for delivery
An alert s fo be placed m the postpariom alart Seld of the EME indicating the need for postparinm
OETT for il GO pabomis.
If fasting blood ghacose = 115 mg'dl or f an inithl HgAlc was = 4.0, consider psedication theragny
1< maithcnst prior BT becass MINT aloms is Hkaly fo fxil
Medicanion therapy If fasting blood giucose = 119 medl allowr 2 wusks for blood shuicass to optimizs in ruspanss o
Parfoen: appropriate fetal sumwidlancs for pestatioral ags and diseass statns
¥ Initate fetal kick counts i all patents at 28 weaks o all paticmts.
F  Pronstal sersdllance inchides cmce or teice-weakby nom-stress test (NET) and wesakly
amomictc fhid mdex. A bdophnysical profile ey be done weaklby if indicated Conslr 8.
¥ Dhet controlled — if eaghyoumic, initate tecting a5 wesks. If not sughycansic, inffiste
- mesting at 36 weaks.
Fetal Surveillance ¥+ Mediration comirolled — if prugnancy withont cthar copplications, inofixte sereullancg at
32-34 el
P Bagin wstimg by 32 weaks i= pertents with poor control, previoms adverss ooicoms, or othar
additional high risk comdition
¥ Comddar nlireoesd for ectimanted fotal araight at 36 weeks | 1.6 medication mesapemant,
sige = dates, poarly comfrolled, or HghAlC at 36 wesls: = &)
Comsalt OB for the followins
*  Medicafion managamant, twatmant planning
¥+ Fondal height = =1 o greater San dates
OB Consultation 13 of postprandal blood segam elevated or smdooumented commal
B Nowm-roarsurng oo seeevedilonce
ARen comsulied, 08 will docameny devailed trearmeny and dedrvery plan in Amfenafa) Wenapememnr
Plom scraen of EME
Cly ol bypoghyoamic apent that mony be considered 25 am alemative to insulis
¥ This is an option for women whe refnse or cannot comply with insulin
Givinmid ¥ Taks 30-60 minutos befors breakfast and dinner, and not befors bediime
& Mo Ekely o fail in women who are dizgnosed wath DM before 24 weaks, haie
sipnihcant fasing nvparglhycamia, amu morkadhy obess, 2xd are 37 years and oldar.
F  Gtart ot 2.5 mg g am and Strate wp o a maxizmmm of 10 mg hid
Matizmal guidelings: considar nsnlin to b the £t line ageed for all patiesds
F Eauient doxing s the bewt for patisnt, no regimsan or dowe proven wopsacior
¥ Ehoeald be used 2: Exst Ene medication inwomss with fastng hbyperghcamia ==11%mg/dl
Tosukin ¥ Titmseup See 5- 7 exitke
" A gomemon. imitial desags is 0.7 wnits per ks e day, with one doss comsisting of o Sards
of the totz] apvoent gives in the moming and one dess comdsting of one tird of the fotal
ot green in the evening. Cme thind of cach dow s ghven & regular imealin and the
rensaining fao firds as MPH imsalin
Eugivoansic with dist comirol — imducs by 41 weeks
- Englycermc with medication condrel — induce a8 3040 weaks
N Propesiaiional o abevs, consuili OB for irvatment and dafivery plen
08 may comsider fatal hing maturity documendation by apwioc e in womss mmdarpoing
imducticm of labor pricr to 38 weeks.
EFW = 4,500 grams, 08 commell needed. Elective cesarsam sherald be offarsd.
EFW 4,000 to 4, 5000 grapw, OF comsulf nseded. The patient’s dalivary bdstory, cliinical paleinsstry,
Emfgaln'm@,[ﬁmj and the progress of labor am Suchors that play a role in determining meeds: of delivery.
GLM patients with EFW = 4,004 gapx with 2 prolonged second stags or 2zt of descant in e
second Fiags TeqUirs assesament for cesarees dalivery.
I patient ctharaive pseets diasmoatic criteria for Tyvps 2 DN this is not neoded.
H moomeal, reassews ghyoamia at 1-3 year mbarvals
g at 6-8 ks Do . If trpadred, Texauess anmally and extensive counsaling oo D prevention and lifestyle
_I_EEED' - Sparmim modifications:
7 5-gram, I-hoar OGTT Ti Nommal meidl Pre-disl il Tepe 2 DA me'dl
Fastimg =100 =100 and <124 =126
J-haomr =140 =140 or <200 =200
Refersiest Calomds Clinesd Chaidelings: Collshesitive. Oestalioss] Dishaisi. Sepleimber, 104
ACO Prindscs Rulletin. Gestilicas] Dubsies. 201
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Imfertility Guidelines

Inferility

1 year of unprotectsd, appropriakely timed intercoarss without conception (ie. SAB counts as
PrEgnancy b
= & months in female 35 or older

Initial
Counseling

¥ ¥YYVYY

Talking poinis:

85 % of healthy couples bacome pregnant in 1 year, 93% in 2 years

Causes of infertlity are vaned and often unexplained even afier completz evaluabion
&% of couples with wnexplained infertility will become pregnant in 3 years.

Male factor is causal im HM% of mertile coupées.  Evaluation cannot proceed withouw
imvolvement of male parmer.

Dhagnostic and meatment srvices for infertility ar limited at Clinica Campesina
Complete evaluation may reguire follew-up with oatside specialists who do ot operate
under Clinica' s discount program

Perform Annual Ex

History

¥Y¥Y¥Y ¥¥Y

Pertinent history:

Daration of probiem

Document menarche, cycle kength and duration

Associsied symploms especially: increased hair, temporal babding, headaches, peripheral
viskon boss, palactormhes, pelivic pain, dyspareunia, dysmenomhea.

Document past pregnancies, including SARs, TABs and ectopics

Document history of chronéc medical illness, infections, surgeries

Exaluate patient understanding of cycle and fEertile window and document peevious timing
of pEvious atiempls i pregnancy .

Confirm patient taking PNV or folic acid.

Pertinent
Positives

Y¥YY¥¥Y¥¥Y

Pertinent positive s should be refemed mmediatety to Gyn:

Conorrhea, chiamydia, PID, other STDs

Endomeriosis diagnosis or symptoms

Acate onset androgen expess

Menopausal symptoms

Surgery on pelvic orpans

Ukerine abnormality

Recument SAB

Medical dingnoses including but not limited wo: DM, HIV, SLE, Antiphospholipid
Antibody syndrome

Physical

YY¥YV¥YV¥Y

Compiz

tie physical with special atention to:

BMI

Skin: acme, hirsutism or evidence of shaving, acanthosis nigricans

Thyroid: Masses, nodules

Hreasts: galactomhea

Abdomen: ohesity, hirsatism, waist circumemenee

Pelvis: clitoral enlarpe ment, vagimal septum, immobility of wenisCervixfovanes,
nodularity in pouch of douglas

Lab Testing

Labs:

¥

¥ v

Pap, chiamydia, ponormrhea. Consider other STD iesting (ecommended by national
puidelines)

Consider Cystic fibrosis screening (recommendzd by national guidelines)

Oither esting 2 determined by ovalatory status, se below,

10VANE

CHC-A
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Determine Ovolatory Statos of Female

History-
¥ Repular, predictable menss g 24-35 days

Initial Treatment — 3 month exercise, weight loss, and lifestyle changes.

History ¥ PMES symploms
¥ Cervical mucus changes — spinnbarkeit of 8-10 cm
¥ If above present B5% patients are ovalating
Testing:
¥ Preferred method - Urinary LH kits:
= Perform daily in aflemoon starting 3-5 days prior io expected LH surge
Confirmatory {ovulation). Pafient o charl cycle day 1, days esed and day of surpe on calendar.
Testing *= May inclode:
- Basal Body Temperatur: (BET)
- Berum progesterone (=155 7 days after expected ocvulation je. Cycle day 21 ina
28 day cycle
PC0S is a clinical dizpnosis of exclosion when androgen excess and ofigo-anovalation present
¥ i diagnosed, screen patient with 2 hoar OOTT and lipids
¥ Many PCOS patients meet crileria for Syndrome X
¥ Counsel patient that in addifion to mertility concem her lifetime risk for diabetes and
PCOS canfiac problems is increased considerably .
*
b

Advise patient that initisl poal is loss of 104% of body weight as this often can be enough
for retum io normal cvalation.

¥ Recommend permanent changes to prevent or delay the onset of future illness.
If shove fails — efer to OYN for ovalation induction

Perform History and Physical

History ¥ Testcular injury, radiation, surgery or chemotherapy
¥ Pastevidence of fertility includes children, miscamiapes or abortions
¥  Ewalwale for hypospadias, cryptorchidism, varcoceles
. ¥ Semen analysis - if abnormal confirm with additional esting 2 weeks later ST Esting
Physical MNormal physical ex am and s men analysis shoukd be documented prior o eiemal of the coaple o
OYN.
Refemal for Urology indicated for:
Urology ¥ Abnormality on physical exam
¥ Persisient abnormality on 2 semen analyses
¥ 1" day of period, duration of menses and any spotting
¥ Intercourse
Chart Cycles * PMS symploms
Faithfully ¥ {(wulation signs
¥ LH kit days (start 3-5 days prior o expecied surge)
¥ LH surge day (day kit positive)
¥ Epinnbarkeit of 8 10 cm when smetched is sign of fertile window and is the most
Be Awse of hospitabie 10 sperm passage through the cervix
e i ¥ Basal Body temperature — equires digital thermome ter, first am check
Orvvulation Signs R,
¥ Urinary LH kils — pm checks betier
- ¥ Al beast every other day the week before ovalation is expecied
e » Day that LH kit tums positive
Have Iniercourse » If doing pm LH checks, day afier as well
¥ (uaifenesin - taken the week of ovulation in women without good spinnbarkeit can belp to
Other Unproven thin cervical mocus
bt Cheap Tricks ¥ Using a diaphrapm or Insiead softcup afier inercourse for 12 hours can belp to maximize

chances of sperm entering uterus

1} ACDG Practice Bulletin #34. Management of Infestility Caused by Ovalatory Dysfunction. February 2002
2} Kovacs, P. Infertlity: Evaluation and Treatment Medscape Continning Medical Education. Jarmary 5, 2006

1aME
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Management of Postdates Pregnancy

Postdates Pregnancy EGA 15 =40 weeks
Dost T By EGA =42 weeks; acourate determmination of EA 15 essenfial in reducmg
ost Lemm Fregnancy the false diagmosis of post term pregnancy.
- - | Weekly vists wath any provider.
%EEEEEJ mntil 40 4/7 weeks Mlembranes can be sinpped 1n the absence of 2 contzmdicabion (e g

placenta previa) after 39 weeaks of gestation.

Starting at 40 5/7 weaks
EGA

Vizits to be supervised by phosician or CHEL

EGA between 40 5/7 and 42
weeks

First H5T to be scheduled and repeated twice weekly unfil delrrery:
¥ Physician or CHM fo cosign all N5Ts done at Climeea.
Exarmme the cernx and consider induction at each of these visits if the

oervx 1s favorable (Bishop score = 6).

AFI

AFT to be scheduled at EGA of 40 5/7 to 41 weeks and repeated at least
weekly unhl delivery.
Should be evalnated for vanable decelerations on NST at any gestation

Pafient Education

Patient to be mformed that current methods of fetal swrvellance are of
unproven benefit m reducing or preventing maternal or neonatal morbadity
or mortality.
Patient azked to contact chme or go to Labor & Delivery for

¥ Decreased fetal movement

¥ Leakage of clear fhnd or blood

¥ Regular contractions.

Dieliver if the fatal testing 15 non-reassunng nrespective of the conditon of

After 40 weaks the ;
CRrVIE.
CHfer mduction if cervix 15 favorable (Bishop score = 6). Expectant
At 41 weeks management 1f cervix 15 unfavorable unhl 42 weeks. Induchion date should
usually be scheduled by 42 and 07 weeks.
e e Contact provider scheduled to be on call for OB the day of the induction
scheduled:
Factor 0 1 2 3
Cerncal dilahion {cm) Closad 1-2 34 5+
Cervical effacement (%) 0-30 40-50 &60-70 B0+
Fetal station -3 -2 -1 +]_+2
Cenical consistency Fim Medium Soft -
Cernncal posihon Postenor hhd Antenor -

_—)

Feferences:

ACOG Practice Bulletin: CLINICAL MANAGEMENT GUIDELIMES FOF. OBSTETRICIAN—

GYNECOLOGISTS NUMBEER. 55, SEPTEMBER. 2004

CL11A-10TFD
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Clinical Criteria to Permit Offer of Attempt at Vaginal Birth After Cesarean (VBAC):

Indications that a trial of labor is permissible:

1.) The prior operative report(s) is(are) available and indicate no more than two lower uterine segment cesarean sections (Kerr incision
in Mexico) OR

2.) The operative report(s) is(are) not available. However, the following criteria per patient report were met;
a.) Full term infant(s)

i. 36+ weeks or 9th month gestation(s)
ii. Weight(s) greater than 5 Ibs. (2275 g)
b.) No more than two cesarean sections performed the following reasons:
i. Failure to progress
ii. Relative Cephalo-Pelvic Disproportion (CPD)
iii. Breech Presentation
iv. Non-reassuring Fetal Heart Tracing
v. Macrosomia with or without trial of labor unless diabetic
c.) Or successful VBAC after most recent cesarean

AND
3.) Patient has been informed of risk and benefits and consents to a trial of labor.
4.) The patient has been informed they will need to deliver at SAN and that the Obstetrician on call at the time she presents will make
the decision about whether she can have a TOLAC.
Indications that a repeat cesarean section is likely necessary:
1.) There have been more than two cesarean sections without successful full term VBAC.
2.) The operative report(s) is(are) available and indicate a prior classical incision, low vertical incision with extension into the active
segment, or T-shaped uterine incision.
3.) There was a prior contraindicating non-obstetrical uterine surgery, such as a myomectomy or metroplasty in which a full thickness
incision of the uterus was made.
4.) The operative report(s) is(are) not available and per patient report the indication for any cesarean section was likely one of the
following:
a.) Pre-term infant
i. Less than 36 weeks gestation
ii. Weight less than 5 Ibs. (2275Q)
b.) Placenta Previa or Vasa Previa
c.) Placental Abruption
d.) Cord Prolapse
e.) Emergent Fetal Distress
f.) Absolute Cephalo-Pelvic Disproportion (i.e. congenitally abnormal pelvis)
g.) Oblique or Transverse Fetal Lie
h.) Multiple Gestation
5.) Prior cesarean section was for macrosomia or CPD after Clinically adequate trial of labor, (2-4 hrs arrested labor at greater than
4cm dilation despite oxytocin augmentation with documented adequate contractions), and current gestation estimated to be as big
as or larger than prior gestation.
6.) Current gestation with Macrosomia if estimated fetal weight greater than 10 Ibs. (4500g) in non-diabetic or 8 Ibs. 12 oz. (4000g) in
diabetic.
7.) Patient refuses a trial of labor and desires a repeat cesarean section.

Having referred any question to an obstetrician, in my best Clinical judgement, I conclude that:
This patient may attempt a VBAC.
This patient is for a repeat cesarean section.

Clinician Name:

Clinician Signature:
Date:
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Screen shots of our customized prenatal templates designed to accommodate planned care data collection
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OB education already given is highlighted in pink. May be repeated any time.

OB Education
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Formal and ongoing OB Risk assessment
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Item 3: Third Clinically important condition

ADHD Registry, Workflow, and Guidelines:

[} 1

ADHD Registry
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ADHD Registry Workflow
Aim: To provide quality evidence-based care to our patients who have ADHD.
Aim: To maintain a comprehensive and accurate registry of our patients with ADHD in order to perform appropriate and timely care.

% of pts with % of pts prescribed o
| ) ) ) ds % of pts started meds
: management plan % of pts with 2 f/u | % of pts with 25% % of pts with 25% me
ADHD Registry . o S S
Measures/Goals: % of pts with 4 visits within 9 mos reduction in reduction in _
" | assessment scores (2 of initial visit performance score symptom score % of pts with med | % of pts stayed on meds for
f/lu within 30 days 7 mos
parent, 2 teacher)
Actions
Operations Print off ADHD by Rendering Provider registry and workflow the third Tuesday of every month and give to the Provider.
* Review registry monthly for any patients for which there are concerns and patients who are MOGE.
* Notate on registry who needs a visit and who needs a teacher questionnaire to be obtained by fax.
* Determine care plan for adult patients with ADHD and transfer to high risk mental health database if appropriate.
* Behavioral Health Referral as appropriate.
* Give registry to CM for follow-up once registry review is complete. CM will give to FD once completed.
* Review the flowsheet every visit and enter any new data.
Risk Level Initial Evaluation Teacher Assessment Follow-up Visit
Provider High risk--no follow-up within 1 month If no initial eval, confirm If no teacher eval in last 3 months, Ensure follow up every
after initial eval OR no follow-up in > 3 that this patient belongs in ~ have CM or FD fax follow-up teacher  three month unless care
mos after last follow up visit); Medium the registry. If patient Vanderbilt scale to school (may need individualized. Notate
risk= performance score >= 4, Low risk =  belongs in registry, have to get school info from parent if not  individualized care plans on
performance score <=4, be sure has Front Desk schedule initial  in registry). If never any teacher eval,  registry.
follow up task at least 3 mos after last eval appointment with fax initial teacher Vanderbilt scale.
appt. Adult patients with ADHD diagnosis  ADHD Provider Champion
should be highlighted for BHP review. at the site.

* CM will schedule patients who are in an ADHD group (visit indicated by Provider on registry) and do reminder calls for group visits.
* CM will communicate with school as needed for patients.

* Conduct ADHD groups with provider as scheduled.

* Confirm agenda of group with provider prior to group.

* Determine patient status of parents participating in group.

* CM to give registry to FD when finished to schedule individual patients

Note: Email Barb Rayburn for any patients identified as MOGE or who the Provider indicated does not have ADHD.

Case Manager

Schedule individual ADHD appointment with PCP for list of patients determined by the Provider (patients not in Group Visits). Confirms appt for
Front Desk both group and individual appts. Gives parent Follow-up Questionnaire to complete while in waiting room UNLESS first visit, in which case Initial
Assessment questionnaire should be used. Faxes teacher follow-up questionnaires as indicated by provider.

* May need to provide family therapy after consultation with provider.
* Review adult patients with ADHD diagnosis with Provider.

BHP * Assist referrals to mental health center if further eval needed.

* Consult with team on ADHD group curriculum.

Review the flowsheet every visit and enter any new data (Vanderbilts, review medications). Responsible for patients on registry who are in for

LA visit today. Collect Vanderbilts from patients for review by provider prior to office visit.
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ADHD Evaluation, Dx and Mgmt Using NextGen
Xxxx, MD
Thursday, April 09, 2009

Caring for families of children with ADD/ADHD— It’s OK to refer internally to them. A couple providers per site should be able to handle all
your ADHD kids.

1. What’s required for Dx?
a. meeting the DSM-4 criteria; ADHD is excluded if developmental delay is present, Dx would be “hyperkinesis with developmental
delay”
b. Impairment in performance at least 2 domains: work, school and home
2. Evaluation
a. Hxin the office
i. PMH: prematurity, trauma
ii. Family: being hyper, trouble in school (*is your child like anyone in your family?”)
iii. substance abuse (stimulants)
iv. ROS: some assessment for cardiac abnormalities (Cardiac screen attached)
b. Reports from parents and teachers: use the Vanderbilt forms (available on the Template)
i. Data entry could be done by an MA or an OT—does not need (keenan says “should not™) be a provider task
ii. “diagnostic assessment date” field must be filled
iii. scales from teachers
1. twice a year (initial and post-Rx), more if med changes
2. an introductory form letter to teachers whose opinions are being solicited is a good idea, available via the template
3. discrepant results from multiple teachers (eg in middle or high school) teachers: mention in HPI or in the Comments
area of the flowsheet, trying to note if there’s someone who represents a consensus view or is particularly discordant
with the majority
4. phone calls are needed in a minority
c. Exam
i. brief
ii. “soft” neuro signs: clumsy rapid alternating movement or “mirroring” (using both hands) when asked to do unilateral thumb to
finger
d. ECG?: not needed if ROS and Fam Hx unremarkable
3. What’s required for Mgmt?
a. ldentify a site champion or two: “I do a lot from home”
b. Parent involvement is essential
c. Engagement with school staff (e.g., an interpreter for non-English parents)
d. Visits: 2-3 needed for the initial evaluation and mgmt
i. #1: brief exam and hx; get the info that permits the forms; sign HIPAA form
ii. #2: when results back to discuss the results and talk about treatment options
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iii. #3:in ~1 week to make decision re: Rx options (child does not need to be present)
iv. #4:in 2 wks if meds started
e. Visits: maintenance/continuation
i. Q3 mos
ii. discuss DC meds over the summer for those kids who are not developmentally delayed or appear to be autism spectrum
disorder
iii. August is the time to touch base again with family prior to the start of school
f. The template: it needs revision, but it works
I. School # is fine; “School Contact” should be the school fax number
ii. select GV if indicated
iii. Colored “?” will give you guidance
g. GV
I. separate registry for group patients for use by CM
ii. parents/guardians meet with BHP and provider
iii.  kids with CM, provider does exam and review of meds/progress
h. Meds: “active” means already prescribed and taking
i. takes 10-14 dys to titrate up to therapeutic dose
ii. 2" Vanderbilt after 2 wks @ target dose, if it is tolerated
i. Behavioral: goal setting
i. less TV, more physical activity
4, Flow
a. forms need to go to parents when they arrive and before they start waiting
b. forms need to go to school with the return fax number on it

Improving Attention-Deficit/Hyperactivity Disorder Treatment Outcomes Through Use of a Collaborative Consultation Treatment Service

by Community-Based Pediatricians: A Cluster Randomized Trial

Jeffery N. Epstein, PhD; David Rabiner, PhD; Diane E. Johnson, PhD; David P. FitzGerald, PhD;Allan Chrisman, MD; Alaattin Erkanli, PhD; Kevin K. Sullivan, BS; John S.
March, MD; Peter Margolis, MD, PhD; Edward C. Norton, PhD; C. Keith Conners, PhD ARCH PEDIATR ADOLESC MED/VOL 161 (NO. 9), SEP 2007
WWW.ARCHPEDIATRICS.COM

A Process for Developing Community Consensus Regarding the Diagnosis and Management of Attention-Deficit/Hyperactivity Disorder
Pediatrics 2005;115;e97-e104 Jane Meschan Foy and Marian F. Earls

Screen shots of our customized diabetes template designed to accommodate planned care data collection.
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Support text box: Three of the conditions that we have chosen to manage as populations are patients with diabetes, prenatal care and
children with ADHD. Other examples of focus not listed here include patients with depression, chronic pain, patients on anticoagulation
therapy, RSV prophylaxis, and neonates with hyperbilirubinemia.
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