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Preface

This manual is intended to serve as a reference tool for clinicians practicing medicine in the jails and
prisons served by Wexford Health Sources, Inc. (Wexford Health). The manual contains clinical pathways,
treatment protocols, and algorithms designed to promote a standard level of quality and care at Wexford
Health sites. The goal of each clinical pathway is to assist the clinician in reaching the best possible
outcome for each patient, while reducing opportunities for errors or inefficiencies. Wexford Health’s
clinicians should incorporate the tools in this manual into daily practice.

The manual has been developed, and is maintained, by the Medical Advisory Committee of Wexford
Health. This committee is composed of clinical and administrative peers charged with developing
consensus on clinical issues utilizing the most recent professional standards, evidence-based studies,
and accepted practices.

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all
patients. The specific strategies and pathways presented in this manual provide a clinical management
approach, but their application is a decision made by the practitioner accounting for individual
circumstances.

Medical management and information is continually changing as better treatments, testing, or approaches
are learned. Consequently, some items in this manual may become obsolete and, as a result, this manual
will continually evolve. Clinicians practicing at Wexford Health sites are encouraged to assist in
keeping this manual updated and useful by presenting new information, sharing successful clinical
approaches, and informing of adverse or suboptimal outcomes.

As always, Wexford Health encourages its practitioners to utilize all accepted resources in providing care,
as well as the leadership and advisement of its varied staff of medical directors and administrators. The
“Quest for Excellence” is never complete.

If there are any conflicts between these guidelines and client-specific guidelines, administrative directives
or institutional directives, then the respective client-specific guidelines, administrative directives or
institutional directives language is controlling to resolve such conflict. In cases where state and local laws
differ from these guidelines, Wexford Health will comply with the applicable local or state law.

Revised: 8/26/2015

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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Medical Advisory Committee: Mission Statement and Guidelines

The Medical Advisory Committee (MAC) is composed of health care clinicians and administrative
professionals appointed by the Corporate Medical Director (CMD) to guide medical and behavioral health
practices resulting in the best outcomes for individuals and agencies served by Wexford Health.

MISSION STATEMENT

It is the mission of the MAC to develop consensus on clinical issues utilizing the most recent
professional standards, evidence-based studies, and accepted practices.

PHILOSOPHICAL APPROACH

The MAC will actively advise and provide a diversity of perspectives to the CMD and corporate office
on matters relating to the effective and appropriate provision of medical and behavioral health care
to incarcerated persons.

The MAC will guide clinical services to reflect “best practices” and standards in correctional
medicine. Positions will be developed with reference to professional medical and correctional
standards, medical and correctional ethics, evidenced-based medicine, community standards of
care, and the clinical and field experience of committee experts. Mechanisms of guideline
development and practice include the development and implementation of treatment protocols,
algorithms and guidelines, and continuous quality improvement. Consistent with NCCHC Standard
P-A-03, clinical decisions and actions regarding health care provided to patients to meet their
serious medical needs are the sole responsibility of qualified health professionals.

MAC protocols, guidelines, and algorithms do not replace sound clinical judgment and may not
need to be strictly applied to every patient.

GOALS

A. To advise and develop treatment tools for practitioners that will result in the best possible
outcome for each patient.

B. To promote practices that will reduce medical errors and encourage a uniform quality of care.

C. To determine the most effective and efficient practices in approaching clinical and treatment
challenges.

D. To guide practices which reduce medical risks.

E. To develop and promote practices that increase continuity of care.

F. To alert clinical and administrative staff of changes and updates in clinical knowledge,
practices, technology, trends, and emerging concerns.

G.  To provide clinical and ethical advice for specific or complex patient cases.

H. To review patient cases where a difference of opinion exists between the site provider and the

Regional Medical Director and/or UM Medical Director. Qualified outside physicians may be
consulted for independent review when differences of opinion continue to exist between the
various members of the Medical Advisory Committee.

L. To participate in quality assurance activities.
MEMBERS

A. Members will be appointed by the Wexford Health CMD.
B. The Wexford Health CMD shall serve as the Chair of the Committee.

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline
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C. The size of the MAC will be determined by the CMD, and shall include at least one
representative from each major Wexford Health region.

D. Wexford Health clinical practitioners will constitute a majority of members at all times, but
the MAC will include Wexford Health administrative staff and reflect professionals from a
variety of disciplines.

Members will serve for a term of two years and may be reappointed.
F. Candidates may be nominated by a member of the Committee and approved by the CMD.
V. MEETINGS

A. Frequency: Meetings will be conducted monthly at the discretion of the Chair.

B. Agenda: The agenda will be developed by the Chair and/or designee with the assistance of the
Vice President of Medical Services. Any member wishing to include an item on the agenda
should present the agenda item to the Chair for approval and inclusion.

The agenda will be developed by an individual designated by the Chair and/or designee and
distributed to the members at least one week prior to the next meeting.

C. Minutes: Minutes from the meeting will be completed by an individual designated by the Chair

and will be distributed to the members one week prior to the next meeting. The MAC will
review and approve the minutes.

V. MEMBERSHIP EXPECTATIONS

A.

B.

o

MAC members are expected to review the agenda and be prepared to offer suggested revisions
prior to the meeting.

All members are expected to actively participate and offer comments related to their expertise.
All members are expected to be present and timely.

All members will notify the Medical Director or designee if the member will not be in
attendance. If there are more than two unexcused absences by a member, the member may
be discharged from the MAC by the Chair.

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline
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M-003A: Pregnancy and Opioid Use

References: ACOG, ASAM, SAMSHA, ACA: 5-ACI-6A-41, 5-ACI-5E-11, 5-ACI-6A-10; NCCHC: P-F-05, MH-G-07,
J-F-05

l. GUIDELINE

For the management of opioid use in pregnant patients Wexford Health’s guidance is based on the
guidelines set forth by SAMSHA, American Society of Addiction Medicine (ASAM) and The American
College of Obstetricians and Gynecologists (ACOG).

Pregnant patients with opioid use disorder should not undergo withdrawal from opioids.

Medication Assisted Treatment (MAT) is the standard of care for pregnant women with opioid use
disorder and will be provided for the duration of the pregnancy.

Coordination of care between with the OB/GYN and onsite medical/behavioral health is important
for pregnant women with opioid use disorder.

Decisions on MAT during the postpartum period will be based on client guidance and guideline.

Il. BACKGROUND INFORMATION

The National Institute on Drug Abuse (NIDA) defines addiction as a chronic disease that can be
managed and treated successfully. Like other chronic disease processes (e.g. diabetes,
hypertension), the successful treatment of substance use disorders depends on social support,
patients-provider rapport, as well as treatment availability.

Approximately 40-60% of patients relapse and resume illicit drug use in the first year after discharge
from substance abuse treatment programs, which is similar to a 60% relapse rate for adults
undergoing treatment for hypertension or asthma.

Barriers to treatment in pregnancy created by misguided guideline approaches result from a
fundamental misunderstanding of the chronicity of addiction and the need to provide ongoing
treatment for addiction disorders with both medical and psychosocial interventions.

Opioid use disorder (OUD) may involve illicit or prescription medications, as well as heroin,
methadone, buprenorphine diverted or misused prescription opioids, or other morphine-like drugs.
Opioid addiction is a chronic, relapsing disease.

Acute opioid withdrawal is physiologically stressful, characterized by profound activation of the
sympathetic nervous system with hypertension, tachycardia, and gastrointestinal symptoms. MAT
during pregnancy improves prenatal care, reduces illicit drug use, and minimizes the risk of fetal
in utero withdrawal.

Opioid use in pregnancy has escalated dramatically in recent years, paralleling the epidemic
observed in the general population. The number of women with opioid use disorder in labor and
delivery has recently more than quadrupled.

Opioid use during pregnancy is associated with substantial maternal, fetal, and neonatal risks.
These risks are related to repeated opioid exposure (e.g., risk of overdose) as well as factors
associated with opioid use (e.g., smoking, poor nutrition, needle sharing, unstable lifestyle).

Opioid exposure during pregnancy has been linked to negative health effects for both mothers and
their babies. These include maternal death and poor fetal growth, preterm birth, stillbirth, possible
specific birth defects, and neonatal abstinence syndrome. The effects of prenatal opioid exposure
on these children over time are largely unknown. However, using prescribed opioids for treatment
of opioid use disorder during pregnancy may be necessary and outweigh the risks of these potential
negative health outcomes.

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline

Rev. 1/5/2023 The Wexford Companies. PROPRIETARY and CONFIDENTIAL WEXFORD MILLER 000659 11


https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pregnancy-relatedmortality.htm
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pretermbirth.htm
https://www.cdc.gov/ncbddd/stillbirth/index.html
http://www.cdc.gov/birthdefects

o Medical Guidelines
WH(!’BII Region: New Mexico

Opiate use or misuse may include heroin, codeine, morphine, OxyContin, Tylenol #3,
hydromorphone, buprenorphine (Suboxone or Subutex), Tramadol, Fentanyl, etc. regardless of the
route of transmission.

lll.  INTERVENTION

Medication Assisted Treatment (MAT) is defined as the use of FDA-approved medications, in
combination with counseling, and behavioral interventions to provide individualized whole patient
approach to treat opioid use disorders. This treatment combination can lead to more favorable
outcomes.

Medication Assisted Treatment (pharmacotherapy) of opioid use disorder (OUD) is recommended for
pregnant women with OUD and should be accompanied by close supportive clinical follow-up. The
goal is to prevent obstetric and neonatal complications associated with OUD as well as detox,
facilitate prenatal care, and help women avoid the myriad risks from the unstable lifestyle
associated with the drug culture (e.g., drug-related criminal activity, homelessness, domestic
violence, and infectious diseases).

The Substance Abuse and Mental Health Services Administration (SAMHSA) the American Society
of Addiction Medicine (ASAM) and the American College of Obstetricians and Gynecologists. (ACOG)
recommend MAT with either methadone or buprenorphine (without naltrexone which is Subutex)
for pregnant women with opioid use disorder.

IV.  MEDICATIONS USED FOR MAT

A. Buprenorphine - Subutex vs. Suboxone
1. Buprenorphine belongs to a class of drugs called partial opioid agonist.
2. The primary difference between Suboxone and Subutex is that Suboxone also contains
a substance called “naloxone” while Subutex does not:
a. Subutex contains a single active ingredient: buprenorphine.
b. Suboxone contains two active ingredients: buprenorphine and naloxone.

B. Methadone
1. Methadone is a long-acting full opioid agonist.

2. Understanding the signs and symptoms of intoxication verses withdrawal is imperative
when providing MAT intervention. If a patient is currently “intoxicated,” adding
medication could, in fact, cause an overdose. Clinical judgment is crucial during this
process since methadone is a Schedule II controlled medication.

C. Methadone or Buprenorphine

1. While methadone has been the standard choice for pharmacotherapy of OUD during
pregnancy since the 1970s, buprenorphine is increasingly used because neonatal
withdrawal (also known as neonatal abstinence syndrome) appears to be less severe
when the mother is treated with buprenorphine as opposed to methadone.

2. When determining the appropriate course of treatment, multiple factors must be
evaluated including medication availability, during and after incarceration.

D. Pregnant individuals already established on MAT (methadone or buprenorphine) should
continue the established medication.

1. Switching/ changing from methadone to buprenorphine or from buprenorphine to
methadone is not recommended and may lead to withdrawal.

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline
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V.

VI.

Recognizing Signs and Symptoms of Opioid Intoxication and Withdrawal

The table below lists signs and symptoms of opioid intoxication and withdrawal.

Opioid Intoxication Opioid Withdrawal
Signs Signs
o Bradycardia (slow pulse) e Tachycardia (fast pulse)
e Hypotension (low blood pressure) e Hypertension (high blood pressure)
e Hypothermia (low body temperature) e Hyperthermia (high body temperature)
e Sedation e Insomnia
e Miosis (pinpoint pupils) e Mydriasis (enlarged pupils)
e Hypokinesis (slowed movement) o Hyperreflexia (abnormally heightened reflexes)
e Slurred speech ¢ Diaphoresis (sweating)
e Head nodding e Piloerection (gooseflesh)

e Increased respiratory rate

e Lacrimation (tearing), yawning

¢ Rhinorrhea (runny nose)

e Muscle spasms

Symptoms Symptoms
e Euphoria e  Abdominal cramps, nausea, vomiting, diarrhea
¢ Analgesia (pain-killing effects) e Bone and muscle pain
e Calmness e Anxiety

Source: Consensus Panelist Charles Dackis, M.D.

MAT OF INCARCERATED PREGNANT PATIENTS - GENERAL GUIDANCE

G.

DO NOT STOP OPIOIDS IN PREGNANT PATIENTS.

Contact the clinician as soon as possible for any pregnant patients suspected of being severely
intoxicated.

For MAT, the patient should have clinical evidence of opioid dependency as well as a positive
pregnancy test.

Screening will be provided by staff upon discovery of opioid use to determine frequency and
severity of use. (See attached M-003A.01 Opioid Use Screening form.)

Record amount, route, and duration of habit/use considering the possibility of exaggerated
dosages.

All female patients assessed for opioid use will be tested for pregnancy prior to beginning an
opioid detox protocol. If pregnant, do not detox.

If available, an onsite urine drug test should be performed to confirm opioid use.

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline
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H. A Clinical Opiate Withdrawal Scale (COWS) assessment should be conducted as soon as
possible to track and  monitor the pregnant patient. (See  attached
M-003A.05 Clinical Opiate Withdrawal Scale.)

L. Call the clinician as soon as possible for any patients suspected of having a severe narcotic
withdrawal if determined by either signs/symptoms or through the COWS assessment.

J. Frequency of the COWS is typically directed by a clinician.

1. The recommended frequency for a pregnant patient with a confirmed opioid use disorder
is typically between 4 to 8 hours until stable and the provider requests that COWS is
discontinued.

K. The clinician will be notified as soon as possible to ensure appropriate course of action is

taken to ensure the safety of the mother and her fetus.

1. The provider should review both the Opioid Use Screening form and the COWS to
determine the course of action needed to determine the time frame to start MAT.

2. The planned course of action will depend on the source of the opioids as described in
later sections.

L. An additional form called DSM-5 Opioid Use Disorder (OUD) Diagnostic Criteria has been
attached to this guideline to provide additional guidance when diagnosing OUD. (See attached
M-003A.04 DSM-5 Opioid Use Disorder (OUD) Diagnostic Criteria.)

VI. PREGNANT PATIENTS ENTERING THE FACILITY ESTABLISHED ON METHADONE THROUGH AN OTP

A. A Release of Information (ROI) should be obtained to discuss protected health information
with the OTP.

B. Confirmation of established methadone dose should be obtained as soon as possible.

C. A pregnant patient should NOT DETOX.

D. A clinician needs to be involved/contacted as soon as possible to ensure detoxing does not
occur.

E. If a pregnant patient arrives at the facility already established on methadone the onsite

provider will BRIDGE the prescription of methadone to ensure no harm comes to the patient
as well as the fetus.

1. The DEA has clearly stated BRIDGING methadone in a PREGNANT INNMATE-PATIENT
is considered a MEDICAL intervention for the safety of the fetus, NOT an opioid
treatment intervention. Therefore, any clinician with a DEA license can BRIDGE
methadone.

a. In bridging methadone, the primary purpose is not to provide drug treatment;
rather, it is to provide medical intervention to the fetus and to ensure no harm
comes to the fetus and mother until the patient can be taken to an opioid
treatment program OR services are continued by the current OTP provider.

b. “Bridging” methadone is considered the period 72 hours following the first dose
administered.
c. Contacting the patient’s current methadone provider and/or referring the patient

to the methadone clinic that manages your site's methadone patients must
certainly be a priority to ensure continuity of care within the time frame
expected. This can be accomplished by the following steps:

i Contact the patient’s current OTP provider and have them provide an order
(prescription) to your site to continue methadone. The 72-hour clock stops
when the methadone order from the OTP is received.

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline
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F.
G.

ii. Contact your site's OTP and set up the next available appointment for the
patient to be enrolled in their OTP (if the patient’s current OTP is outside
the geographic boundaries of your site).

d. Linking the patient to an OTP provider that can continue their current
methadone prescription will ensure that they receive needed treatment while
incarcerated.

2. The site’s contracted pharmacy will supply the methadone once the site’s DEA licensed

provider has written the patient-specific order.
a. The bridged order MUST include the verbiage “PREGNANT FEMALE.”

3. The site clinician should continue the current dose the pregnant patient is established
on UNLESS detox symptomatology becomes present.

a. In this event the OTP clinician should be contacted for additional guidance.
Coordination with an OTP must be established for ongoing treatment of the pregnant patient.

Transportation must be arranged for a pregnant patient for transport to the OTP as
determined by the OTP physician and the onsite medical provider if deemed appropriate.

VIIl. PREGNANT PATIENTS ENTERING THE FACILITY ESTABLISHED ON SUBUTEX THROUGH AN OTP

A.

B.

o

G.

A release of information (ROI) should be obtained to discuss protected health information with
the OTP.

Confirmation of established Subutex dose should be obtained as soon as possible from the
OTP.

1. A copy of the prescription is to be faxed from the current supervising OTP clinician.
A pregnant patient should NOT DETOX.
A clinician needs to be contacted as soon as possible to ensure detoxing does not occur.

If a pregnant patient arrives at the facility already established on Subutex, a provider with a
DEA-X should order the Subutex to ensure no harm comes to the patient as well as the fetus.

1. The new prescriber will typically assume the care of the opioid use disorder while the
patient is pregnant and incarcerated.

2. If there is no available clinician with a DEA-X waiver then the patient will need to
continue care at the OTP.

The site clinician should continue the pregnant patient's current established dose UNLESS
detox symptomatology becomes present.

1. In this event the OTP clinician should be contacted for additional guidance.

Coordination with OB/GYN should be established for ongoing treatment of the pregnant
patient.

IX. PREGNANT PATIENTS ENTERING THE FACILITY ON PRESCRIBED OPIOIDS

A.

B.
C.

A release of information (ROI) should be obtained to discuss protected health information with
the patient’s clinician.

A pregnant patient should NOT DETOX.

A clinician needs to be contacted as soon as possible to ensure detoxing does not occur.

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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D. If a pregnant patient arrives at the facility already established on ongoing prescribed opioids,
a clinician should order the prescribed opioids to ensure no harm comes to the patient as well
as the fetus.

1. The continuing of opioids does not automatically apply to opioids prescribed for an acute
condition.
E. The site clinician should continue the pregnant patient's current established medication/dose

UNLESS detox symptomatology becomes present.
1. In this event the OB clinician should be contacted for additional guidance.

F. Coordination with OB/GYN should be established for ongoing treatment of the pregnant
patient on opioids.

X.  PREGNANT PATIENTS ENTERING THE FACILITY ON OPIOIDS THAT WERE NOT PRESCRIBED AND
AVAILABILITY OF A PRESCRIBER WITH A DEA-X WAIVER TO PRESCRIBE SUBUTEX

A. Opiate use may include heroin, codeine, morphine, OxyContin, hydromorphone,
buprenorphine (Suboxone or Subutex), Tramadol, Fentanyl, etc. regardless of the route of
transmission.

B. A pregnant patient should NOT DETOX.

o

A clinician needs to be contacted as soon as possible to ensure detoxing does not occur.

D. If a pregnant patient arrives at the facility on opioids that were not prescribed for the patient,
then a designated provider with a DEA-X license should be contacted for consideration of a
Subutex induction protocol.

E. Coordination with OB/GYN should be established for ongoing treatment of the pregnant
patient on opioids.

XI.  SUBUTEX (BUPRENORPHINE WITHOUT NALOXONE) INDUCTION PROTOCOL

A. Because Suboxone (buprenorphine with naloxone) can precipitate withdrawal, pregnant
patients should not typically receive Suboxone.

B. Induction to Subutex typically involves considering the type of opioid - i.e., short-acting
opioids or long-acting opioids — that a patient is using.

C. If a patient is using short-acting opioids, there should be a minimum of 12 to 24 hours
between opioid use and buprenorphine administration, and, as a result, the patient should
exhibit mild to moderate withdrawal symptoms (as assessed by the COWS).

D. Induction can take place in one day or over a week.
1. A typical induction takes place over a three-day to one-week period.
2. The induction period is a time frame where constant monitoring is needed as well as
possible dosage adjustment — to ensure the individual is on an appropriate dose.
3. It is important to ensure that the individual remains stable on that dose.
E.  The following are general recommendations on Subutex induction:
1. Recognizing that each patient is unique the following guidance is meant to be a guidance

not a prescribed plan of care.

2. Providers should consider a patient’s recent drug history when determining a
therapeutic dose.

3. Most patients can stay in outpatient status through induction.

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline

Rev. 1/5/2023 The Wexford Companies. PROPRIETARY and CONFIDENTIAL 16
P WEXFORD MILLER 000664



e Medical Guidelines
WH(EIIII Region: New Mexico

Initial dose may begin with 2 mg or 4 mg of Subutex and monitored for 2 to 4 hours.

If withdrawal symptoms are not relieved, then additional Subutex can be administered,
followed by ongoing monitoring.

6. If withdrawal symptoms persist, manage symptomatically with a suggested maximum
first day dose of Subutex of 8 mg.

7. Patients who require an initial dose greater than 8 mg should be under direct
observation.

8. If a patient is still exhibiting withdrawal on subsequent days, follow the same procedure

with a first dose equal to the total amount administered on the previous day plus 4 mg
until the patient has no withdrawal symptoms since the last dose.

9. Typical recommendations are 8 mg —16 mg per day until withdrawal no longer occurs.
10. The typical dose for most patients is 8 mg —16 mg per day by the end of the first week.

11. Doses greater than 24 mg per day are not believed to offer any clinical advantage in
treatment.

Xill. SUBUTEX MAINTENANCE

A. The dose of Subutex must be adequate to be therapeutic for the individual.

B. Pregnant women may develop symptoms of withdrawal as pregnancy progresses and may
require dose increases in order to maintain the same plasma level.

C. The maternal dose should not generally be reduced during pregnancy to minimize neonatal
abstinence syndrome (NAS).

D. Buprenorphine (Subutex) dose reduction during pregnancy does not improve fetal outcomes
and may increase the risk of recurrent substance use disorder in the mother.

Xlll. PREGNANT PATIENTS ENTERING THE FACILITY ON OPIOIDS THAT WERE NOT PRESCRIBED AND WITHOUT
THE AVAILABILITY OF A PRESCRIBER TO PRESCRIBE SUBUTEX

A. Opiate use may include heroin, codeine, morphine, OxyContin, Tylenol #3, hydromorphone,
buprenorphine (Suboxone or Subutex), Tramadol, Fentanyl, etc. regardless of the route of
transmission. A pregnant patient should NOT DETOX.

B. A clinician needs to be contacted as soon as possible to ensure detoxing does not occur.

C. If a pregnant patient arrives at the facility on opioids that were not prescribed for the patient
the clinician should be contacted for consideration of an OTP.

D. Coordination with the accepting OTP needs to occur ASAP.

E. If the patient starts to exhibit significant withdrawal symptoms prior to being evaluated by
the OTP, then the patient should be sent to the ER for evaluation.

1. The plan of care will follow the ER’s/hospital’s plan of care until follow-up with an OTP
can be arranged.

F. Coordination with OB/GYN should be established for ongoing treatment of the pregnant
patient on opioids.

XIV. PATIENTS ON MAT POSTPARTUM TREATMENT

A. Subutex/Buprenorphrine — Postpartum

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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1. Wexford Health recognizes that each client may have different guidelines or policies
related to MAT in the postpartum period. Wexford Health will work cooperatively with
their client’s policies and guidelines related to this subject.

2. Following birth, most patients will be tapered off the MAT, unless the site has an existing
MAT program for non-pregnant patients.

3. Tapering the patient off the MAT after birth should typically be done at a comfortable
rate and without inducing severe withdrawal symptoms.

a. Tapering a patient off the MAT varies depending on the patient’s current dosage
of Subutex as well as the providers medical determination of the taper schedule.

b. Tapering schedules should consider postpartum pain management for the
individual.

C. Start nursing assessments with the COWS to monitor withdrawal
symptomatology.

i. When Subutex leaves the body, the patient will experience not only physical
but emotional withdrawal.

ii. With the risk of postpartum depression, the possibility of mother-child
separation following birth which could cause depression, as well as the
withdrawal from Subutex inducing depression, it is recommended that the
patient is referred to mental health services if available; if not available,
monitor the patient’s emotional status and follow up as needed.

d. Gradually reduce the dose.

e. Quitting or stopping Subutex abruptly is NOT recommended.

f. Buprenorphrine half-life is 37 hours for a single dose.

g. Create a taper schedule reducing the amount of Subutex given in increments.

h. When monitoring withdrawal symptoms, if symptomatology is too prevalent and

causing extreme discomfort, return to the previous dose for a few days then
decrease again.

B. Methadone — Postpartum

1. Wexford Health recognizes that each client may have different guidelines or policies
related to MAT in the postpartum period. Wexford Health will work cooperatively with
their client’s policies and guidelines related to this subject.

2. Following birth, most patients will be tapered off the MAT, unless the site has an existing
MAT program for non-pregnant patients.

3. Tapering the patient after birth should typically be done at a comfortable rate and
without inducing severe withdrawal symptoms.

a. Tapering a patient varies depending on the patient’s current dosage of methadone
and should be determined by the off-site OTP medical provider (if applicable).

b. Tapering schedules should consider postpartum pain management.

C. Postpartum patients should be monitored for over sedation as therapeutic dosing
requirements may change.

d. Frequent clinical assessments need to occur in monitoring methadone dosing
delivery to ensure over-sedation doesn’t occur.

e. Start nursing assessments with the COWS to monitor withdrawal
symptomatology.

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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i. When methadone leaves the body, the patient will experience not only
physical but emotional withdrawal.

ii. With the risk of postpartum depression, the possibility of mother-child
separation following birth which could cause depression, as well as the
withdrawal from methadone inducing depression, it is recommended that
the patient is referred to mental health services if available, if not available
monitor the patient’s emotional status and follow up as needed.

Quitting or stopping methadone abruptly is NOT recommended.
A gradual reduction in dosing is recommended.
Methadone half-life is 24 to 36 hours for a single dose.

i. This can vary person to person, there are several mitigating factors that can
influence half-life.

Reduce the amount of methadone given in increments as instructed by the OTP
provider.

When monitoring withdrawal symptoms, if symptomatology is too prevalent and
causing extreme discomfort, return to the previous dose for a few days then
decrease again or contact the OTP provider as soon as possible to discuss.

XV. REFUSAL OF MAT - HOW TO MANAGE PREGNANT PATIENTS WITH OUD WHO REFUSE MAT

A.

ALL individuals have a right to refuse treatment, if a pregnant female chooses to exercise
these rights, and refuse medical intervention, the following should occur:

1.

An urgent consultation with the OB/GYN specialist for your facility should occur within
48 hours.

The OB/GYN specialist will determine the appropriate treatment for the pregnant
patient.

This consultation can occur the following ways.

a.

The OB/GYN clinician can be consulted via conference call for a peer-to- peer
review with the onsite provider.

A face-to-face consultation occurs.

If no OB/GYN is available for consultation within 48 hours, the pregnant patient
can be taken to the nearest emergency room to receive clearance as well as a
treatment plan.

Informed consent: the pregnant patient will be informed of ALL risks associated with
detoxification during pregnancy and a refusal of medical treatment form should be
signed and witnessed by staff.

The patient should be supervised throughout the duration of the detoxification process; follow
the OB/GYN clinician’s guidance as well as the following:

1.

2.

Document signs and symptoms with the COWS assessment.

a.

A COWS assessment should generally occur at minimum every 8 hours. The
frequency should be ordered by the onsite clinician.

If symptoms begin, suggesting a miscarriage may be occurring, inform the OB/GYN
clinician and follow their instructions, as well as:

a.

Transport the pregnant patient to the hospital when medically indicated.
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XVI.

3. Communication and monitoring the patient in collaboration with the OB/GYN specialist
is crucial throughout this process.

A referral to behavioral health services and/or a mental health screening should occur. This
will be determined by what is available at your facility, follow your facility's protocol.

1. Individuals withdrawing/detoxing from opioids will exhibit several behaviors and
emotions throughout the detox process as the opiates leave their system.

2. An individual may change their mind during the actual detox process. It is important to
“check with the individual” to ensure they want to continue detoxification without MAT.

If the OB/GYN clinician agrees with managing the patient's detox symptomatology, consider
other options to increase the individual's comfort level throughout the detox process. If the
patient consents, additional support can be provided in the following ways:

1. Mild withdrawal can be treated with acetaminophen (Tylenol), aspirin, or nonsteroidal
anti-inflammatory drugs (NSAIDs) such as ibuprofen.

Plenty of fluids and rest are important.

Medications such as loperamide (Imodium) can help with diarrhea and hydroxyzine
(Vistaril, Atarax) may ease nausea. (Please refer to M-003: Drug Intoxication/ Withdrawal
Guidelines for additional information.)

ATTACHMENTS

Provider Resources

References

M-003A.01 Opioid Use Screening Form

M-003A.02 Consent to Participate in Medication Assisted Treatment (MAT)
M-003A.03 Refusal to Participate in Medication Assisted Treatment (MAT)
M-003A.04 DSM-5 Opioid Use Disorder (OUD) Diagnostic Criteria
M-003A.05 Clinical Opioid Withdrawal Scale (COWS)
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Provider Resources

Wexford Health supports all providers seeking additional experience as well as obtaining their waiver to
provide treatment with Buprenorphine. The following is a list of resources available to providers.

Substance Abuse Mental Health Services Administration (SAMHSA)

The Substance Abuse and Mental Health Services Administration (SAMHSA) (https://www.samhsa.gov)
is the agency within the U.S. Department of Health and Human Services (HHS) that leads public health
efforts to advance the behavioral health of the nation and to improve the lives of individuals living with
mental and substance use disorders, and their families.

Provider Clinical Support System (PCSS)

The Provider Clinical Support System (PCSS) (https://pcssnow.org/medication-assisted-treatment/) is a
program funded by the Substance Abuse and Mental Health Services Administration (SAMHSA) created
in response to the opioid overdose epidemic to train primary care providers in the evidence-based
prevention and treatment of opioid use disorders (OUD) and treatment of chronic pain.

The project is geared toward primary care providers who wish to treat OUD. PCSS is made up of a
coalition, led by American Academy of Addiction Psychiatry (AAAP), of major healthcare organizations all
dedicated to addressing this healthcare crisis. Through a variety of trainings and a clinical mentoring
program, PCSS’s mission is to increase healthcare providers’ knowledge and skills in the prevention,
identification, and treatment of substance use disorders with a focus on opioid use disorders.

American Society of Addiction Medicine (ASAM)

The American Society of Addiction Medicine (ASAM) (https://www.asam.org/asam-home-page) founded
in 1954, is a professional medical society representing over 6,000 physicians, clinicians and associated
professionals in the field of addiction medicine. ASAM is dedicated to increasing access and improving
the quality of addiction treatment, educating physicians and the public, supporting research and
prevention, and promoting the appropriate role of physicians in the care of patients with addiction.

National Institute on Drug Abuse (NIDA)

The mission of the National Institute on Drug Abuse (NIDA) (https://www.drugabuse.gov/) is to advance
science on the causes and consequences of drug use and addiction and to apply that knowledge to improve
individual and public health. This involves:

e Strategically supporting and conducting basic and clinical research on drug use (including
nicotine), its consequences, and the underlying neurobiological, behavioral, and social
mechanisms involved.

e Ensuring the effective translation, implementation, and dissemination of scientific research
findings to improve the prevention and treatment of substance use disorders and enhance public
awareness of addiction as a brain disorder.

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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M-003A.01 Opioid Use Screening Form (SAMPLE)
Opioid Use Screening

Patient Name: Date:
QUESTION YES NO
1 | Do you use opioids for larger amounts or over a longer period of time than intended?
2 | Have you tried to cut down or control your opioid use?
3 | Are you taking a lot of time finding opioids, using opioids, or recovering from opioids?
4 | Do you have cravings or a strong desire to use opioids?
5 | Have opioids interfered with your roles at work, school, or home?
6 | Have you continued to use opioids despite people telling you that you need help?
7 | Have you given up social, occupational or recreational activities due to opioids?
8 | Have you continued to use opioids in situations where it is physically hazardous?
9 | Do you continue using opioids despite knowing it is hurting you physically and mentally?
10 | Have you noticed you needing more opioids to get the desired effect you want?
11 | Have you gotten ill when trying to quit opioids or do you keep using to avoid withdrawal symptoms?
12 | How many times have you been in treatment for opioid addiction?
13 | Are you currently in an opioid treatment program?
If Yes to 13 — Which one?
14 | Are you currently on methadone under the supervision of a provider?
15 | Are you currently on buprenorphine under the supervision of a provider?

This section is to be completed by staff.

Contact information of opioid treatment program:

Was contact made with OTP?

Was methadone/or buprenorphine RX confirmation received from OTP?

Signature: Title:

Date:

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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M-003A.02 Consent to Participate in Medication Assisted Treatment (MAT) (SAMPLE)

Consent to Participate in Medication Assisted Treatment (MAT)

[ ] Methadone [] Buprenorphine Treatment
[ ] Pregnant [] Not Pregnant
Patient’s Name: ID:

| authorize and give voluntary consent to Wexford Health Sources Inc. to dispense and administer Medication Assisted Treatment
medications—including methadone or buprenorphine—to treat my opioid use disorder. Treatment procedures have been
explained to me, and | understand that | should take my medication at the scheduled time determined by the program physician,
or his/her designee, in accordance with federal and state regulations.

| understand that, like all other medications, methadone or buprenorphine can be harmful if not taken as prescribed. It has been
explained to me that | must follow the medication protocol of the program and safeguard these medications and not attempt to
“cheek” them nor share with anyone because they can be fatal to children and adults if taken without medical supervision. | also
understand that methadone and buprenorphine produce physical opioid dependence. Like all medications, they may have side
effects. Possible side effects, as well as alternative treatments and their risks and benefits, have been explained to me.

| understand that it is important for me to inform any medical provider who may treat me that | am currently in MAT. In this way,
the provider will be aware of all the medications | am taking, can provide the best possible care, and can avoid prescribing
medications that might affect my treatment as well as my fetus.

| understand that | may withdraw voluntarily from this treatment program and discontinue the use of these medications at any
time. If I choose this option, | understand | will be offered medically supervised withdrawal as well as a need to sign a refusal of
treatment, and this may affect my unborn fetus and could possibly cause a miscarriage.

| understand that pregnant women treated with methadone or sublingual buprenorphine (SUBUTEX) have better outcomes than
pregnant women not in treatment who continue to use opioid drugs. Newborns of mothers who are receiving methadone or
buprenorphine treatment may have opioid withdrawal symptoms (i.e., neonatal abstinence syndrome). The delivery hospital may
require babies who are exposed to opioids before birth to spend a number of days in the hospital for monitoring of withdrawal
symptoms. Some babies may also need medication to stop withdrawal.

If I am or become pregnant, | understand that | should tell the medical staff right away so that | can receive or be referred to
prenatal care. | understand that there are ways to maximize the healthy course of my pregnancy while | am taking methadone or
buprenorphine.

Patient Name (Print):

Patient Signature: Date:

Page 1 of 2
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M-003A.02 Consent to Participate in Medication Assisted Treatment (MAT) (SAMPLE)

Treatment Agreement

| agree to accept the following treatment contract for buprenorphine office-based opioid addiction treatment:

The risks and benefits of buprenorphine treatment have been explained to me.

The risks and benefits of other treatment for opioid use disorder (including methadone, naltrexone, and nonmedication
treatments) have been explained to me.

3. I will keep following my medication schedule that has been explained to me by the medical staff.

4. | will show up to medication time (as indicated by the facility) to receive my dosing on time as prescribed by the provider, and
| understand if | no-show to the medication time that | could possibly begin “withdrawal” which could be harmful to my baby.

Medication times:
6. I will take the medication exactly as my healthcare provider prescribes. If | want to change my medication dose,
| will speak with my healthcare provider first.

7. Taking the medication by snorting or by injection is also medication misuse and may result in supervised dosing at the clinic,
referral to a higher level of care, or change in medication based on my healthcare provider's evaluation.

8. If I am going to have a medical procedure that will cause pain, | will let my healthcare provider know in advance so that my
pain will be adequately treated.

9. lunderstand that random urine drug testing is a treatment requirement. If I do not provide a urine sample, it will count as a
positive drug test.

10. lunderstand that people have died by mixing buprenorphine with alcohol and other drugs like benzodiazepines
(drugs like Valium, Klonopin, and Xanax).

11. | understand that treatment of opioid use disorder involves more than just taking medication. | agree to comply with my
healthcare provider's recommendations for additional counseling and/or for help with other problems.

12. lunderstand that | may experience opioid withdrawal symptoms when | stop taking buprenorphine.
13. | have been educated about the increased chance of pregnancy when stopping illicit opioid use and starting
buprenorphine treatment and been informed about methods for preventing pregnancy.

Patient Name (Print):

Patient Signature: Date:

This form is adapted from the American Society of Addiction Medicine’s Sample Treatment Agreement, which is updated
periodically; the most current version of the agreement is available online at: (https://www.asam.org/docs/default-
source/advocacy/sample treatmentagreement30fa159472bc604caSh7{f000030b21a.pdf?sfvrsn).

Page 2 of 2
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M-003A.03 Refusal to Participate in Medication Assisted Treatment (MAT) (SAMPLE)

Refusal to Participate in Medication Assisted Treatment (MAT)

[ ] Refusal of MAT Intervention [ ] Pregnant

Patient’s Name: Patient ID:

| REFUSE TO give voluntary consent to Wexford Health Sources Inc. to dispense and administer Medication Assisted Treatment
medications—including methadone or buprenorphine—to treat my opioid use disorder. Treatment procedures have been
explained to me, and | understand that, should | REFUSE medication INTERVENTION WHILE PREGNANT, that this puts me at
risk for miscarriage.

I understand that, | CAN REVOKE THIS REFUSAL AT ANY TIME. If | decide to change my mind, | willimmediately notify medical
personnel.

I understand | will be offered medically supervised withdrawal as well as a need to sign a refusal of treatment, and this may affect
my unborn fetus and could possibly cause a miscarriage.

| understand that preghant women treated with methadone or sublingual buprenorphine (SUBUTEX) have better outcomes than
pregnant women not in treatment who continue to use opioid drugs. Newborns of mothers who are receiving methadone or
buprenorphine treatment may have opioid withdrawal symptoms (i.e., neonatal abstinence syndrome). The delivery hospital may
require babies who are exposed to opioids before birth to spend a number of days in the hospital for monitoring of withdrawal
symptoms. Some babies may also need medication to stop withdrawal.

Signature of Patient:

Date:

Witness:

Name & Title (print):

Date:

Witness:

Name & Title (print):

Date:
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M-003A.04 DSM-5 Opioid Use Disorder (OUD) Diagnostic Criteria (SAMPLE)

DSM-5 Opioid Use Disorder (OUD) Diagnostic Criteria

Patient Name: ID:

This form is to provide assistance as well as documentation to diagnose individuals with OUD. Reviewing the Opioid Use
Screening tool, the COWS, as well as discussing the individual’'s presentation with staff, should allow all providers to appropriately
diagnose individuals with an OUD to start MAT intervention or withdrawal management. Please refer to M-003 and M-003A for
additional guidance.

This tool is intended for guidance purposes only. Each provider has individual experience with OUD, and this tool is to assist when
certainty is questionable.

A problematic pattern of opioid use leading to clinically significant impairment or distress is manifested by at least two of the
following, occurring within a 12-month period:

1. Opioids are often taken in larger amounts or over a longer period than was intended.
2. There is a persistent desire or unsuccessful efforts to cut down or control opioid use.
3. Aqgreat deal of time is spent in activities necessary to obtain the opioid, use the opioid, or recover from its
effects.
4. Craving, or a strong desire or urge to use opioids.
Recurrent opioid use resulting in a failure to fulfill major role obligations at work, school, or home.
6.  Continued opioid use despite having persistent or recurrent social or interpersonal problems caused or
exacerbated by the effects of opioids.
7. Important social, occupational, or recreational activities are given up or reduced because of opioid use.
Recurrent opioid use in situations in which it is physically hazardous.
9.  Continued opioid use despite knowledge of having a persistent or recurrent physical or psychological problem
that is likely to have been caused or exacerbated by the substance.
10.  Tolerance, as defined by either of the following:
a.  Aneed for markedly increased amounts of opioids to achieve intoxication or desired effect.
b. A markedly diminished effect with continued use of the same amount of an opioid.
11.  Withdrawal, as manifested by either of the following:
a.  The characteristic opioid withdrawal syndrome.
b. Opioids (or a closely related substance) are taken to relieve or avoid withdrawal symptoms.
Note: The last two criteria are not considered to be met for those individuals taking opioids solely under appropriate medical
supervision.

o

©

Number of criteria: 0-1 2-3 4-5 6+
Interpretation: No OUD Mild OUD | Moderate OUD Severe OUD

Comments/TX plan:

Provider’s Signature Title Date
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M-003A.05 Clinical Opioid Withdrawal Scale (COWS) (SAMPLE)

-~
g XIO ealt

SOURCES INCORPFORATED

Clinical Opiate Withdrawal Scale (COWS)

Clinical Opiate Withdrawal Scale (COW S]
For each itern, circle the number that best describes the patient's signs or symptorns. Rate on just the relationship to opiate withdrawal
For examnple, if heart rate is increased because the patient was jogaing just prior to assessment, the increase pulse rate would not add

to the score.
Patient' s Name: Date and Time: / !
Reason for this assessment:
Resting Pulse Rate: beats/minute Gl Upset: O ver fast 23 houwr
Measured affer patient s sifting or lving for one minute 0 no Gl symptorns
0 puke rate 80 or below 1 stornach cramps
1 pukerate81 - 100 2 nausea orloose stool
2 pukerate 101-120 3 vomiting or diarrhea
4 puke rate greater than 120 5 multiple episodes of diarrhea orvomiting
Sweating: Over past 4 hour not accounted for by room Tremor Observation of cufstrefched hands
temperature or patient activiy

0 noreport of chills or flushing 0 notremor

1 subjective report of chills or flushing 1 tremor can be felt, but not ohserved
2 flushed or observable moistness on face 2 slight tremor observable

3 beads of sweat on brow or face 4 gross tremor or muscle twitching

4 sweat streaming off face

Restlessness: Observation during assessment Yawning Observafion during assessment
0 abletoststill 0 noyawning
1 reports difficulty sitting still, but is able to doso 1 yawning once or twice during assessment
3 frequent shifting or extraneous movernents of legs/arms 2 yawning three or more times during assess ment
5 unable to sit still for more than a few seconds 4 yawning several times/minute
Pupil size Anxiety or invitability
0 pupils pinned or normal sze for room light 0  none
1 pupils pessibly larger than normal for room light 1 patient reports increasing irritability or anxiousness
2 pupils moderately dilated 2 patient obviously irritable / anxious
5 pupils so dilated that only the rim of the irs & visible 4 patient so imtable or anxious that participation in

assessment i difficult

Bone or joint aches /f patent was having pain previously onlvthe Gooseflesh skin
acdifional component atributed to opiates withdrawalis scored

0 notpresent 0 skinis smooth
1 mild diffuse discornfort 3 piloerection of skin can be felt or hairs standing up on arrms
2 patient reports severe diffuse aching of joints/muscles 5 prominent piloerection
4 patient i rubbing joints or muscles and is unable to sit still
because of discormnfort
Runny nose or tearing Nof accounted for by cold symptoms or Total S core:
allergies
0 notpresent The total score Is the sum of alf 11 items
1 nasal stuffiness or unusually moist eyes
2 nose running or tearing Initials of person completingassessment: ______
4 nose constantly running or tears streaming down cheeks

SCORE: 5 -12 = mild; 13 -14 = moderate; 25 -36 = moderately severe; more than 36 = sev ere withdrawal

Source: Wesson and Ling 2003

Rev. 6/17/2020 Wexford Heatth Sources, Inc. PROPRIETARY and CONFIDENTIAL 1
M-003A.05
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M-004: Primary Care Guidelines

Reference: ACA: 5-ACI-6D-10; NCCHC: A-05
l. GUIDELINE

Wexford Health’s primary care guidelines are intended to assist the health care staff in clinical
decision-making by describing a range of generally acceptable approaches for the diagnosis and
management of specific diseases or conditions. Although these guidelines are based on evidence-
based research, they should not preclude the use of other methods directed at obtaining the same
results.

Il. PROCEDURE

A. The guidelines are continually updated and reviewed by the Medical Advisory Committee for
their suitability to the patient health care setting.

B. The guidelines do not supersede established state/county guidelines and/or facility
contractual obligations nor are they mandated for sites which have limited facility equipment
and resources.

C. All medical decisions regarding the care of patients should be made with consideration given
to the individual circumstances presented by the patient.

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline
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M-006: Therapeutic Shoes

Reference: ACA: 5-ACI-6A-40; NCCHC: F-01
l. PURPOSE

The purpose of this guideline is to provide clinical guidelines to determine the need for therapeutic
shoes and instructions for issuance.

Il.  DEFINITIONS

A. Therapeutic shoes: Shoes that are designed or altered to provide a therapeutic benefit or
accommodation of a specific foot or lower extremity disorder. These should appear as black
leather boots to look as close as possible to the standard shoe or brogan issued to the patient
by the state. Different colors or styles should not be used.

B. Soft shoes: Shoes that are typically defined as tennis shoes, sneakers, running shoes, and
athletic shoes. Soft shoes are not issued by medical.

lll.  CLINICAL CRITERIA

A. Post-surgical recuperation and recent foot trauma may require a therapeutic shoe or orthotic
device for a limited time only. The surgeon or attending clinician must describe in the order
the specific type of shoe or orthotic device required and the timeframe it will be used for.

B.  Significant deformities usually require a specially designed orthotic device that assists the
patient in maintaining or approximating normal ambulation. These may be traumatic, post-
surgical or congenital.

C. Bunions, calluses, corns, blisters, and hammer toes, do not require a therapeutic shoes.
Sometimes the aggravation of these conditions is due to ill-fitting shoes. If it is determined
that the patient would benefit from a better fitting shoe, the patient should be advised to
contact the laundry or appropriate area that issues shoes. Improper fitting shoes are a
frequent cause of foot problems, so at times, it may be necessary to contact health
administration for assistance in obtaining properly fitting shoes.

D. Patients who are suffering from flat feet and who are symptomatic may be issued arch
supports for their brogans in severe cases if clinically indicated.

E. Diabetic patients may be considered for therapeutic shoes if the following are met:
1. Must have a documented history of previous foot ulcers or with a current ulcer and/or

significantly integumentary concerns despite conservative measures.

2. Documentation in Diabetes chronic care clinic notes of failed trials of appropriate
conservative measures with regards to diabetic foot care. These include appropriately
fitting shoes, hygiene, and skin care.

IV. ACTION

A. When the therapeutic shoes are issued, the patient will sign a form approved by the facility
(see Wexford Health’s “Receipt for Accountable Items,” Form #037) with the understanding
that replacement will be the obligation of the patient if such is needed in less than a year.
This form must be signed by a witness, stamped and dated, and filed under the miscellaneous
portion of the medical health record.

B. In the event that a patient may require shoe replacement less than one year following initial
receipt of the shoes and may not be able to obtain shoes at his/her own expense, the
Corporate Medical Director will carefully evaluate the circumstances involved and may
prescribe replacement shoes as an exception to guideline. In such case, the Corporate Medical
Director will properly record the conditions that warranted an exception to this guideline.

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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V.  ASSOCIATED FORMS

Receipt for Accountable Items

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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M-006: FORM: Receipt for Accountable Items (SAMPLE)

WE!EH Receipt for Accountable Items

c D0 | E S

| hereby acknowledge receipt of this item(s): (Circle one)

Glasses Crutches
Orthotics/special shoes Cotton hlanket
Hearing aid Cane
Wheelchair Brace (specify)
Ace handage Athletic support
Elastic stockings Splint (specify)
Other (specify)

Check which statement applies:

| agree to take care of this item (s)
| understand that in the event of loss, misuse or abuse, | will not he issued another within a one-
year period. If| am transferred or released from this facility, | will be allowed to take this item with

me.
| understand that | am tempaorarily being issued this item (specify. ) so that rmy
medical treatment can continue. | agree to take care of this. | am being issued this item from

! ! to ! ! . | understand that | must return this to the medical

department upon request or end of treatment.

| understand that | am heing issued this itemwhile | amincarcerated at this facility. | agree to
take care of this item. Upon transfer or release, | will return
to the medical department.

Inmate’s Signature Date
Inmate’s DC #

Witness Signature and Stamp Date
Rev. 712617
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M-007: Hearing Aids
Reference: ACA: 5-ACI-6A-04; NCCHC: F-01

l. DEFINITIONS

A. Hearing Aid: Any wearable instrument or device designed for, offered for, or represented as
aiding persons with or compensating for, impaired hearing.

B. Hearing Loss: A threshold by audiographic interpretation that falls outside of the range of
normal hearing. For adults we tend to assume the upper range of normal hearing is being 25

dB HL.
C. Degree of Hearing Loss:
Pure Tone Average | Degree of Handicap
<15dB HL None
16—25 dB HL Mild
26—40 dB HL Mild-to-moderate
41-65 dB HL Moderate
66—90 dB HL Severe
291dB HL Profound
II. GUIDELINE
A.  This guideline is used to determine a patient’s candidacy for hearing amplification. Hearing

loss alone cannot determine candidacy for amplification. The individual’s communicative
requirements become the primary determining factor.

B. Hearing aid(s) will be provided when the criteria is met.

1. Hearing loss in the better ear of 40 dBHL or greater for the pure tone average of 500,
1000 and 2000 Hz.

2. A spondee threshold (bisyllabic words equally emphasizing both syllables) in the better
ear of 40 dBHL or greater when pure tone thresholds cannot be established.

3. As a general rule, one hearing aid will be provided, if there is bilateral hearing loss. The
audiologist will provide recommendation as to which ear will provide greatest hearing
improvement with amplification. In selected cases of severe, bilateral hearing loss, two
(2) hearing aids may be provided in consultation with the audiologist.

4. Repair or replacement will be provided if the hearing aid is non-functional or damaged.
If there is negligence involved in losing or breaking a hearing aid, the offender will be
given a disciplinary ticket and will be charged for a replacement.

S. Wexford Health will provide the most appropriate, cost-effective hearing aid.
lll. PROTOCOL
A. Good health practice requires that a person with a hearing loss have a medical evaluation

before a hearing aid is considered. The purpose of the medical evaluation is to assure that all
medically treatable conditions that may affect hearing are identified and treated before a
hearing aid is considered. Conditions to be noted are:

1. Visible congenital or traumatic deformity of the ear

2. History of active drainage from the ear within the previous 90 days

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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3. History of sudden or rapidly progressive hearing loss within the previous 90 days

4. Acute or chronic dizziness

S. Unilateral hearing loss of sudden or recent onset within the previous 90 days

6. Audiometric air-bone gap equal to or greater than 15 decibels at 500, 1000, and 2000
Hertz
Visible evidence of significant cerumen accumulation or a foreign body in the ear canal
Pain or discomfort in the ear

B. Pure tone audiometric testing should be performed after medically ruling out causes of

hearing loss. To determine candidacy for an audiogram, an on-site screening will be performed
utilizing the AudioScope 3 hearing screening tool (see below instructions). Results will be
discussed in collegial conference for consideration of audiogram once testing is completed.

C.  Patients with any hearing loss, especially if due to a surgical correction, such as otosclerosis
or acoustic neuroma, should be referred to an otolaryngologist for otomicroscopic exam.

D. Patients with presbycusis (loss of ability to perceive or discriminate sounds as a part of the
aging process) should be referred to an audiologist for possible hearing aid fitting.

E. The AudioScope 3 is to be used by the on-site medical staff when it is deemed necessary that
the patient may need an audiology work-up for hearing loss. The results of this screening
should be faxed to the UM department for physician review and collegial discussion if
necessary.

F. Operating instructions for the AudioScope 3
1. Screening area should be relatively quiet and free from distracting conversation.

2. Select the small, medium, or large ear speculum. Use the largest speculum that can be
inserted comfortably into the ear canal, a snug fit assures seal. There are no covers;
speculum should be cleaned with alcohol wipe between uses.

3. Turn the AudioScope 3 “ON” by sliding the switch to 40 dB HL. The green “READY”
indicator will become illuminated indicating it is ready for use.

4. Instruct the patient that he/she will hear a loud tone (or beep) and then some fainter
tones (or beeps). The patient is to respond every time a tone is heard with a verbal yes
or gross motor (raising a hand).

Retract the patient’s pinna with the thumb and index finger, gently pull it up and back.

Gently insert the speculum tip into the ear canal so you can visualize the tympanic
membrane (should look white/gray). If you cannot visualize the tympanic membrane
due to wax, the ear should be cleaned prior to performing the hearing exam.

7. Depress the “START” button, the green light will then go out and the tone indicators will
illuminate sequentially.

8. Observe each tone indicator and the patient’s response. If the test is disrupted, it can
be restarted by depressing the Start button again. You must keep the AudioScope3
stationary during the test.

9. Repeat steps on opposite ear, rescreen if necessary. Turn the instrument “OFF” by
sliding the switch down.

10. Complete the AudioScope Screening results form (sticker) and attach it to the patient’s
chart. Fax the results to the UM department for physician review.
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Example:

AudigScope™ Screening Results

O 20db HL 00 25db HL X 40db HL
Patient
Tested by Date

Y = Response N = No Response

Right
Ear Y INTY Wele °
s [V YTV | elehAltyn

P.0. Box 220
500 1000 2000 4000 | ginestolos Falls MY 12155-0220

usa

Frequency (Hz)

Form 230148-1

Recharging:

Handle will fit into well ONLY ONE WAY

Handle receptacle for charging
AudioScope 3

Four posts for storing Weich Allyn
AudioSpecs

Indicator light illuminates when
instrument is charging properly

Charging Transfarmer

T
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M-008: Blood Administration

l. GUIDELINE

A. In those facilities that have contracts with community vendors to provide blood components
(red blood cells, platelets, blood protein, and plasma) to the facility, Wexford Health has
established procedures for administering blood to those patients who have a demonstrated
deficiency. In such facilities, Wexford Health will:

1. Replace and maintain the patient’s blood volume and/or oxygen carrying capacity

2. Ensure compatibility between the patient’s blood and the whole blood or packed red
blood cells that may be transfused

3. Prevent the infusion of fibrin clots and microaggregates (broken-down blood cells)

Il.  WHO MAY PERFORM BLOOD ADMINISTRATION

Only licensed RN’s may administer blood.

lll.  EQUIPMENT/FORMS

A. Blood unit and 250-cc bottle of normal saline. Clinical alert: Whole blood and red blood cells,
when administered with IV solution, must be given with saline solution.

B. Blood administration set, either straight line or Y-set.

C. Venipuncture tray, if patient does not already have an IV in place. An 18-gauge needle or 18-
gauge catheter should be used.

D. An 18-gauge needle if patient already has a primary IV line in place.
E. Alcohol swabs and tape

IV.  UNIVERSAL PRECAUTIONS

All clinical staff must adhere to universal blood and body fluid precautions while performing blood
administration. At a minimum, disposable gloves must be worn when handling blood products and
associated equipment. Refer to Wexford Health’s Infection Control Guidelines manual: “Universal
Blood and Body Fluid Precautions,” guideline number IC-004.

V. PROCEDURES

A. Check order for transfusion in patient’s chart

B. Examine patient’s IV. An 18-gauge catheter or needle should be placed in a medium or large-
sized vein.

C. Take the patient’s vital signs to establish a baseline.

Take and record patient’s temperature. If patient is febrile (37.8° C or 100.0° F), notify the
provider before initiating the transfusion.

Assess for signs and symptoms of blood reactions during infusion.
Obtain or confirm signed consent from patient.

Obtain whole blood unit or packed blood cells unit from blood lab or blood bank.

SRR

Obtain the requisition form for the transfusion.

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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VI.

With lab technologist, check requisition form and lab blood record against the blood unit for
essential data: patient’s name and ID number, blood group and type (ABO and Rh), blood
unit number, and expiration date of blood unit.

With another RN, check the requisition form and the lab blood record with the information on
the patient’s identification band to make sure that all data matches. Essential data includes
patient’s name and ID number, blood group, blood type, blood unit number, and an expiration
date on the blood unit.

Sign the form with the other RN according to facility guideline. Remember that blood must be
started within 30 minutes from the time it is removed from refrigeration.

Document transfusion on the appropriate facility-approved form.

Monitor and document vital signs at a minimum of 5 minutes, 15 minutes, and then every 30
minutes after starting the transfusion and continue until one hour after the completion of the
transfusion.

ADMINISTERING BLOOD THROUGH A STRAIGHT LINE

™

-

Z 25 R &

o

Rotate the blood unit bag gently to mix the blood cells and plasma.

With blood administration set ready, pull back the tabs on the blood unit bag and expose the
port.

Carefully spike the port and hang the unit.

Fill the drip chamber by gently squeezing its flexible sides. Make sure the filter is submerged
in the blood.

Open the clamp on the tubing, run the blood through the tubing and cap the tubing.
If the patient needs a venipuncture, select a vein an insert an IV needle and tubing.

If the patient has a primary IV in place with an appropriate-sized needle, place an 18-gauge
needle (or larger needle) in the end of the blood unit tubing.

If the primary IV solution is not compatible with the blood to be infused, remove the primary
IV solution and cap it for sterility.

Spike a small bottle of normal saline and run this solution through the tubing.
Prime the blood unit tubing.

Swab the injection port with alcohol.

Insert the needle carefully and tape it into place.

Shut off the primary IV and begin the blood transfusion.

Give blood slowly for the first 15 minutes, approximately 20 drops per minute that equates to
100 cc/hr

Observe the patient closely for adverse reactions such as chilling, backache, headache,
nausea, vomiting, tachycardia, tachypnea, skin rash, or hypotension.

If there are no adverse effects, administer the blood unit at the prescribed rate.

Transfusion of the blood should be completed in less than four hours since blood deteriorates
rapidly after a two-hour exposure to room temperature.

Continue to monitor the patient throughout the transfusion.

When you have completed the transfusion, flush the line with normal saline, inject the
primary IV solution, and adjust the drip to the desired rate.

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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T. Remove the blood unit bag and administration set. If you are going to transfuse a second unit
of blood, obtain that unit and a new administration set and repeat the procedure described
above.
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VII. INTERVENTION: ADMINISTERING BLOOD THROUGH AY-SET

s v auw
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Close all clamps on the Y-set.
Spike the small saline bottle, using aseptic technique, and then spike the blood bag.
Hang both the saline bottle and blood bag.

Open the clamp to the saline bottle and squeeze the sides of the drip chamber until the filter
is half covered and the drip chamber is full.

Open the main clamp and prime the rest of the tubing. To ensure easier flow, remove the cap
that protects the end of the IV tubing.

When the tubing is primed, replace the cap and close the main clamp.
Cleanse the injection port on the primary IV.

Affix a large-gauge needle to the end of the tubing and prime.

Insert the needle into the injection port and clamp off the primary IV flow.

Using saline solution, open the clamp to the saline bottle and turn clamp on the main tubing
to begin the flow to clear primary IV tubing

Clamp off the saline bottle and open the clamp to the blood bag.
Squeeze the sides of the Y-set drip chamber so that blood covers the entire filter.
Follow the procedure as you did with previous bottle.

When the blood bag is empty, clamp off the tubing to the bag, open the clamp to the normal
saline bottle and flush the line.

Close all clamps and remove the needle from the injection port.

Open the clamp on the primary IV and establish the desired rate of administration.

VIIl. INTERVENTION: ADMINISTERING BLOOD COMPONENTS

W o oW

Obtain blood component from lab or appropriate sources.
Obtain appropriate administration set.

Read directions for proper administration of the solution.
Identify rate at which blood component should infuse.

Check blood component therapy chart for appropriate rate, risk factors, and possible
complications.

For any adverse reaction, immediately stop the transfusion and notify the provider.
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Transfusion Reactions

CLINICAL MANIFESTATIONS NURSING INTERVENTIONS
TYPE: Bacterial
1. Sudden increase in temperature 1. Stop transfusion immediately.
2. Hypotension 2. Maintain IV site; change tuhing as soon as possible.
3. Dry, flushed skin 3. Observe for shock. Monitor vital signs every 15 minutes until stable.
4. Abdominal pain 4. Obtain urine specimen. Insert foley if necessary.
5. Headache 5. Notify physician and obtain order for broad spectrum antibiotic.
6. Lumbar pain 6. Draw blood cultures before antibiotic administration.
7. Sudden chill 7. Send blood tubing and bag to lab for culture and sensitivity; control hypothermia.
TYPE: Allergic
1. Uricaria and hives, pruritis 1. Stop transfusion immediately if symptoms are severe.
. Respiratory wheezing, laryngeal edema. 2. Monitor vital signs for possible anaphylactic shock.
3. Anaphylactic reaction. 3. If symptoms are mild, slow down transfusion and obtain order for antihistamine;
monitor for signs of progressive allergic reaction as transfusion continues.
TYPE: Hemolytic
1. Severe pain in kidney region and chest. 1. Stop transfusion immediately.

Pain at needle insertion site. 2. Change IV tubing as soon as possible, maintaining patient IV. If necessary,
disconnect IV tubing from needle and run normal saline through IV tubing into
emesis basin. Reconnect tubing to needle and obtain new tubing as soon as
possible.

3. Fever (may reach 105°F), chills 3. Administer oxygen.

4. Dyspnea and cyanosis 4. Send two blood samples, from different sites, urine sample (cath if necessary),
blood, and transfusion record to lab.

5. Headache 5. Obtain orders for IV volume expansion and diuretic (mannitol) to ensure flushing of
kidneys to prevent acute renal tubular necrosis.

6. Hypotension 6. Monitor vital signs every 15 minutes for shock.

7. Hematuria 7. Monitor urine output hourly for possible renal failure. Foley catheter may need to
be inserted.

IX.  PREVENTING TRANSFUSION REACTIONS

A. Identify patient and blood bottle or bag.

1. ID band number matches transfusion record number.

2. Names spelled correctly on transfusion record.

3. Blood bottle number and pilot tube number are same.

4. Blood type matches on transfusion record and blood bottle.

Check with other RN before infusing.

Ask patient about allergy history and report any previous blood reactions.
Establish baseline vital sign data.

Start transfusion slowly to observe for severe reactions.

Maintain aseptic technique during procedure.

Observe time rules (length of time blood can hang) for administering blood.

T o 3E 00w

Observe blood bag or bottle for bubbles, cloudiness, dark color, or black sediment, which is
indicative of bacterial invasion.
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L Do not allow blood to remain at room temperature unnecessarily.

Blood Component Therapy

ADMINISTRATION

TYPE USE ALERTS EQUIPMENT
To replace deficient coagulation Hepatitis is a risk. Any straight line administration set.
factors.
Fresh Plasma
To increase intravascular Administer as rapidly as possible.
compartment. Use within 6 hours.
To prevent or treat bleeding Administer at rate of 10 minutes a unit | Platelet transfusion set with special
problems, especially in surgical (usually come in multiple platelet- filter to allow platelets to infuse
patients. packs). through filter.
To replace platelets in patients
Platelets with acquired or inherited
deficiencies (thrombocytopenia,
aplastic anemia). To replace
when platelets drop below 30,000
cu/mm (normal 150,000—350,000
cu/mm)
To treat oncology patients with Administer slowly, over two to four Use Y-type blood filters and prime
severe bone marrow depression | hours. with physiological saline. A
and progressive infections. microaggregate filter is not used as
Give one transfusion daily until it filters out platelets.
To treat granulocytopenic granulocytes increase or infection

patients with infections that are clears.
unresponsive to antibiotics.
Use within 48 hours after drawn.

Granulocytes To treat patients with gram-
negative bacteremia or infections | Give when granulocytes are below
where marrow recovery does not | 500.
develop. Observe for shaking, fever, chills
(treat with Tylenol before
transfusions).
Observe for hives and laryngeal
edema (treat with antihistamines).
To treat shock. Available as 5% or 25% solution. Special tubing accompanies
albumin solution in individual boxes.
To treat hypoproteinemia. Infuse 25% solution slowly 1
mi/minute to prevent circulatory
Serum Albumin overload.

Administer 100—-200 cc (25% solution)
for shock patients and 200—-300 cc for
hypoproteinamia.

To treat agammaglobulinemia. Pooled plasma contains antibodiesto | Given IM
infectious agents.

Gamma Globulin To act as prophylaxis for hepatitis

exposure. Administer 0.25 ml—0.50 ml of
immune serum globulin per kg of body
weight every to four weeks.
c lation Eactor To treat patients with von Made from fresh-frozen plasma. Standard Syringe for component
oaglgaactlgr VITIIC OfS | Willebrand’s disease. drip set only.
o To treat patients with factor VIIl, | Administer one unit cryoprecipitate for
(cryoprecipitate) bt g
hemophilia A. each 6 kg of body weight initially,
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ADMINISTRATION
TYPE USE ALERTS EQUIPMENT

followed by 1 unit/3 kg of body weight
at 6- to 12-hour intervals until
treatment discontinued.

Administer one unit per five minutes.
Observe for febrile reactions: shaking,
fever, chills, and headache.

To treat patients with factor IX, Administer in 12- to 24-hour cycle. Any straight line set.
hemophilia B.

Preparation for administration is 400
Factor IX to 500 u/v!al. Must reconstitute in 10-
to 20-cc diluent.

One unit/lb. of body weight increases
the circulating factor activity by 5%.
Serum hepatitis can be transmitted.
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Each state/region may have individual variances, and a copy of those variances should be attached to this guideline

Rev. 1/5/2023 The Wexford Companies. PROPRIETARY and CONFIDENTIAL WEXFORD MILLER 000690 42



o Medical Guidelines
WH(!’IIII Region: New Mexico

M-010: Enteral Nutrition and Nutritional Supplementation

Reference: ACA: 5-ACI-5C-06; NCCHC: D-05

l. GUIDELINE

A. Enteral Nutrition Therapy

1. Enteral nutrition generally refers to any method of feeding that uses the gastrointestinal
(GI) tract to deliver part or all of a person's caloric requirements.

2. For the purposes of this guideline, enteral nutrition may be given by nasogastric,
jejunostomy, or gastrostomy tubes and can be provided safely and effectively in facilities
with appropriate infirmary capabilities.

3. Enteral nutrition is considered reasonable and necessary for a patient with a
functioning gastrointestinal tract for whom oral feeding is impossible.

4. Each request for enteral nutrition must contain a physician’s written order or
prescription and sufficient medical documentation (e.g., hospital records, clinical
findings from the attending physician) to permit an independent conclusion that the
patient’s condition meets the requirements of the guideline and that enteral nutrition
therapy is medically necessary.

a. Approved requests are to be reviewed at periodic intervals of no more than
monthly by the Site and/or Regional Medical Director. Additional medical
documentation may be required to be obtained as part of this review.

S. Approval will be provided for no more than one month’s supply of enteral nutrients at
any one time. If a pump is involved, it must be supported by sufficient medical
documentation to establish that the pump is medically necessary, i.e., gravity feeding
is not satisfactory due to aspiration, diarrhea, dumping syndrome, etc. Pump selection
is based on the reasonable charge for the simplest model that meets the medical needs
of the patient as established by medical documentation.

B. Nutritional Supplementation

1. Some patients, or clinicians on behalf of a patient, may request the addition of oral
supplementation of daily protein and caloric intake. Nutritional supplements (e.g. Boost,
Glucerna, Ensure, etc.) are often cited as one method to provide an additional caloric
source between meals and to boost protein and general caloric intake. Nutritional
supplementation is not covered under the guideline for patients with a functioning GI
tract and ability to utilize oral intake.

2. Since oral nutritional supplements presumably produce clinical benefits through
increased nutrient intake, a similar increase in nutrient intake achieved by dietary
means should lead to similar clinical benefits.

NOTE:

This guideline is designed to address medical guidelines that are appropriate for the majority
of individuals with a particular disease, illness, or condition. Each person's unique clinical
circumstances may warrant individual consideration, based on review of applicable medical
records and discussion with the treating physician(s). This guideline does not constitute
medical advice, nor is it intended to govern the practice of medicine.

3. Complete the Nutritional Supplement Request form and submit the completed form to
wexfordpurchasing@wexfordhealth.com by e-mail.

4. A collegial review will be scheduled if necessary.

S. Notification of approval status will be sent to the prescribing practitioner.

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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6. Urgent requests are handled in a manner similar to urgent collegial requests for offsite
care. The site provider completes the Nutritional Supplement Request form, emails this
form to the UM nurse, and calls the UM Medical Director to discuss the urgent need for
the nutritional supplement

Il. RELATED DOCUMENTS
Nutritional Supplement Request Form (Guideline and Form adopted from SCIP Manual)
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M-010: FORM: Nutritional Supplement Request Form (SAMPLE)

WEKFORD Nutritional Supplement Request

[N

INSTRUCTIO NS: This form shouldbe completed IN ITS ENTIRETY by the prescnbing practitoner.

*  Submitthe completed formto wexford purchasing@wexfordhe alth com.
Wesford Health will foraard approved reque sts to the facility prescrbing Practionerand Wexford Health purchasing to place order. Al requeststhat are nof

L
approved will be retumed to the facility Medical Directorand to the prescribing practiioner. Wexford Heafth will reviewone (1) appeal of the decision .

PRESCRIBING PRACTITIONER & PATIENT CONTACT INFORMATION

Presoibing praciioner nafme Presoibing praditicner phone furmber Prescabing practtioner FAX nurnber
Patientnare Patient 1D (Chender #) Faolity
Fachity Medical Dvecor name Fadlity Medical Dvedar sgnature
Spedaistnare [F applicabe) Speoalist phone nurrber Aves of spedalty
CURRENT DIAGNO SIS & MEDICATION
Medical conditonéliagnosis being treated
Patient height Patient weight Patient age
Arountof weightlost Weight lost over what fire period
OTHER INFORMATION (F APPLICABLE)
Patient alburin Patient calcurn Patentphosphows Patientpotassiinm
Abiityto utlize oval intake? [ Yes [0 No

Dhes the patient have 3 kindicning Gl pea? [ Yes [ No
REQUESTED NUTRITIONAL SUPPLEMENT

Nare o nutitonal supplement being reqrested Proposed daily arount of nutitonal supplerert (90 daws max)

Preposed divation of nubitonal supplement

Date of rerest

Sgnatire of recresting praditioner
FORV/EXFORD HEALTH PITTSBURGH USE ONLY

[ Approved : Duration: L_| Meed more information L] Mot Approved
Rezson fordedsion:

SITE APPEAL
[ Appeal to Corporate Medical Director

Rezson:
CORPORATE MEDICAL DIRECTOR APPEAL DECISION

L] Approved

Rezson for Dedsion.

Date of dedsion

Covpovate Medica! Dedsion Signate

Cetficate # PO#

Rew. 72517
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Morbidity Survey Report Form (SAMPLE)

WEKFGRD Morbidity Survey Report Form

(To he completed on all inmates who died in your facility andfor inmates sent to a hospital from your facility who died)

Last Name: First Name: Date:

DO C#: Facility Location:

Person Completing Form:

Had the inmate been receiving treatment for the medical condition after admission to your correction facilities?
Please check all that apply:

Evaluated bythe Physician/Medical staff
Had diagnostic test {.g., X+ays, MR, blood test)
Received medications
Had surgery
Confined in special medical unit
Nat applicable - cause of death was accidental injury, intoxication, suicide, or homicide
Vifas the cause of death the result of a pre-existing medical condition or did the condition develop after admission?
Pre-existing medical condtion
Inmate dewveloped condition after admission
Could not be determined
Nat applicable - cause of death was accidental injury, intoxcation, suicide, or homicide
Vihere did the incident take place?
Inthe inmate’s cellvoom
In a temporary holding areadock up
In a common area within the facility §rard, day room, recreation or workshop)
Outside the prison facility fuork release or on work detail, under community supenvision, in transit)

Elsewhere — specify:

Mot applicable - cause of death was illnessmatural causes, intoxication, or AIDS related

Rev. 712572017
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Mortality Review Worksheet (SAMPLE)

am—w
WEXFOGRD Morbidity Review Worksheet
Name: Date: Time
1D Number: Institution: DOBiAge: !

Date of Admission §nfimary or hospital):

Date of Death: Time of Death:

History:

PHHx:

PSurgHx:

PSocHx:

Allergies:

Medications at the time of death:

1)
2)
3)
4)
5)
6)
7
8)

Admission Physical Examination (if admitted to infirmary prior to death):

Rev 712572017 Page1of 2
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WEXFORD Morbidity Review Worksheet

GEN:

HR RR Temp. BP
HEENT:

Neck:

Lungs:
Cor:
Ahdomen:
Rectal:
Extremities:
Neurologic :
Skin:
Laboratory Exam (if available):

HH= WBC = Plts =

Na= K= Cl= 2= BUN= Cr= Glucose =
AST= ALT = Bili =

Alk Phos =

CXR=

UIA =

ABG =

Hospital Course or Circumstances Surrounding Death:

Presumptive Cause of Death:

Administrative Review Results:

Clinical Hortality Review:

Could the medical response at the time of death be improved?

Wfas an eatier intervention possible?

Independent of the cause of death, is there any way to improve patient care?

Autopsy Results {f available);

Pravider Signature:

Rev 712572017 Page 2.of 2
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M-018: Naloxone (Narcan): Guidance for Use in Opioid Suspected Ingestion/Overdose

Reference: ACA: 5-ACI-6A-08; NCCHC: D-01; D-07

. BACKGROUND

A. Opioids include not only prescription painkillers such as morphine, oxycodone, or
hydrocodone, but also heroin which has recently caused a spike in deaths related to
overdoses.

B. Opioid intoxication marked by unresponsiveness and respiratory depression is a life-
threatening emergency that requires staff cooperation at all levels.

C. Opioid overdose may result in death from coma and respiratory arrest.

D. Opioid overdose is reversible through the immediate administration of a quick-acting opioid

antagonist that blocks the action of the opioids, including heroin.

E. Naloxone (Narcan) is a quick-acting opioid antagonist and is indicated as a reversal agent for
known or suspected prescription or illicit opiate overdose.

F. Aggressive airway control must take precedence over pharmacologic reversal because the vast
majority of morbidity and mortality results from respiratory depression.

G. Contacting Emergency Medical Services after airway control is established is critical in order
to assure transfer to a facility equipped to handle drug overdoses.

Il. THESCOPE OF THE OPIOID EPIDEMIC

A. According to NCCHC, drug overdose, primarily from opioids, is the fifth leading cause of death
in state prisons and the third leading cause of death in jails.

B. Deaths related to opioid painkillers and heroin in the community have quadrupled since1999.

C. Opioid overdoses may occur when a higher than recommended dose is ingested in a short
period of time, when the medication is combined with other drugs, such as benzodiazepines
or antidepressants, or when it is combined with "street" drugs, such as heroin. There may
also be a predisposition to drug dependence.

D. Use of opioid painkillers is a gateway to heroin abuse due to heroin being much cheaper and
easier to obtain and possessing a stronger effect.

lll. STOCKING NALOXONE (NARCAN)

A. Individual facilities should make decisions about stocking naloxone based on characteristics
of the facility including any history of opiate overdose, patient population, site-specific or
contract-specific guidelines, and recommendations of the Quality Management Committee.

B. If the correctional facility should consider maintaining naloxone as stock, sufficient quantity
of 1 mg/ml naloxone (Narcan) injection should be stocked to treat suspected opiate ingestion
in a patient.

IV.  Procedure FOR Evaluation and Treatment of a Suspected Opioid Ingestion

A. Initial Assessment

1. Assess the patient for signs and symptoms of opioid toxicity/OD. Respiratory
depression, with respiratory rate of less than 12, requires use of naloxone (Narcan).

2. Examples of clinical findings include:

a. Shallow respirations/apnea, bradycardia
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b. Lethargy, decreased alertness, inability to talk
C. Unresponsiveness
d. Pupillary constriction
e. Decreased muscle tone/limp body
f. Slurred or unintelligible speech
g. Pale, clammy skin
h. Peripheral or central cyanosis
i. Choking sounds, i.e., "death rattle"
3. Consider ruling out hypoglycemia by obtaining fingerstick glucose prior to Narcan
administration.

Establish airway and adequate oxygenation with a bag mask, if clinically appropriate.

If clinically justified, have a staff member contact ambulance services for transport to
the emergency department.

B. Treatment

1. Naloxone (Narcan) is a life-saving drug that can reverse the effects of an opioid overdose
when administered in time.

Naloxone is non-addictive and is easy to administer, whether it's given IV or IM.

Naloxone is a short-acting medication that will not reverse all opioid effects immediately.
Symptoms of opioid intoxication such as confusion, sedation, respiratory depression,
bradycardia, and decreased muscle tone may persist after administration of naloxone.

4. If naloxone is used for a suspected long-term opiate user, only an amount sufficient to
return spontaneous respirations is recommended.

S. Naloxone is Category C in pregnancy, and can be used if potential benefit justifies the
risk. Pregnant patients with opioid addiction issues are usually prescribed methadone
or Suboxone in addiction treatment centers to avoid drug withdrawal symptoms.

C. Preparation, Administration and Initial Monitoring of Naloxone (Narcan)

1. For IV administration without cardiac arrest, dilute 1 mg naloxone with 9 ml NS in
a syringe to a total volume of 10 ml (diluted concentration of 0.1 mg/ml).

a Administer in 4 ml (0.4 mg) increments over 30 sec, while checking for respiration.

b. If no respirations within 2 minutes, repeat the dose.

C. Stop when breathing normally or when 10 mg limit has been reached.

d. Obtain vitals (HR, BP, RR) every 15 minutes and monitor the patient for
respiratory depression for 1-2 hours, or until the patient is transported by
ambulance services.

e. Monitor pupil size and assess for decreased level of consciousness/sedation.

f. Watch for signs of opioid withdrawal (restlessness, anxiety, lacrimation,
diaphoresis)

2. For IV administration with cardiopulmonary arrest from opioid overdose, may

administer 2 mg IV along with CPR procedure and repeat every 2 minutes.

3. If no IV access can be obtained, administer 2 mg (undiluted) IM using anterolateral
aspect of thigh and monitor for spontaneous respirations.

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline

Rev. 1/5/2023 The Wexford Companies. PROPRIETARY and CONFIDENTIAL WEXFORD MILLER 000699 51



S Medical Guidelines
WEKFGRD Region: New Mexico

Clinical reversal typically occurs within 5-10 minutes.
If patient is still unresponsive, administer another dose.

C. If a total dose up to 10 mg is not effective, opioid toxicity may not be the correct
diagnosis.

d. Obtain vitals (HR, BP, RR) every 15 minutes and monitor the patient for
respiratory depression for 1-2 hours, or until the patient is transported by
ambulance services.

e. Monitor pupil size and assess for decreased level of consciousness/sedation.
f. Watch for signs of opioid withdrawal (restlessness, anxiety, lacrimation,
diaphoresis).
D. Possible Adverse Effects of Naloxone (Narcan)
1. Occasionally, naloxone can cause seizures, cardiac disturbances, and precipitate rapid

onset of opioid withdrawal symptoms. However, it still remains a life-saving drug for
those patients with suspected opioid overdose.

2. To reduce the likelihood of withdrawal, naloxone should be given in small doses every
few minutes till the desired effect is reached.
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M-019: Medical Management of Patient Exposure to Bloodborne Pathogens

Reference: ACA: 5-ACI-6A-12; NCCHC: B-02

l. PURPOSE AND OVERVIEW

Note: Specific guidance for management of exposures for employees or correctional staff is a
separate guideline.

These guidelines for the Medical Management of Exposures are based on the recommendations
of the Federal Bureau of Prisons Clinical Guidance on exposures, U.S. Public Health Service
(USPHS) and the Centers for Disease Control and Prevention (CDC), as well as the requirements
of the Occupational Safety and Health Administration (OSHA).

These guidelines provide specific recommendations for medically managing patients who have
experienced potential exposures to human immunodeficiency virus (HIV), hepatitis B virus
(HBV), and hepatitis C virus (HCV) through various means, including human bites and sexual
assaults.

IMPORTANT:

Expert consultation on post-exposure management for HIV, HBV, and HCV is available:

Call PEPIine, the National Clinicians' Post-exposure Prophylaxis Hotline, at

1-888-448-4911 (every day, 9 a.m. - 2 a.m. EST).

Il.  TRANSMISSION RISK

HIV - Transmission Risk

The risk of viral transmission following an exposure incident depends on the type and extent of the
exposure. The per-incident transmission risk for HIV infection depends on the type of exposure, as
shown in the table below:

Table 1. Estimated Per-Incident Risk for Acquisition of HIV, by Exposure Route

Needle-sharing (injection drug use) 0.67% Insertive anal intercourse 0.065%
Receptive anal intercourse 0.5.% Insertive penile-vaginal intercourse 0.05%
Percutaneous needle stick 0.3% Receptive oral intercourse 0.01%
Receptive penile-vaginal intercourse 0.1% Insertive oral intercourse 0.005%

Source: CDC. Antiretroviral post-exposure prophylaxis after sexual, injection —drug use, or other non-occupational
exposure to HIV in the United States: recommendations from the U.S. Department of Health and Human Services,
MMWR, 2005:54 (No. RR-2):7.

The risk of HIV infection appears higher with:

Exposure to a larger quantity of blood or other infectious fluid

Exposure to the blood of a patient with advanced, uncontrolled HIV disease, as indicated by
higher viral load

A deep percutaneous injury

Injury with a hollow-bore, blood-filled needle

Exposure to a source with concomitant hepatitis C viral infection

Sexual assault (due to mucosal trauma, multiple assailants, or traumatic intercourse)

The presence of a sexually transmitted infection in either the source or the exposed individual.
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HBV and HCV - Transmission Risk

The risk of viral transmission after a percutaneous exposure incident is highest for HBV (especially
when the source is both HBsAg-positive and HBeAg-positive), followed by HCV and HIV, as shown
in Table 2 below.

Table 2. Average Transmission Risk After Percutaneous Injury
Hepatitis B:

o HBsAg-positive/lHBeAg-positive* 37-62%

o HBsAg-positive/lHBeAg-negative* 23-37%
Hepatitis C 1.8% (range 0-7%)
HIV 0.3%
* HBsAg = hepatitis B surface antigen; HBeAg = hepatitis B e antigen

Human Bites - Transmission Risk

Human bites have rarely resulted in transmission of HIV or HBV infection. There have been no
reports of transmission of HIV or HBV following a human bite that occurred as part of an
occupational exposure.

lll.  STEPS IN POST-EXPOSURE MANAGEMENT

Background - Exposure with Intact Skin

Frequently, evaluation of a reported "exposure” reveals that no significant exposure actually
occurred (e.g., contact of intact skin with blood). These individuals should be counseled that this
type of exposure is not considered a “true exposure" and that no further follow-up is needed.

Exposed Patients

= If HIV post-exposure prophylaxis (PEP) is indicated, it is ideal to administer it within two hours
of the exposure incident.

= Prompt evaluations of both the exposed person and the source case are essential.

Consultation on post-exposure management for HIV, HBV, and HCV is available at:

PEPIine, the National Clinicians' Post-exposure Prophylaxis Hotline, at
1-888-448-4911 (every day, 9 a.m. - 2 a.m. EST).

= Follow Steps 1- 5 below for post-exposure management.
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Step 1. Evaluate the Exposure

The following are general instructions for treating the exposure site:

The injured skin or wound should be emergently cleaned with soap and running water for two
minutes.

Mild bleeding should be allowed to continue freely for 30 seconds.

Pressure should then be applied to stop bleeding and bandage as necessary.
Aspiration, forced bleeding, and wound incision are not recommended.
Antiseptics, bleach, or other cleansing agents should not be used.

Mucous membranes should be rinsed with water for at least two minutes.
Exposed eyes should be flushed with water or saline for at least two minutes.

Notate the type of body fluid.

e Infectious body fluids are those that can potentially spread bloodborne pathogens.

— Such body fluids include blood; tissue; fluids containing visible blood; semen; rectal and
vaginal secretions; breast milk; and cerebrospinal, synovial, pleural, peritoneal,
pericardial, and amniotic fluids.

— Exposure to any of these fluids requires further evaluation.

¢ Non-infectious body fluids are those that have not been demonstrated to spread
bloodborne pathogens.

— These include feces, nasal secretions, saliva, sputum, sweat, tears, urine, and vomitus.

— Exposure to these body fluids is not considered a significant exposure, unless they
contain visible blood.

0 Unless the fluid is visibly bloody, no further evaluation is required.

Notate the exposure type:

e Percutaneous (injuries that occur when the skin is penetrated by a contaminated
sharp object).

— Document the specific type of sharp, including the brand and gauge in the case of
needles.

— Indicate whether the injury is:

0 Less severe (e.g., superficial injury; penetration with a solid needle such as a suture
needle)

0 More severe (e.g., deep puncture; penetration with a large bore, hollow needle; blood
visible on the device; needle that was used in an artery or vein).

e Mucous membrane exposure (inside the eyes, nose, or mouth) or exposure to non-
intact skin (e.g., chapped, dermatitis, abrasion, or open wound).
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Human bite

— Clinical evaluation must include the possibility that the person bitten and the person
who inflicted the bite both may have been exposed to a bloodborne pathogen.

— Identify whether blood exposure is suspected.
0 This includes examining:

v" The mouth of the biter (if known), to assess the likelihood that the bitten person
was exposed to the biter's blood.

v" The wound of the person bitten, to determine if blood exposure to the mouth of
the biter (if known) occurred.

v All individuals who sustain a human bite should be assessed for tetanus
prophylaxis and possible antibiotic prophylaxis.

Sexual

— Any allegation made by a patient of recent sexual assault should receive prompt forensic
evaluation by a healthcare professional trained in collecting sexual assault forensic
evidence.

— For Post-Exposure Prophylaxis (PEP) evaluation, indicate the type of sexual exposure:
receptive anal intercourse, receptive vaginal intercourse, or other sexual exposure.

— If the behavior is recurrent or occurred more than 72 hours ago, PEP is not typically
indicated.

Shared injection drug use equipment
— Assess the nature/timing of the exposure and whether or not the behavior is recurrent.

— If the behavior is recurrent or occurred more than 72 hours ago, PEP is not typically
indicated.

Intact skin

— Exposure of intact skin (without signs of abrasion) to blood or other infectious body fluid
does not constitute an exposure and does not require follow-up.

Step 2. Evaluate the Source Case or Cases (If Known)

= To obtain information about the source case or cases, utilize all available information including
review the sources medical records and interviewing the source.

= Record previous and current laboratory results (HIV test results, HBsAg, and HCV antibody).

= If the source is known to be HIV+:

[0}

Obtain results of the most recent HIV viral load and CD4+ T-cell count, history of
antiretroviral therapy, results of any resistance testing.

Resistance testing of the source case at the time of exposure is not useful because the results
will not be available in time to select the PEP regimen.

= If HIV status of source is unknown:

(0]

Obtain an HIV test.

= Whenever the source case is known, the HIV status of the exposure source patient should be
determined to guide appropriate use of HIV PEP.

* Administration of PEP should not be delayed while awaiting test results.
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= If the source patient is determined to be HIV negative,

0 PEP should be discontinued, and no follow-up HIV testing for the exposed patient is
indicated.

= If source is HBsAg+:

0 Review documentation in the medical record and discuss the case.

Step 3. Evaluate the Health Status of the Exposed Person

= Obtain the following baseline labs on the exposed person (preferably within 24 hours):
0 HIV Test

0 Anti-HBs (if previously completed hepatitis B (Hep B) vaccination series or vaccination status
is uncertain, and if post vaccination anti-HBs test results are unavailable)

0 Total Anti-HBc (if post-vaccination anti-HBs < 10 ml U/mL or if not vaccinated or
incompletely vaccinated)

o HCV Antibody (HCV Ab) (if not HCV Ab +)

0 A pregnancy test should ordinarily be obtained for females unless they have a history of
hysterectomy or are post-menopausal.

= Assess vaccination status for tetanus and Hep B.

o0 If available, note dates of Hep B vaccination and results of vaccine response testing. (Persons
with anti-HBs > 10 ml U/ml are considered responders and immune; those with anti-HBs <
10 ml U/ml are non-responders and potentially susceptible.)

0 Persons with unknown Hep B vaccine response status should be tested for anti-HBs.

= Note other medical conditions, current medications, and drug allergies.

Step 4. Determine Need for HIV PEP (Post-Exposure Prophylaxis)

= OQutlined below is the assessment process for determining need for HIV post-exposure
prophylaxis.

= Prompt assessment and follow-up is essential.
= Ideally, HIV PEP is initiated within two hours of the exposure.

= If PEP is delayed more than 36 hours, seek expert consultation.

Consultation on post-exposure management for HIV, HBV, and HCV is available at:

PEPIine, the National Clinicians' Post-exposure Prophylaxis Hotline, at
1-888-448-4911 (every day, 9 a.m. - 2 a.m. EST).

= Determining the need for HIV PEP:

0 Recommendations for PEP are based on the HIV status of the source case, and the type and
conditions of the exposure.
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0 The table below is adapted from USPHS/CDC recommendations and can be used as a clinical
tool to assist in determining the need for PEP.

0 Individuals exposed to a known or suspected HIV-infected source case should be
counseled about the need for the PEP regimen to be initiated promptly and carried out
for 28 days.

Table 3. HIV Exposures: PEP Recommendations

i 3. Recommendations Based on HIV Status of the Source
1. Exposure Type 2. Condition
HIV+ HIV Status Unknown

Percutaneous Any severity PEP Consider PEP
(includes illicit tattoo)
Mucous Membrane | Small volume PEP Generally no PEP

Large volume PEP Consider PEP
Non-intact skin Small volume PEP Generally no PEP

Large volume PEP Consider PEP
Sexual? Receptive anal or vag sex PEP generally recommended Consider PEP
(<72 hrs/not recurrent) | other sexual exposure PEP PEP not recommended
Sharing IDU equip! | <72 hrs/not recurrent PEP Consider PEP

1 PEP is generally not indicated > 72 hours after exposure or if behavior is either frequent or recurrent. PEP may considered after longer
intervals (e.g., one week) on a case-by-case basis for exposures that represent an extremely high risk of transmission.

2 For the purposes of these guidelines, receptive anal and vaginal intercourse are the only types of sexual exposures that should be
considered for PEP (except if trauma or assault).

Adapted from:
CDC, MMWR. 2005;54(No. RR-9). At http:/www.cdc.gov/immwr/pdf/rr/rr5409.pdf
CDC, MMWR. 2005;54(No. RR-2). At http://www.cdc.govimmwr/PDF/rr/rr5402.pdf
USPHS. Infect Control Hosp Epidemiol. 2013;34(9); 875-892. At http://www.jstor.org/stable/10.1086/672271

= Preferred regimens for HIV PEP

0 PEP can still be associated with severe side effects and is not justified for exposures that
pose a negligible risk for transmission.

0 Recognizing that each case is unique. Consultation is available at: PEPline, the National
Clinicians' Post-exposure Prophylaxis Hotline, at 1-888-448-4911 (every day, 9 a.m. -
2 a.m. EST).

0 The CDC along with the U.S Department of Health and Human Services has suggested HIV
medications as HIV PEP. Based on these suggestions we recommend:
Tenofovir Disoproxil Fumarate 300 mg 1 tablet daily plus
e Lamivudine 300 mg 1 tablet daily plus
e Tivicay (dolutegravir) S0 mg 1 tablet daily

—  This regimen is given once daily as 3 different pills, typically for 28 days.

— The regimen is tolerable, potent, conveniently administered, and associated with
minimal drug interactions.

—  Persons with decreased renal function, active HBV (HBsAg+) and/or pregnant may need
an alternative regimen.
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= Monitoring and management of PEP toxicity

(o}

Exposed individuals who are prescribed PEP should be monitored for drug toxicity by testing
at baseline and again at two weeks after starting PEP.

Monitoring should include at least a CBC and a CMP.

If toxicities are identified, modification of the regimen should be considered after expert
consultation.

= Post-exposure follow-up

[0}

Individuals with exposure to HIV should receive follow-up counseling, post-exposure testing,
and medical evaluation-regardless of whether they receive PEP.

Follow-up HIV Testing:

—  After baseline testing at the time of exposure, follow-up HIV-antibody testing should be
performed at the following intervals after the exposure date: 6 weeks, 12 weeks, and 6
months.

= Special considerations for HIV PEP

(o}

(@]

While expert consultation regarding provision of HIV PEP is generally advised, it is considered
essential in the following special situations listed below.

Delayed initiation of HIV PEP: PEP for occupational exposures should generally not be
delayed beyond 24-36 hours post-exposure, PEP for sexual and injection drug use related
exposures should not typically be provided after 72 hours.

—  The maximum time interval after which PEP provides no benefit is unknown.
Unknown source (e.g., needle in a sharps container/tattoo needles):

—  Decide about using PEP on a case-by-case basis, in consultation with the PEPline.
The CDC does not recommend testing needles or other sharp instruments for HIV.
Known or suspected pregnancy in the exposed person:

—  Pregnancy does not preclude the use of optimal PEP regimens, and PEP should not be
withheld on the basis of pregnancy.

= Expert consultation should be sought in all cases in which antiretroviral
medications are prescribed to pregnant patients for PEP.

—  The following medications are contraindicated for use in pregnant Women efavirenz
(during first trimester) and nelfinavir, as well as the combination of didanosine and
stavudine.

Source case has evidence of antiretroviral resistance:

—  When the source patient's virus is known or suspected to be resistant to one or more of
the drugs being considered for the PEP regimen, then expert consultation is strongly
advised.

= If this information is not immediately available, the initiation of PEP, if indicated,
should not be delayed.

* The regimen can be modified after PEP has been initiated whenever such
modifications are deemed appropriate, based on relevant information received.

PEP side effects:

—  Health care providers who are knowledgeable about the possible drug toxicities, drug
interactions, and need for adherence should discuss these issues with the patient.
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— RAL/FTC/TDF is generally well-tolerated, but side effects, if they occur, frequently can
be managed without changing the PEP regimen. Seek consultation when side effects are
difficult to manage.

Step 5. Determine Need for HBV Post-exposure Management

= General Principles

0 Prompt assessment and follow-up is essential in the evaluation and decision-making
regarding HBV post-exposure management.

0 Management of exposures to possible Hepatitis B virus (HBV) is dependent upon the source
case lab test results and the vaccination status of the exposed person.

0 *No HBIG should be given prior to examination of the lab serology and HBV vaccination
status of those involved in the exposure.

0 The source case:

—  The source (if known) should be tested for Hepatitis B surface antigen (HBsAg); those
source cases that are HBsAg positive should be tested for HBeAg (Hepatitis B e antigen).

0 The exposed person:

—  The exposed person should be assessed for Hepatitis B vaccination status and vaccine
response status (previous anti-HBs result).

—  Previously vaccinated persons who were not tested for anti-HBs (Hepatitis B surface
antibody = HBsAB) post-vaccination should be tested for anti-HBs.

» A HBV vaccine responder is defined as a person with anti-HBs 210 mIU/mL.
* A HBV vaccine non-responder is defined as a person with anti-HBs <10 mIU/mL.
0 Testing the source patient and the exposed person should occur simultaneously.

—  Testing the source patient should not be delayed while waiting for the exposed person’s
anti-HBs test results; likewise, testing the exposed person should not be delayed while
waiting for the source patient HBsAg results.

0 If the source is unknown, the Clinician should contact Dr. Dina Paul, Chronic Disease and
Case Management Director at Wexford Corporate for direction.

—  Dr. Paul is available at dpaul@wexfordhealth.com

—  Please write in the email subject line:
» URGENT QUESTION - HBIG
—  She may also be called at 412-937-8590 extension 221

e Recommendations for post-exposure management of persons who sustain a bloodborne
exposure to an HBsAg positive or unknown source are outlined in the attached flow chart
taken from the Federal Bureau of Prisons Medical Management of Exposures guidelines. The
diagram on the following page (Management of Exposure to an HBsAg+ or Unknown Sources,
by Vaccination Status) makes recommendations based on serology and vaccination results.
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Management of Exposure to an HBsAg+ or Unknown Sources, by Vaccination Status

3 DosEs & 3 DOSESs & 3 DosESs & NOTIVACCINATED 1 DOSE ONLY 2 DOSES ONLY 2 SERIES OF 3 DOSES &
RESPONDER' RESPONSE UNKNOWN ANTI HBs < 10 IU/L (INCOMPLETE) (INCOMPLETE) NON-RESPONDER

No action

Test for anti- | Test for total anti-HBc®. Do not delay HBIG/vaccine administration while awaiting results. If anti-HBc positive then see note #6. |
required

HBs®

Give HBIG®

210 miu/mL <10 mlu/mL

CONCORNCYRNC)

&
Repeat vaccine
series
1 Give Give Repeat
i 2o vaccine HBIG in 4
dose #1 dose #3° weeks

Test for anti-HBc & HBsAg to assess for evidence of HBV infection (=26 months after exposure)
Test for Anti-HBs post-vaccination to assess for vaccine response’
(1-2 months after vaccine completed & 4-6 months after HBIG administered)

Abbreviations: HBsAg = hepatitis B
surface antigen; anti-HBs = antibody to
hepatitis B surface antigen; anti-HBc =

antibody to hepatitis B core antigen; \V
HBIG = hepatitis B immune globulin
[( If either anti-HBc or HBsAg are positive see note # 7 below. ]]
1 . )
A responder is defined as a person 3 HBIG should be administered intramuscularly as soon as possible after exposure when indicated. The effectiveness of HBIG
with anti-HBs 210 mIU/mL after 23 when administered >7 days after percutaneous, mucosal, or nonintact skin exposures is unknown. HBIG dosage is 0.06 mL/kg.
doses of HepB vaccine. A
nonresponder is defined as a person * Persons who have anti-HBs <10mIU/mL, or who are unvaccinated or incompletely vaccinated, and sustain an exposure to a

with HBs <10 mIU/mL after 2 complete
vaccine series (usually 26 doses) of
HepB vaccine

source patient who is HBsAg-positive or has unknown HBsAg status, should undergo baseline testing for HBV infection as soon
as possible after exposure, and follow-up testing approximately 6 months later. Initial baseline tests = total anti-HBc; testing at
approximately 6 months = HBsAg and total anti-HBc. If total anti-HBc or HBsAg are positive then see note # 7.

% Test for anti-HBs should be performed
1-2 months after the last dose of the
HepB vaccine series and 4—6 months
after administration of HBIG, to avoid
detection of passively administered
anti-HBs. Testing should use a 6
quantitative method that allows
detection of the protective concentration ;
of anti-HBs (210 mIU/mL). If anti-HBc positive and HBsAg is negative person is considered to have natural immunity to HBV and requires no additional

vaccination and no special evaluation unless they become immunosuppressed or immunocompromised. If HBsAg positive, then
evaluate for chronic HBV infection. See: BOP Clinical Practice Guideline. Stepwise Approach for Detecting, Evaluating and
Treating Chronic Hepatitis B Virus Infection

s If exposed person is currently in the middle of the HepB vaccination series, then continue vaccine series according to routine
schedule. If exposed person started vaccine sometime in the past, then give immediate post-exposure vaccine dose ASAP.
Dose 2 should be at least 4 weeks from dose 1; dose 3 should be at least 8 weeks from dose 2; and there should be at least 16
weeks between dose 1 and dose 3.

A positive anti-HBc indicates past or current HBV infection. Stop vaccination. Test for HBsAg: If positive see Note #7.

Adapted from: CDC guidance for evaluating health-care personnel for hepatitis B virus protection and for administering postexposure management. MMWR. 2013, 62(10):1-24. |

o ** If HBIG/HBV vaccine is recommended by Dr. Dina Paul or based on blood testing
results, it should be given within 7 days of exposure.

e Timeline:

— Blood for serology testing should be drawn immediately after notification of possible
exposure.

- Lab results should be received within 24-48 hours of submission.

— HBsAg status of the source patient and anti-HBs status of the exposed patient should
be reviewed as soon as possible upon receipt of results and treatment plan determined.

—  Ifpost-exposure management is warranted, Hepatitis B Immune Globulin (HBIG) should
be obtained and administered as soon as possible, within 7 days of initial exposure.

* HBIG Drug Acquisition:

0 HBIG can be obtained within 24 hours from your facility’s emergency back-up
pharmacy or via next day shipment from Cardinal Health.

0 Cardinal Health is available by contacting Dr. Michelle Marrone, Senior Clinical Pharmacist.

—  Dr. Marrone is available at mmarrone@wexfordhealth.com
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—  She may also be called at 412-937-8590 extension 271
0 Standard weight-based dosing is 0.06 mL/kg.
—  Available HBIG products:
= Hepagam B, 5 mL vial
= Hyper Hep B SD, 5 mL vial
= Nabi-HB, 5 mL vial
0 One 5 mL vial will treat a patient weighing up to 185 1bs.
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M-020: Air Ambulance Guidelines
Reference: ACA: 5-ACI-6A-06; NCCHC: D-07

l. PURPOSE AND OVERVIEW

Air ambulance vehicles are specially equipped to transport individuals with life threatening
emergencies to the hospital.

This guideline is designed to address medical guidelines that are appropriate for the majority of
individuals with a particular disease, illness, or condition. Each person's unique clinical
circumstances may warrant individual consideration, based on review of applicable medical records.

Il.  GUIDELINE

Air ambulance transportation may be considered medically necessary when ALL the following
criteria are met:

. The emergency transport vehicle must be specially designed and equipped for transporting the
sick or injured; and

. It must have customary patient care equipment, supplies and also must have safety and
lifesaving equipment; and

. The ambulance crew must consist of at least two (2) attendants. One (1) of these attendants
must be duly qualified to provide the medical care required during transport; and

. The patient’s medical condition must require immediate and rapid transportation that cannot
be provided by land ambulance; and

. Great distances or other obstacles (for example, heavy traffic) are involved in getting the patient
to the nearest hospital with appropriate facilities for treatment.

The term "appropriate facility” refers to a hospital that is capable of providing the required level and
type of care for the patient’s illness and has available the type of physician or specialist needed to
treat the patient’s condition.

Medical necessity for air transportation is established when the patient’s condition is such that the
time needed to transport the patient by land (greater than 30-60 minutes) poses a threat to the
patient’s survival or seriously endangers the patient’s health.

Following is a list of examples of cases for which ambulance could be justified; this list is not
inclusive of all situations that justify air emergency transportation, nor is it intended to justify air
emergency transportation in all locales for the circumstances listed.

. Intracranial bleeding which requires neurosurgical intervention; or
. Cardiogenic shock; or

. Major Burns requiring treatment in a Burn Center; or

. Conditions requiring treatment in a Hyperbaric Oxygen Unit; or

J Multiple severe injuries; or

. Life-threatening trauma; or

J High risk pregnancy — (high risk of preterm delivery or high medical risk to mother or fetus).

The vehicle and crew utilized for air ambulance transport must meet all applicable local, state, and
federal regulatory certification and licensing requirements.
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The transfer of a patient from one hospital to another may be considered medically necessary if
medical appropriateness criteria are met and the transferring hospital does not have adequate
facilities to provide the medical services needed by the patient.

Examples of such services include:

. Burn units; or

. Cardiac care units; or

. Trauma units; or

. Severe rejection of transplant to transplant hospital.

The ambulance transport is covered ONLY if the hospital to which the patient is transferred is the
nearest with appropriate facilities.

Air ambulance transportation is considered not medically necessary when the above criteria have
not been met.

lll. NON-EMERGENCY TRANSPORT

In general, non-emergency air ambulance services are not considered medically necessary for the
treatment or transport of patient patients.

Non-emergency air ambulance transport is NOT considered medically necessary for the convenience
of the patient, family members/companions, or the provider(s) treating the patient.

Examples of non-covered air ambulance transportation:

. Air emergency transportation used to transport a patient to a facility for treatment because
family or patient or treating provider(s) want treatment at that facility when there is an equally
competent facility nearby.

. Air transport utilized for the patient or family’s convenience in a non-life threatening
circumstance.

IV. PRONOUNCEMENT OF DEATH

Payment may be considered for an air ambulance service when the air ambulance responds to pick
up a patient, but the patient is pronounced dead before being loaded onto the ambulance for
transport (either before or after the ambulance arrives on the scene).

. This is provided the air ambulance service would otherwise have been medically necessary.

In such a circumstance, the allowed amount is the appropriate air base rate for helicopter or other
aircraft.

. However, no amount will be allowed for mileage that would have been allowed had the
transport of a living patient been completed.

A pronouncement of death is valid only when made by an individual authorized under State law to
make such a pronouncement.

Additionally, no payment is made if the dispatcher received pronouncement of death and had
sufficient time to abort the transport. Further, no payment is made if an aircraft has merely taxied
but not taken off or, at a controlled airport, has been cleared to take off but has not actually taken
off.

Air ambulance companies must use the modifier QL (Patient pronounced dead after ambulance
called) to indicate the circumstance when an air ambulance takes off to pick up a patient but the
patient is pronounced dead before the pickup can be made.

Air ambulance companies must maintain documentation, sufficient to show that:
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. The air ambulance was dispatched to pick up a patient;
. The aircraft was en route to make the pickup;

. The patient to whom the dispatch relates was pronounced dead before being loaded onto the
ambulance for transport;

o The pronouncement of death was made by an individual authorized by State law to make such
a pronouncement; and

. The dispatcher did not receive notice of such death pronouncement in sufficient time to permit
the transport to be aborted before in route for pick-up.

V.  ADDITIONAL AIR MILEAGE

Additional air mileage or wait time may be considered in situations where additional mileage or wait
time is incurred due to circumstances beyond the ambulance pilot’s control. These circumstances
include, but are not limited to, the following:

. Military base and other restricted zones, air-defense zones, and similar FAA restrictions and
prohibitions

o Hazardous weather
. Variances in departure patterns and clearance routes required by an air traffic controller

If the air transport meets the criteria for medical necessity, claims for air transports may account
for all mileage from the point of pickup including where applicable: ramp to taxiway, taxiway to
runway, take-off run, air miles, roll out upon landing, taxiing after landing.

If no transport of a patient occurs, no covered service is rendered. Therefore, when multiple ground
and/or air ambulance providers respond, payment may be made only to the ambulance provider
that actually furnishes the transport. Ambulance providers that arrive on the scene but do not
furnish a transport are not due payment.

If no transport of a patient occurs no covered service is rendered. Therefore, payment will not be
made to the ambulance company. This applies to situations in which the patient refuses to be
transported, even if medical services are provided prior to loading the member onto the ambulance.
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M-021: Supplemental Oxygen Guideline
Reference: ACA: 5-ACI-6C-06; NCCHC: F-01

l. OVERVIEW

Oxygen is administered by devices that provide controlled oxygen concentrations and flow rates.
Oxygen therapy should maintain adequate tissue and cell oxygenation while avoiding oxygen
toxicity. Patient monitoring is provided to assure that the proper mixtures of gases, mists, and
aerosols are being received.

Il.  GUIDELINES

Oxygen and oxygen supplies may be considered medically necessary for appropriately selected
patients only in cases when oxygen is prescribed by a physician, and the prescription must specify:

. A diagnosis of the disease requiring use of oxygen.
. Oxygen concentration and flow rate.

. Frequency of use (if an intermittent or leave in oxygen therapy, order must include time limits
and specific indications for initiating and terminating therapy).

o Method of delivery.

. Duration of use (if the oxygen is prescribed on an indefinite basis, care must be periodically
reviewed to determine whether a medical need continues to exist).

Oxygen therapy may be considered medically necessary for:

o Severe lung disease, defined as either: a resting arterial oxygen partial pressure (PaO2) below
55 mm Hg; or O2 saturation less than 90%; or symptoms associated with oxygen deprivation,
(i.e. Impairment of cognitive processes, restlessness, or insomnia). Examples of severe lung
disease include, but are not limited to:

0 Chronic obstructive pulmonary disease (COPD)
Pulmonary fibrosis
Cystic Fibrosis

Bronchiectasis

o O O o

Recurring congestive heart failure due to chronic cor pulmonale
0 Chronic lung disease complicated by erythrocytosis (hematocrit >56%)

Supplemental oxygen therapy may be considered medically necessary during sleep in an individual
with ANY of the following conditions:

. Unexplained pulmonary hypertension, cor pulmonale, edema secondary to right heart failure,
or erythrocytosis and hematocrit is greater than 56%.

. When obstructive sleep apnea (OSA), other nocturnal apnea, or a hypoventilation syndrome
has been ruled out and there is documentation of desaturation during sleep to an SaO2 of
equal to or less than 88% for greater than 30% of the night.

. When an individual with documented OSA, other nocturnal apnea, or a hypoventilation
syndrome experiences desaturation during sleep to a SaO2 of equal to or less than 88% for
greater than 30% of the night which persists despite use of continuous positive airway pressure
(CPAP) or non-invasive positive pressure ventilation (NIPPV) devices.

Oxygen therapy is considered not medically necessary for the following conditions:
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. Angina pectoris in the absence of hypoxemia.
o Breathlessness without evidence of hypoxemia.

. Severe peripheral vascular disease resulting in clinically evident desaturation in one or more
extremities.

. Terminal illnesses that do not affect the lungs.

Portable oxygen systems may be considered medically necessary only if the patient ambulates on a
regular basis.

Oxygen saturations cannot be performed by a Durable Medical Equipment company or a respiratory
equipment provider.

Services that do not meet the criteria of this guideline will not be considered medically necessary.

Medical guidelines do not constitute medical advice, nor are they intended to govern the practice of
medicine. They are intended to reflect Wexford Health Sources’ medical necessity guidelines. This
guideline is designed to address medical guidelines that are appropriate for the majority of individuals
with a particular disease, illness, or condition. Each person’s unique clinical circumstances may
warrant individual consideration, based on review of applicable medical records.
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M-022: Vivitrol® (Naltrexone) Re-Entry Program

Reference: ACA; SAMSHA; ALKERMESE; FDA Vivitrol® Prescribing Guidelines
Reviewed: May 27, 2022

GUIDELINE

Medication Assisted Treatment (MAT) in the form of Vivitrol, prior to release, has been shown to
lessen chances of relapse or overdose of opioids once the patient is released back into the
community.

In facilities with a Vivitrol program, Wexford Health medical personnel will collaborate with site
administration, Behavioral Health Therapists and, if applicable, community stakeholders to identify
incarcerated patients who would benefit from an initial dose of Vivitrol prior to release from
incarceration.

Wexford Health's guidance is based on the recommended best practices, as well as guidelines set
forth by the pharmaceutical company Alkermes that manufactures Vivitrol, Substance Abuse and
Mental Health Administration (SAMSHA) and the Food and Drug Administration (FDA) and the
American Correction Association (ACA).

INFORMATION

There are two (2) forms of naltrexone, Vivitrol is an extended-release naltrexone injection and
naltrexone is a short-acting oral tablet. Both versions of naltrexone are U.S. Food and Drug
Administration approved to help patients avoid relapse in opioid as well as alcohol dependence
AFTER detoxification.

The U.S. Federal Drug Administration (FDA) approved naltrexone oral in 1983 and Vivitrol in 2010
for the treatment of opioid addiction. Naltrexone and Vivitrol were both FDA-approved to treat
alcohol dependence in 2006.

Vivitrol® (naltrexone injection) is the extended-release version of naltrexone and is administered by
intramuscular injection once a month. Vivitrol helps patients avoid relapse and reduces recidivism.

Vivitrol injection is also used to treat alcoholism by reducing the urge to drink alcohol. This may
help patients drink less or stop drinking altogether. Naltrexone (oral or extended-release injection)
will not decrease the effects of alcohol recently consumed.

Vivitrol or naltrexone is not a cure for drug addiction or alcoholism.

Vivitrol® is manufactured by Alkermes Inc., which may provide the first shot, at no cost, for a
patient in a correctional facility.

WARNINGS AND PRECAUTIONS

A. Vulnerability to Opioid Overdose Following Vivitrol Injection
1. After opioid detoxification, patients are likely to have a reduced tolerance to opioids.
2. Vivitrol blocks the effects of exogenous opioids for approximately 28 days after
administration.
3. As the blockade wanes and eventually dissipates completely, use of previously tolerated

doses of opioids could result in potentially life-threatening opioid intoxication
(respiratory compromise or arrest, circulatory collapse, etc.).

4. Cases of opioid overdose with fatal outcomes have been reported in patients who used
opioids at the end of a dosing interval, after missing a scheduled dose, or after
discontinuing treatment.
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S. Patients should be informed of this increased sensitivity to opioids and the risk of
overdose.

6. Any attempt by an individual to overcome the Vivitrol blockade by taking opioids may
lead to fatal overdose.

a. Although Vivitrol is a potent antagonist with a prolonged pharmacological effect,
the blockade produced by Vivitrol is surmountable. The plasma concentration of
exogenous opioids attained immediately following their acute administration may
be sufficient to overcome the competitive receptor blockade.

b. This poses a potential risk to patients who attempt, on their own, to overcome the
blockade by administering large amounts of exogenous opioids.

7. Patients should be told of the serious consequences of trying to overcome the opioid
blockade.

a. This increased sensitivity and risk of fatal outcome including death should be
explained to patient by both the Behavioral Health Therapists and medical staff
members.

B. Possible Injection Site Reactions Following Vivitrol Injection
1. Vivitrol injections may be followed by pain, tenderness, induration, swelling, erythema,

bruising, or pruritus; however, in some cases injection site reactions may be very severe.

2. Injection site reactions not improving may require prompt medical attention, including,
in some rare cases, surgical intervention.

3. Inadvertent subcutaneous/adipose layer injection of Vivitrol may increase the likelihood
of severe injection site reactions.

4. Select proper needle size for the patient body habitus and use only the needles provided
in the carton.

S. Patients should be informed that any concerning injection site reactions should be
brought to the attention of their healthcare provider.

C. Possible Precipitation of Opioid Withdrawal Following Vivitrol Injection

1. When withdrawal is precipitated abruptly by administration of an opioid antagonist to
an opioid-dependent person, the resulting withdrawal syndrome can be severe.

a. Some cases of withdrawal symptoms have been severe enough to require
hospitalization, and in some cases, management in the ICU.

2. To prevent occurrence of precipitated withdrawal, opioid-dependent patients, including
those being treated for alcohol dependence, should be opioid-free (including tramadol)
before starting Vivitrol treatment:

a. An opioid-free interval of a minimum of 7-10 days is recommended for patients
previously dependent on short-acting opioids.

b. Patients transitioning from buprenorphine or methadone may be vulnerable to
precipitated withdrawal for as long as two weeks (14 days).
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3. If a more rapid transition from agonist to antagonist therapy is deemed necessary and
appropriate by the healthcare provider, monitor the patient closely in an appropriate
medical setting where precipitated withdrawal can be managed.

4. Patients should be made aware of the risk associated with precipitated withdrawal and
be encouraged to give an accurate account of last opioid use.

D. Possible Hepatotoxicity Following Vivitrol Injection

1. Cases of hepatitis and clinically significant liver dysfunction have been observed in
association with Vivitrol.

2. Warn patients of the risk of hepatic injury; advise them to seek help if experiencing
symptoms of acute hepatitis.

3. Discontinue use of Vivitrol in patients who exhibit acute hepatitis symptoms.
E. Possible Depression and Suicidality Following Vivitrol Injection

1. Alcohol- and opioid-dependent patients taking Vivitrol should be monitored for
depression or suicidal thoughts.

F. When Reversal of Vivitrol Blockade Is Required for Pain Management

1. For Vivitrol patients in emergency situations, suggestions for pain management include
regional analgesia or use of non-opioid analgesics.

2. If opioid therapy is required to reverse the Vivitrol blockade, patients should be closely
monitored by trained personnel in a setting staffed and equipped for CPR.

Iv. PROCESS FOR REFERAL AND EVALUATING APPROPRIATENESS FOR PROGRAM PARTICIPATION
A. Referrals

1. Referrals will be identified by the onsite Behavioral Health Therapists working
collaboratively with the NMCD and potentially other stakeholders.

2. Once a possible candidate is identified the patient will be referred to Medical for
evaluation of the medical appropriateness in program participation.

B. Criteria for Evaluating Appropriateness for Program Participation
1. The patient must have a clinically significant problem with alcohol and/or opioids.
2. The patient must be motivated for treatment and committed to staying substance free.
3. Drug and alcohol use:
a. The patient must be free from active substance use (of all substances).
b. The patient must be free from ALL opioids for a minimum of 7-10 days. Longer

acting opioids may need 14 days or longer (e.g., methadone).

c. The patient must be at least seven (7) days free from ALCOHOL use. (Studies show
increase success with alcohol abstinence if the individual is at least seven (7) days
without alcohol consumption.) This is for individuals prescribed Vivitrol for
alcoholism, not opioid use disorder (OUD).

d. Refer to the Opioid Use Screener tool (see M-022.01 Opioid Use Screener).
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4, Timing with release date:

a.

Referrals to medical from Behavioral Health Therapists should typically occur
approximately four (4) to five (5) weeks prior to the patients release from custody
date (PRD).

Screening Labs should be conducted approximately three (3) weeks prior to the
patients PRD.

The patient will ideally be assessed by the medical provider for program
participation appropriateness two (2) weeks prior to the patients PRD.

If found to be medically appropriate by the medical provider, the patient will
participate in the nursing assessment and naltrexone challenge preferably
immediately following the provider assessment.

If the patient passes the nursing assessment, as well as the Naltrexone Challenge,
the patient should receive Othe Vivitrol injection the same day.

The patient should be within two (2) weeks of his/her projected release date
(PRD) for the Vivitrol injection to be administered.

S. Choosing the patient — additional criteria for the Behavioral Health Therapist
and medical to consider:

a.

For the program to be successful, the patient must have access to Vivitrol
following release.

The patient must sign an agreement to participate in ongoing treatment following
release, this may include a treatment program or a provider’s office.

The patient must have insurance coverage (or is eligible to receive an application
for benefits upon release or qualifies for grant funding program).

The patient also must be absent from any manufacturer-identified exclusion
criteria as well as contraindications listed below:

i. The patient is currently receiving opioid analgesics.

ii. The patient is expected to require opioid analgesics for pain.

iii. A patient who is in acute opioid withdrawal.

iv. A patient with a positive urine drug screen for opiates.

V. A patient who has failed the naltrexone challenge.

Vi. Hepatotoxicity has been observed, by elevated AST or ALT or both.

vii. Stable chronic Hepatitis B or C is not a contraindication to receiving the
injection, but a provider’s evaluation is needed.

1) Acute Hepatitis is a contraindication.

viii. Testing indicates severe renal failure, or moderate to severe renal
insufficiency.

ix.  The patient has a diagnosed unstable psychiatric illness.
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X. The patient has a positive pregnancy test.

xi.  The patient has exhibited hypersensitivity to Vivitrol/naltrexone or any of
the components of Vivitrol/naltrexone.

V.  TESTING/EVALUATION FOR PROGRAM APPROPRIATENESS

A. The designated Behavioral Health Therapist shall discuss the course of treatment with the
patient and complete a Consent for Vivitrol®/Naltrexone Program Participation form (see
M-022.02, Consent for Vivitrol®/ Naltrexone Program Participation).

1. The Behavioral Health Therapist will also need to obtain the patients’ signature on the
consent form.

2. This paperwork needs to be forwarded to the designated medical staff member.

B.  The designated Nurse will enter the orders for the designated laboratory testing at the to be
completed three (3) weeks prior to release and set up a provider appointment for two (2)
weeks prior to release from custody.

C.  The laboratory tests shall include:
1. Urine pregnancy test (females)
2. CMP
3. Hepatitis B Surface Antigen (HBsSAG)
4. Hepatitis C Antibody (HCV Ab)

D. During the medical provider visit the designated provider will review the lab results and
conduct the examination.

1. If the provider determines that the patient is clinically appropriate for Vivitrol, the
designated provider shall order (preferably to occur the same day):

a. An onsite urine drug screen
i. Upon the urine drug screen being negative, the naltrexone challenge.
b. Upon the naltrexone challenge being negative and the nursing assessment has

determined the patient appropriate, the provider will order:
i. One (1) Vivitrol 4cc deep intramuscular injection to be administered.

2. This injection will occur concurrently with the provider examination so there is a
provider present during the injection to monitor any reaction.

VI. THE ROLE OF BEHAVIORAL HEALTH THERAPIST

A. To assure that the patient experiences a smooth transition back into the community linking
the patient with post-release care is imperative to the success of the patient.

1. Scheduled follow-up after release:

a. The patient must have a scheduled follow-up appointment with a designated
community-based treatment program or a community-based provider that
will continue Vivitrol once released.
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i. Coordination of this follow-up service after release from custody will be the
responsibility of the Behavioral Health Therapist.

1) This appointment will be scheduled to ensure resources are available
to the patient upon release.

2) The post-appointment must be scheduled prior to the referral to
medical services to ensure the patient has adequate access to services
post-release.

3) Individuals without community resources upon release, would not be
appropriate for the Vivitrol release program.

ii. Providing a warm hand-off to transfer care upon release provides the patient
with a follow-up appointment for their second injection, as well as ensures
that continuity of care is provided.

iii.  Obtaining a release of information with the provider and/or clinic will
provide a foundation to ensure the patient has a smooth transition upon
reentry.

B. Three (3) to five (5) weeks prior to the PROJECTED RELEASE DATE, the Behavioral Health
Therapist or designee, shall confirm that an appointment has been made with the partnered
community Vivitrol provider to allow for continued services following release, and inform the
medical team, as well as the patient of the confirmed appointment.

VIl. NURSING PROCEDURES

A. Assessment Prior to Naltrexone Oral Challenge

1. Nursing staff will conduct the nursing readiness assessment once the provider orders a
naltrexone challenge.

2. The nursing assessment is completed to ensure no signs or symptoms of opioid
withdrawal are present.

3. Nursing should ensure negative results on urine pregnancy tests for all female
candidates. Vivitrol has not been studied in pregnancy.

4. Reminder: Withdrawal from opiates is dangerous to the fetus and a pregnant patient
should be referred the Subutex program (see M-O03A: Pregnancy and Opioid Use) for
treatment.

S. Nursing should ensure that the onsite urine drug screen (UDS) is negative for opiates.
a. If the UDS is positive for any substance confer with the provider prior to

administering the naltrexone challenge.

6. Nursing should ensure that the provider has evaluated the patient and reviewed the

relevant laboratory studies prior to administering the challenge.

B. Naltrexone Oral Challenge

1.

The naltrexone challenge is a one-time dose of naltrexone 25 mg (half of a 50mg tab) by
mouth to ensure the patient has no adverse effects from the medication and is fully
opiate free.
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2. The naltrexone challenge shall occur in the health services unit where the patient shall
be observed for withdrawal signs and symptoms.

3. Refer to the nursing decision making tree for the step-by-step process (see M-022.03,
Vivitrol®/ Naltrexone — A Step-by-Step Guide for Nurses) as well as the nursing
assessment for directions.

a. Complete the Patient Readiness Assessment form (see M-022.04, Patient
Readiness Assessment).

i. Vital signs
ii. Recent opioid use
iii.  Pregnancy test (if applicable)

iv. Conduct baseline COWS

V. If score is 4 or less — and good evidence exists of no use in the past 7-10
days, proceed with naltrexone challenge by administering naltrexone 25mg
by mouth.

vi.  The naltrexone challenge involves oral administration of 25 mg of naltrexone

(i.e., half of a 50 mg tab), and is negative if no withdrawal signs or symptoms
are apparent after 172 hours (90 minutes).

vii.  Observe for 90 minutes
viii. Repeat COWS

ix.  Upon clearance from the naltrexone challenge, the nursing staff shall follow
the provider’s order for the daily naltrexone oral or Vivitrol injection as well
as documentation of the process on the assessment form.

C. Assessment Prior to Vivitrol Injection

1. A nursing assessment should be reviewed to ensure no signs or symptoms of opioid
withdrawal are present. (If the injection occurs, directly following the naltrexone
challenge additional assessment is not indicated.)

2. Nursing should ensure negative results on urine pregnancy tests for all female
candidates.
3. Nursing should ensure that the urine drug screen is negative for all substances and the

patient had a negative naltrexone challenge (25 mg administered orally) with no opioid
withdrawal present.

4. Administer the Vivitrol injection per provider order if deemed appropriate by the nursing
assessment, naltrexone challenge and urine drug screen.

D. Nursing Preparation and Administration of Vivitrol
1. Vivitrol is supplied in single-use cartons.
2. The products shall be visually inspected for particulate matter and discoloration prior

to administration.

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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Vivitrol shall be suspended only in the diluent supplied and must be administered only
with one (1) of the needles supplied.

Select needle length based on the patient’s body size.

a. Consider using the 2-inch needle with protection device for patient with a large
amount of subcutaneous tissue overlying the gluteal muscle.

b. Alternative treatment shall be considered for patients whose body type precludes
an intramuscular injection with one of the provided needles.

Warming the injection:

a. If there is not the mechanism to pull the injection from refrigeration 30-45
minutes prior to administration, then warm the diluent vial to near body
temperature by rolling it in the hand until no longer cool to the touch. (If the dose
is not used, return to refrigeration as soon as possible).

After preparation, a properly mixed suspension will be milky white, will not contain
clumps, and moves freely down the walls of the vial.

E. The injection:

1. Vivitrol should be injected into deep muscle tissue to minimize risk of adverse injection
site reaction.
a. Vivitrol should NOT be administered intravenously, subcutaneously, or into

adipose tissue.

2. Proceed with dorsogluteal injection (upper outer quadrant, aspirate for blood).
a. Avoid injecting subcutaneously or into adipose.

3. If unable to inject due to a clogged needle, withdraw, replace the needle, and repeat
procedure.

4. Observe/monitor patient for an additional 10 minutes after injection for any immediate
adverse reaction.

S. Check for injection site reaction.

6. Give patient educational material (see M-022.05, Patient Counseling Tool — Vivitrol®) as
well as educate patient on signs and symptoms.

7. Remind patients they cannot take opiates while on naltrexone.

8. Note in the patient’s chart noting the patient has received a Vivitrol injection and that
no narcotics should be given to the patient.

9. Inform patient of what procedures to follow if they need to follow up with medical
regarding side effects.

F. It is important to remember: each Vivitrol shot is extremely costly, administering the shot at

the right time is important, since Alkermes only supplies one, no-cost shot per patient, so
timing is everything.

1.

If a patient receives an injection and the patients release does not occur when
originally scheduled, the medical team and MNDOC administrators shall

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline

Rev. 1/5/2023 The Wexford Companies. PROPRIETARY and CONFIDENTIAL WEXFORD MILLER 000724 76



o Medical Guidelines
WH(!’BII Region: New Mexico

determine the course of action, whether Vivitrol is continued, or if an alternative
plan of care is appropriate.

2. Upon review, if it is determined that there is not additional funding available
for the continuance of vivitrol, the patient would be transitioned at the
appropriate time, to Naltrexone Oral 50 mg tablet daily. This transition should
occur in place of the next injection.

G. Storage of Vivitrol

1. Vivitrol shall be stored under specific temperature-controlled conditions to ensure
proper delivery and patient safety.

2. The entire carton should be stored in the refrigerator (2°C-8°C, 36°F-46°F).
Unrefrigerated, Vivitrol microspheres can be stored at temperatures not exceeding 25°C
(77°F) for no more than seven (7) days prior to administration. Do not expose
unrefrigerated product to temperatures above 25°C (77°F).

3. Vivitrol should not be frozen.
H.  Vivitrol Injection Training

1. Training will be provided by Alkermes, the pharmaceutical company that provides
Vivitrol, as well as Wexford staff.

2. Training on the Vivitrol guideline will be provided to all appropriate staff as well. This
training will be provided by staff members knowledgeable about this Vivitrol guideline.

Vill. ATTACHMENTS

M-022.01 Opioid Use Screener

M-022.02 Consent for Vivitrol®/ Naltrexone Program Participation
M-022.03 Vivitrol®/ Naltrexone Step-by-Step Guide for Nurses
M-022.04 Patient Readiness Assessment

M-022.05 Patient Counseling Tool - Vivitrol®

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline
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M-022.01 Opioid Use Screener (SAMPLE)

Opioid Use Screener

Patient Name ID: Date:

Question YES NO
Have you used opioids for larger amounts or over a longer period than intended?

Have you tried to cut down or control your opioid use?

Were you taking a lot of time finding opioids, using opioids, or recovering from opioids?
Do you have cravings or a strong desire to use opioids?

Have opioids interfered with your roles at work, school, or home?

Have you previously continued to use opioids despite people telling you that you need
help?

Have you given up social, occupational or recreational activities due to opioids?

Have you continued to use opioids in situations where it is physically hazardous?

Do you continue using opioids despite knowing it is hurting you physically and mentally?
10 | Have you noticed you needing more opioids to get the desired effect you want?

11 | Have you gotten ill when trying to quit opioids or do you keep using to avoid withdrawal
symptoms?

12 | How many times have you been in treatment for opioid addiction?

13 | Are you currently in an opioid treatment program?

If yes to 13 — Which program?

14 | Are you currently on methadone under the supervision of a provider?

15 | Are you currently on buprenorphine under the supervision of a provider?

OB IWIN|-

O (00|

This section is to be completed by staff

Contact information of opioid treatment program (OTP):

Was Contact made with OTP?

Was methadone / or buprenorphine RX confirmation received from OTP?

Staff Signature/ Title: Date:

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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M-022.02 Consent for Vivitrol® /Naltrexone Program Participation (SAMPLE)
Consent for Vivitrol Injection or Naltrexone Oral
Program Participation
Patient Name: DOB: Patient ID#:

This document is presented to you, as you have expressed interest in participating in the Vivitrol/naltrexone program offered by Wexford Health to
assist you in your recovery process. Medication Assisted Treatment (MAT) for Opioid Use Disorder or Alcoholism is not a substitute for addiction
counseling or treatment and must be used in conjunction with counseling and/or treatment to promote positive outcomes.

Naltrexone (or the injection Vivitrol) will assist you in your early recovery efforts by reducing cravings to use alcohol and/or opiates.

Utilizing MAT allows individuals to focus on addressing additional treatment needs to include cognitive, emotional, and social issues as well as re-entry
needs such as housing, employment, and community re-unification.

To be referred for MAT, you have met certain criteria, which suggest you are engaged in recovery and intend to refrain from future substance misuse.
You must be free from opioids 7 to 10 days prior to starting Vivitrol injection or naltrexone oral.

When used as prescribed, Vivitrol/naltrexone reduces your craving for alcohol and/or opiates, as stated above, and if you do relapse, it will block the
high that accompanies opioid or alcohol use.

Discontinuing naltrexone or Vivitrol could result in a life-threatening overdose when returning to a previous level of drug use, as tolerance to opiates
decreases because of the use Vivitrol/naltrexone.

The use of Vivitrol/naltrexone could be associated with not feeling the usual effects of opioid-containing medications. This includes medicines for pain,
nausea, and diarrhea.

Prior to your first dose of medication, program staff will meet with you to discuss specifics of Vivitrol/naltrexone use. To ensure you are appropriate for
the medication, a liver enzyme panel and a measurement of BUN and creatinine will be performed to ensure that you do not have active liver
impairment.

Additional tests or procedures could be ordered by the provider depending on your medical history. After being medically cleared, you will be scheduled
to receive your first small dose of medication, prior to administering a full dose. Medical staff will monitor your response to the medication to ensure no
reaction occurs before administering your first Vivitrol injection or full dose of naltrexone oral.

Vulnerability to Opioid Overdose:

*  After opioid detoxification, individuals are likely to have a reduced tolerance to opioids. Vivitrol blocks the effects of opioids for approximately
28 days after administration. As the blockade wanes and eventually dissipates completely, use of previously tolerated doses of opioids
could result in potentially life-threatening opioid intoxication (respiratory compromise or arrest, circulatory collapse, etc.).

*  Cases of opioid overdose with fatal outcomes have been reported in individuals who used opioids at the end of a dosing interval, after
missing a scheduled dose, or after discontinuing treatment. There is an increased sensitivity to opioids and the risk of overdose.
Narcan/naloxone for the emergency treatment of opioid overdose, should be kept on hand. Narcan/naloxone is available at most
pharmacies, at no cost.

+  Although Vivitrol/naltrexone is a potent antagonist with a prolonged pharmacological effect, the blockade produced by Vivitrol/naltrexone is
surmountable. The plasma concentration of opioids attained immediately following administration may be sufficient to overcome the
competitive receptor blockade. This poses a potential risk to all individuals who attempt, on their own, to overcome the blockade by
administering large amounts of opioids.

*  Any attempt to overcome the Vivitrol/naltrexone blockade by taking opioids may lead to fatal overdose.

| have fully reviewed the information provided to me on Vivitrol/naltrexone. | understand that participation in this program begins with successful
participation in treatment programing. | understand that by agreeing to participate in this program, | am agreeing to remain drug-free, attend all
scheduled appointments, and remain compliant with the medication regimen. Upon agreeing to engage in this program, | will meet with medical staff
to review specific details of taking Vivitrol/Naltrexone. | understand that the Vivitrol injection is extended release and will last approximately 4 weeks
before needing an additional injection, and the Naltrexone oral is short acting and will last up to 24 hours before needing your next dose

| have fully reviewed the information provided to me on Vivitrol/naltrexone. | understand that participation in this program begins with successful
participation in treatment programing. | understand that by agreeing to participate in this program, | am agreeing to remain drug-free, attend all
scheduled appointments, and remain compliant with the medication regimen. Upon agreeing to engage in this program, | will meet with medical staff
to review specific details of taking Vivitrol/naltrexone. | understand that the Vivitrol injection is extended release and will last approximately 4 weeks
before needing an additional injection, and the naltrexone oral is short acting and will last up to 24 hours before needing your next dose

| understand that my participation in this program is voluntary, and that | may revoke this consent at any time. By signing this form, | am indicating my
interest in further pursuing the use of Vivitrol/naltrexone as part of my recovery efforts.

Patient Signature: Date: I Patient ID#:

Staff Signature: Date: I

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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M-022.03 Vivitrol ® /Naltrexone Step-by-Step Guide for Nurses

Vivitrol ®/Naltrexone - A Step-by-Step Guide for
Nursesl

Step 1. Patient History Step 2. Medical Evaluation Step 3. Shared Decision-

Making
Initial Assessment Medical History Appropriateness for XR-

(Naltrexone Readiness Form) » Complications (infections, Naltrexone
* Patient Information overdoses, liver disease) * Provide information about
* Drug use: type, amount, route * Physical exam: vital signs, patient's medical status and
e Treatment history: infections (abscesses, cellulitis) diagnosis

medications, response, * Labs: CBC, chemistry, UA, = Review consequences of

adherence pregnancy, hepatitis panel, opioid use

drug toxicology, breathalyzer Provide information about

opioid use disorder and its

treatment

Review information on use and

side effects of naltrexone

(Naltrexone Education Form)

* Review diagnostic information
(patient's medical status and

diagnosis)

! Adapted from MAT Training, Providers' Clinical Support System for Medication Assisted Training, SAMHSA

Page 1 of 3
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Vivitrol ®/Naltrexone — A Step-by-Step Guide for Nurses (cont'd)

Step 4. Assessment-Patient Readiness

Initial Readiness Assessment for Naltrexone

1. Complete Readiness form
a. Vital signs
b. Recent opioid use screen
c. Pregnancy test
d. Conduct baseline COWS
2. Maltrexone Challenge
a. Repeat COWS

rd . N\

NO USE USE USE
within past 10-14 days within past 14 days but not the within past 7 days
* |F: Good evidence of opioid past 7 days = Inmate-Patient may still be
abstinence in past 7-10 days, OR + Naltrexone Challenge OR physically dependent even
no withdrawal symptoms, and (Positive) with an Opioid-negative drug
Naltrexone Challenge is + Drug Panel Dip Test panel test.
negative ) )
+ Treat withdrawal with Detox
* THEN: Proceed with the / \ Protocol and postpone
Vivitrol injection evaluation until at least 7 days
IfCOWS =4 If COWS < 4 AND no opiaid use (see USE within
Treat withdrawal Opioid negative 14 days)
with Detox dip test, the » Motify DON/HSA so they can
protocol and re- Naltrexone notify AR-Reentry Coordinator
evaluate once 7 Challenge
days is achieved increase was > 2
THEN proceed
with the injection
or p.o. naltrexone
Naltrexone (p.o.) Challenge Procedure If inmate-patient has been on naltrexone
= (Obtain baseline COWS p.o. prior to injection the Maltrexone
* |f 4 orless proceed with the challenge Challenge will still need to occur on the day
= Administer naltrexone 25 mg p.o of the injection. The 50 mg dose is not given
+  QObserve for 90 minutes in addition to 25 mg.

+ Repeat COWS

+ |fincrease is < 2 proceed with naltrexone
injection

* No need for repeated challenge the next
day unless there was a new episode of
use

— — - - - P 20f3 —
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Vivitrol ®/Naltrexone — A Step-by-Step Guide for Nurses (cont'd)

Step 5. Materials

Step 8. Observation

o Refrigeration: Keep XR-naltrexone (VIVITROL®)
always refrigerated (36°F—46°F).

e Remove from refrigeration at least 30 minutes

to the refrigerator.

¢ |IM Injection setup (gloves, alcohol, and/or betadine
swab, sterile gauze pads, adhesive bandage, and
sharps container)

¢ Follow directions on the package

before administration. If not used, it can be returned

Step 6: Drug/Patient Preparation

® Assess body habitus of patient — layer of fat over
muscle not greater than length of injection needle
(2"/usually BMI < 40)

e Review medication preparation and injection via
package insert

e There is a video available for instructional teaching;
ask your DON for the link.

Step 7: Injection

¢ Vivitrol should be injected into deep muscle tissue to
minimize risk of adverse injection site reaction

* Proceed with dorsogluteal injection (upper outer
quadrant, aspirate for blood)

e Alternate buttock with subsequent injection
¢ Avoid injecting subcutaneously or into adipose

¢ |f unable to inject because of clogged needle,
withdraw, replace the needle, and repeat procedure

e Oral naltrexone —administer remaining 25 mg dose

* Observe patient for 10 minutes for any immediate
adverse reaction.

e Check for injection site reaction

¢ Give patient educational material as well as educate
patient on signs and symptoms

e Remind patients they cannot take opiates while on
naltrexone

¢ Flag patient's chart

¢ Inform patient of what procedures to follow if they
need to follow up with medical regarding side effects

Step 9. Follow-Up (Medical)

¢ Facilitate appointment scheduling for the patient's
next follow-up with a Wexford provider. If the client
is on the pre-release program the appointment was
scheduled by the Behavioral Health Staff and written
in the chart. If the patient is on oral while
incarcerated follow-up is every 90 days unless
otherwise indicated by provider.

¢ MAR is updated and accurate

e Missed doses are reported to your DON/HSA for

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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M-022.04 Patient Readiness Assessment (SAMPLE)
Patient Readiness Assessment
Vivitrol®/Naltrexone Nursing Administration
Patient Name ID: Date:

Consent Received and Signed: [ ] Yes []No

[] Pre-release MAT (Estimated Injection date: ) [J MAT While Incarcerated [ ] Yes  [] No

| Vital Signs |
BP: Pulse: RR: Baseline COWS Score:
Is the patient currently on any Withdrawal Management? ] Yes [INo

Females: Provide Urine Pregnancy test: [_] Positive (inform clinician) [_] Negative (proceed)

| Questions for Patient ‘

Yes No
Are you currently taking any opiates? Ll L]
Do you understand that starting Naltrexone can cause immediate withdrawal if you are currently using any L] ]
opiates?
3 | Drug Use in the Past 14-30 Days | Date of Last Use Route Amount
Heroin
Suboxone
Tramadol
Oxycodone
Vicodin
Any Other Drug Use (Describe):
Yes No
Patient enrolled in substance abuse treatment services? ] ]
Provided Vivitrol education materials and reviewed potential side effects as well as discussed importance of [] []
compliance and the risk of overdose.

Naltrexone (p.o.) Challenge Procedure ‘

1. Baseline COWS (if 4 or less proceed with the challenge) (see COWS, page 3)

2. Administer naltrexone 25 mg p.o. and observe for 90 minutes

3. COWS Challenge score (if change is less than 2 proceed with XR-naltrexone injection or additional 25 mg of oral
naltrexone)

4. Positive naltrexone challenge assessment (COWS increases more than 2); conduct a urinalysis — panel dip test and follow nursing
Naltrexone Step-by-Step Guide for “use”

Results:

5. No need for repeated challenge on the day following the naltrexone challenge unless there was a new episode of use

6. Any additional contraindications to starting naltrexone? (Upcoming surgery) [] Yes [] No
List:

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline Page 1 of 3
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Patient Readiness Assessment (Cont'd)

Vivitrol Injection Administration

Injection Delivered: [ ] Yes [ ] No  Time:

IM - Dorsolateral/Upper outer quadrant (side):

Observe for 10 minutes following the injection
Any injection complications? [_]Yes [ No  Immediate sensitivity reaction? [_] Yes [_INo

If yes describe reaction/ plan:

If no Injection was given, please explain reason.

Nurse Signature Print Name

File in Medical Record or Scan to EMR - File as Vivitrol/Naltrexone: Nurse ADM

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline
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Patient Readiness Assessment (Cont'd)

Clinical Opiate Withdrawal Scale (COWS

For each item, circle the number that best describes the patient’s signs or symptoms. Rate on just the relationship to opiate withdrawal. For example,
if heart rate is increased because the patient was jogging just prior to assessment, the increase pulse rate would not add to the score.

Patient’s Name:
Reason for this assessment:

Date and Time: / /

Resting Pulse Rate: beats/minute
Measured after patient is sitting or lying for one minute
0  pulse rate 80 or below
1 pulserate 81 -100
2 pulserate 101 - 120
4 pulse rate greater than 120
Sweating: Over past % hour not accounted for by room temperature or
patient activity
0 noreport of chills or flushing
1 subjective report of chills or flushing
2 flushed or observable moistness on face
3 Dbeads of sweat on brow or face
4 sweat streaming off face
Restlessness: Observation during assessment
0  abletosit still
1 reports difficulty sitting still, but is able to do so
3 frequent shifting or extraneous movements of legs/arms
5  unable to sit still for more than a few seconds
Pupil size
0  pupils pinned or normal size for room light
1 pupils possibly larger than normal for room light
2 pupils moderately dilated
5  pupils so dilated that only the rim of the iris is visible

Bone or joint aches If patient was having pain previously, only the
additional component attributed to opiates withdrawal is scored
0  not present
1 mild diffuse discomfort
2 patient reports severe diffuse aching of joints/muscles
4 patient is rubbing joints or muscles and is unable to sit still
because of discomfort

Runny nose or tearing Not accounted for by cold symptoms or allergies

0 not present

1 nasal stuffiness or unusually moist eyes

2 nose running or tearing

4 nose constantly running or tears streaming down cheeks

Gl Upset: Over last ¥ hour

0  no Gl symptoms

1 stomach cramps

2 nausea or loose stool

3 vomiting or diarrhea

5  multiple episodes of diarrhea or vomiting
Tremor Observation of outstretched hands

no tremor

tremor can be felt, but not observed
slight tremor observable

gross tremor or muscle twitching

A DD 2 O

Yawning Observation during assessment
0 noyawning
1 yawning once or twice during assessment
2 yawning three or more times during assessment
4 yawning several times/minute
Anxiety or irritability

0  none

1 patient reports increasing irritability or anxiousness

2 patient obviously irritable / anxious

4 patient so irritable or anxious that participation in assessment is

difficult
Gooseflesh skin

0  skinis smooth
3 piloerection of skin can be felt or hairs standing up on arms
5  prominent piloerection

Total Score:
The total score is the sum of all 11 items

Initials of person completing assessment:

Page3of3
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M-022.05 Patient Counseling Tool - Vivitrol® (Naltrexone)

Patient Counseling Tool

VIVITROL® (naltrexone for extended-release injectable suspension)

Risk of sudden opioid withdrawal during initiation and re-initiation of VIVITROL

Using any type of opioid including street drugs, prescription pain medicines, cough, cold or diarrhea medicines
that contain opioids, or opioid dependence treatments buprenorphine or methadone, inthe 7 to 14 days before
starting VIVITROL may cause severe and potentially dangerous sudden opioid withdrawal.

Risk of opioid overdose
Patients may be more sensitive to the effects of lower amounts of opioids:

« After stopping opioids (detoxification) « |f a dose of VIVITROL is missed
« When the next VIVITROL dose is due « After VIVITROL treatment stops

Patients showld tell their family and people close to them about the increased sensitivity to opioids and the

risk of overdose even when using lower doses of opioids or amounts that they used before treatment. Using
large amounts of opioids, such as prescription pain pills or heroin, to overcome effects of VIVITROL can lead to
serious injury, coma, and death.

Risk of severe reactions at the injection site
Remind patients of these possible symptoms at the injection site:

+ |ntense pain = Blisters

+ The area feels hard « [Openwound
« Large areas of swelling « Dark scab

* Lumps

Some of these injection site reactions have required surgery.
Tell your patients to contact a healthcare provider if they have any reactions at the injection site.

Risk of liver injury, including liver damage or hepatitis
Remind patients of the possible symptoms of liver damage or hepatitis.

« Stomach area pain lasting more than a few days + Yellowing of the whites of eyes
« Dark urine * Tiredness

Patients may not feel the therapeutic effects of opioid-containing medicines for pain, cough or
cold, or diarrhea while taking VIVITROL

Patients should carry written information with them at all times to alert healthcare providers that they are
taking VIVITROL, so they can be treated properly in an emergency.

A Patient Wallet Card or Medical Alert Bracelet can be ordered from: 1-800-848-4876, Dption #1.

PLEASE SEE PRESCRIBING INFORMATION AND MEDICATION GUIDE.

(Aleermes

Alsrmass and ¥NITROLE are regisiond trademaris of Akanmies, no. ‘ F 4 "
:TH: wumrm'lﬁ'”' Primiead in ULELA I IVItIO].
Www.vivitrol.com (maltraors for dended-relaass injectalie susparsion’

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline

Rev. 1/5/2023 The Wexford C ies. PROPRIETARY and CONFIDENTIAL 86
& ¢ Wexlord Lompanies an WEXFORD MILLER 000734



Cardiology Guidelines

WEXFORD MILLER 000735




Medical Guidelines
WEXFGRD

COMPANIES Region: New Mexico

Chronic Stable Angina: Clinical Assessment

Figure 1
AHCPR indicates Agency for Health Care Guideline and Research

*Adapted from THE UNIVERSITY OF PENNSYLVANIA HEALTH SYSTEM - MAY 2000
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p N
( Chestpain |
The pathways do not replace sound clinical judgment, nor are they intended
to strictly apply to all patients.
h 4
History suggests History and P
intermediate to high Low probability of appropriate diagnostic / Reconsider probability of
probability of No—J»  coronary artery Yes—! tests demonstrate non- ~No P coronary artery disease.
coronary artery disease cardiac cause of chest Initiate primary prevention
disease pain
I Features of Intermediate or Y!,,
Yes High-Risk Angina:

l . Chest pain lasting >20 min #
Age >65 years 5
Treat appropriate
ST and T wave change ( 1 pRrcedately )
Pulmonary edema EEEE——
Intermediateof |, ﬁe AHCPR Unstable
high-risk angina - P\ Angina Guideline

No
pre—
Recent MI, PICA, =3 ;/ See appropriate
CABG Lo 7\ ACC/AHA guideline

No

v

Conditions present
that could cause
angina? E.g., severe

Angina resolves with
| treatment of

=
7

aneaiy | underlying ves
a tion?
hyperthyroidism £ondidioos
No TR
No /Enter Stress Testing
L > Angiography
\_ Algorithm
<
History and/or exam P
y
suggests valvular, SevereBmaT / See ACC/AHA
pericardial disease Yes—Pp Echocardiogram +—P valvularples'ony’ Yes >\ Valvular Heart
or ventricular etk \_Disease Guideline
dysfunction S
N |
% No
NOw=—t LV Abnormaility? Vs
Y A
High probability of e ; S _
coronary artery @ Ir\dmat:gn “.)( o~ /" Enter Treatment
disaase basedon Yes - prognostic Risk sl Empiric therapy Algorithm
history, exam, EKG Assessment. ’

Yes

Noy Factors necessary to determine!
{7, o the need for risk assessment:
. Comorbidity

/Enter Stress Testing
Angiography < e  Patient preferences
Algorithm /

*Adapted from THE UNIVERSITY OF PENNSYLVANIA HEALTH SYSTEM - MAY 2000
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COMPANIES Region: New Mexico

Chronic Stable Angina: Stress Testing/Angiography

Figure 2

*Adapted from THE UNIVERSITY OF PENNSYLVANIA HEALTH SYSTEM - MAY 2000
Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline
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For diagnosis {and risk stratification) in patients
with chest pa:r;r::: an ;rr;en:?::t:apmbablhty of Need toguide
ry ORW .No. » medical No,
For risk stratification in patients with chest pain management?
and a high probability of coronary artery disease
| I
Yes

Yes

[
Contraindications to | yeq
stress testing?

‘ - W
Symptoms or clinical S .
findings warranting Yes :\/ c°"5‘dF’¢°f°"3W
angiography? . angiography
]
No

Patient able to _~“Pharmacologic ™
NP S
exercise? N

. imaging study

.
N

Yes
|

Previous coronary
revascularization? ves

No 4

r# By Adequate ‘

information on LYes

Resting ECG 3 ,,./'E;ercise imagir;gu_ 3 Test results suggest R
’ interpretable? N N study high risk? th diagnosis and
l . prognosis available?
’\\ s g
- I
Vis Yes No

p Perform exercise"

“ test ’

[ — Y —.

Test results suggest ol “Consider coronary 3
high risk? Yes 7\ angiography
~ AN

Adequate
information on
diagnosis and
prognosis available?

‘/ Consider imaging 2
7\ study/angiography
NN

Yes

Y

o f " Enter Treatment
L \\ Algorithm

*Adapted from THE UNIVERSITY OF PENNSYLVANIA HEALTH SYSTEM - MAY 2000
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Chronic Stage Angina: Treatment
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I
| Chest Pain
i- Intermediate to high probability of

Anti-anginal Drug ¢ ‘ coronary artery disease Education and Risk
Treatment |* High-risk CAD unlikely Factor Madification
e Risk stratification complete or not
required
: itic ational
Sublingual NTG Initiate educationa
program
History suggests /" CA** channel Aspirin 81 to 325 mg Serious adversa
Vasopastic Angina ——Yc.v—)(blod(er, long-acting QD if no b effectofl =g Clopidegrel

{Prinzmetal)? \nit!ate thearpy 4 contraindication contrandicaton

I "y |

No

+ A~ ‘ v

Medications or

conditions that Ves—) Treat > Successful

Smoking Cessation

Yes—

Cigarette smoking

provoke or - appropriately treatment? program
exacerbate angina? N v
N Yes
No I
. 2 y
Beta-blocker
therapy if no
R |
contraindication Yes—P t?”c:::’f‘:, Yes Cholesterol High Yes——3 See NCEP Guidelines
{esp. if prior Ml or SERNCIES
other indication)
T
Serious contraindication N.° I
v
Add or substitute ‘
CA** channel Successful z 3 See JINC VI
blocker if no iE treatment? ‘ e Blood presslicsiigh e ‘ Guidelines
contraindication
Serious contraindication Nlo
,_f} ey Prilem e =on e =N
Add long-acting — // Condder ( Routll)e Fol:;w Up: m;ludnﬂg {as
nitrate therapy if no P> o J, N 1 revascularization appropnéte). €5 XS IC SR ORIEID;
aindicats treatment? th diabetes management
contraindication < erapy s - ,//

**At any point in this process, based on coronary anatomy,

severity of anginal symptoms and patient preferences, it is

*Conditions that exacerbate or provoke angina reasonable to consider evaluation for coronary
Medications: Other medical problems: Other cardiac problems: revascularization. Unless a patient is documented to have

o Vasodilators o Profound anemia o Tachyarrhythmias left main, three-vessel, or two-vessel coronary artery

o Excessive thyroid e Uncontrolled hypertension o Bradyarrhythmias disease with significant sterosis of the proximital left
replacement anterior descending coronary artery, there is no

o Vasoconstrictors o Hyperthyroidism e Valvular heart disease (espec. demonstrated  survival advantage associated with
AS) revascularization in low-risk patients with chronic stable

angina; thus medical therapy should be attempted in most
patients before considering PTCA or CABG

*Adapted from THE UNIVERSITY OF PENNSYLVANIA HEALTH SYSTEM - MAY 2000
Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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Unstable Angina—Practical, Evidence-Based

GUIDELINES FOR OUTCOME-EFFECTIVE MANAGEMENT
Patients with Unstable Angina with and Without PCI
Adapted, updated, and based upon ACC/AHA Recommendations (September 2000) for UA/NSTEMI and ACC/AHA 1999 MI

Guidelines.
CHEST PAIN TRIAGE
TRIAGE ASSESSMENT Non-lschemic
e Pain Description e Age ¢ Sex ¢ CAD Hx oo Y Evaluate and Treat
e Cocaine » Risk Factors for CAD Suspected Etiology
[ Possible or Definite ACS ]
ST-Segment Elevation or 3 New ST-Segment
New or Presumably New R Depression or T-wave
Bundle Branch Block < 12-LEAD ECG WITHIN 10 MINUTES Inversion
. 'c';tra"emus Access Initial Cardiac Enzymes
¢ xygen Elevated
e Continuous ECG Monitor
e Aspirin (alternative clopidogrel for
aspirin-intolerant patients)
e Cardiac Markers
Consider
- Beta Blockers
- Nitroglycerin
- Morphine Sulfate
[ No EKG Change or Normal EKG ]
v
RISK STRATIFY RE-EVALUATE PATIENT FOR HIGH-RISK STATUS
e Complete H&P ACCORDING TO THE FOLLOWING CRITERIA:
e Consider History: e Presence of chest pain
— Serial EKGs or Continuous Segment Monitoring * Two or more episodes of resting angina during the

previous 24 hours

e History of three or more cardiac risk factors
(diabetes, smoking, elevated LDL-cholesterol)

e Known coronary artery disease (CAD), defined as
documented 50 % or greater stenosis in at least one

— Second Set Cardiac Markers (at > 6 Hours after
Chest Pain onset)

— If first Troponin obtained at < 6 hours, obtain
second set between 6 —12 hours

- 2-D Ec_hocardiogram major coronary artery
* Ob;ervatlon 432 hours > e Prior chronic aspirin intake for CAD prevention
- C?:;’?;I;iiluﬁfaﬂmem PE: e Age 65 years or greater
B 24 HoursIObseln/ation e Congestive heart failure
_ Admission ECG: e New ST-segment deviation of 0.5 mm or greater in limb
« Pain Relief (initiate or intensify) . ,‘f‘;‘xiﬁ;‘gﬂ;z’;‘fz waves
— Beta-Blocker
— Nitroglycerin « Sustained ventricular tachycardia
_ Morphine Sulfate Markers: « Significant elevation of cardiac markers
YES
+ LOW RISK
e Treat Suspected
Enoxaparin (preferred) ’ Etiology
or unfractioned heparin e Consider Stress
Testing to provoke
+ Ischemia (prior to
discharge or as an
EKG ch_ange or marker ’ outpatient)
increase

e Follow-up as needed

YES NO
v Medical Management
Follow Protocols/Guidelines for NSTEMI or STEMI, (Includes enoxaparin or
depending on nature of EKG changes unfractionated heparin)

IF ANY ONE OF THE FOLLOWING
e Recurrent Angina ¢ CHF ¢ Hemodynamic
Early PCI Instability e Sustained V-Tach | Continued Medical Therapy
e PCI within 6 months e Prior CABG

*Adapted from THE UNIVERSITY OF PENNSYLVANIA HEALTH SYSTEM - MAY 2000

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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Calculating the Risk of Coronary Artery Disease (CAD)

I.  HIGH RISK (85-99%)
A. ANY OF THE FOLLOWING

© 0 N o R Wb

Definite angina in men greater than 60 years, women greater than 70 years
Hemodynamic or ECG changes with pain

History of CAD

Maried symmetrical T-wave inversion in precordial leads

ST increase or decrease of greater than 1 mm

Variant angina

Rest pain greater than 20 minutes

Pulmonary edema

Low blood pressure

Il.  INTERMEDIATE RISK (15-84%)
A. NO HIGH-RISK FACTORS, BUT ANY OF THE FOLLOWING

1.
2.
3.

Definite angina in men less than 60 years, women less than 70 years
Probable angina in men greater than 60 years, women greater than 70 years

Probable nonanginal chest pain in patients with diabetes or patients without diabetes
with more than two other risk factors

Extracardiac vascular disease
ST depression of 0.5-1 mm

T-wave inversion greater than 1 mm in leads with dominant R waves

lll. LOWRISK (0.01-14%)
A. NO HIGH- OR INTERMEDIATE-RISK FACTORS, BUT MAY HAVE

1.

2
3.
4

Chest pain, probably not angina
One risk factor (not diabetes)!
T-wave flat or inverted less thanl mm in leads with dominant R waves

Normal ECG

1 Risk factors: diabetes, smoking, hypertension, and elevated cholesterol levels

*Adapted from THE UNIVERSITY OF PENNSYLVANIA HEALTH SYSTEM - MAY 2000
Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline

Rev. 1/5/2023 The Wexford Companies. PROPRIETARY and CONFIDENTIAL

WEXFORD MILLER 000743 %



Medical Guidelines
Region: New Mexico

NYHA Functional Classification

NYHA CLass

DEFINITION

No Limitations:
Ordinary physical activity does not cause undo fatigue, dyspnea, or palpitation.

Slight Limitation of physical activity:
Such patients are comfortable at rest, ordinary physical activity results in fatigue,
palpitation, dyspnea, or angina.

Marked Limitation of physical activity:
Although patients are comfortable at rest, less than ordinary activity will lead to
symptoms.

Inability to carry on any physical activity without discomfort:
Symptoms of congestive failure are present even at rest. With any physical activity,
increased discomfort is experienced.

*Adapted from THE UNIVERSITY OF PENNSYLVANIA HEALTH SYSTEM - MAY 2000
Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients

Each state/region may have individual variances, and a copy of those variances should be attached to this guideline
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Patient Risk Questionnaire

WEKFURD Patient Risk Questionnaire

Please consider the following questions when interviewing patients:

Name DOB Gender Date

Please check one response for each question

1. Exercise Ability YES No
Canyouwalk 5 city blocks on level ground without shortness of hreath? O ]
Canyouwalk 1 flight of stairs without stopping? | ]
Can you carry 1 hag of groceries into your horne without shortness of breath? ] ]

2. Steeping YES No
Can you sleep flat at night with one pillow? ] ]
Do you wake up a night with shortness of breath? [l ]

3. Eating YES No
Canyou eat a full meal without shortness of breath? | ]
Do you experience nausea when you eat a meal [l O]
How do you use saft? (Circleone) NONE  COOKWITHIT ~ ADDIT TO FOOD

4. Daiky Activities YES No
Do you experience heart palpitations? [l O]
Can you shower, brush your teeth or hair without shortness of breath®? O O
Do you have episodes of fainting O] ]

5. Since your last visit have you received medical care in an emergency room? YES No
Have you been admitted to a hospital? [l ]
Taken your medication as prescribed? | ]

6. During the past month YES No
Have you often been hothered by feeling down, depressed, or hopeless? [=] [=]
Have you been hothered by Ittle interest of pleasure in daily things? ] ]
Have your physical or emotional problemns interfered with your normal social activities | ]
with farnily, friends, neighbors or groups?

Rev. 7252017
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WENXFORD

H&PForm/Guide

Patient Name:

| MR#:

HISTORY

INITIAL HISTORY

Has the patient had:

YES | NO

Explain

Previous MI

Heart bypass surgery

Vahe sumgery

Is there a history of:

Explain

Hyperension

High chokesterol

Diahetes

Rheurmaticfever

Heart disease inthe family

Does the patient us:
tokacco?

If yes:

pped %

¥ ears

FOLLOVEUP HISTORY

Since last visit {from questionnaire)

Same

Better | Worse

Effort Tokrance

[

Explain

Hasheen hospitalized

Hashkeen treated in ER

Seems compliant with
medications

Ishavng side effects from
medications

tfyes, exphin

PHY SIC

AL EXAH

Wt

H.

Heart Exam

Yes | No

Extremities

Yes | No

Blood pressure:
Rate

JVP:

Heart sounds

Cyanoss

Min: Reg/irg

33

Ederma

Presencasbsence of:

All pulses palpable

Syatolic murmars

Anybnits

Diastolic murmurs

|.U! gs

Explain

Raks

Wheezes

Rhonchi

Liver

Tender

Enlargad

DIAGNOSTIC TESTS

TREATMENT PLAN

INITIAL VISIT frequency)

NYHA Functional Classification: [] 1] 00 ] 1 [ 1w

Lipid panel — & yearly if normal)
Fasting Glucose/Hyh A15 once)
TFTS

Iron

§|J> if indicated
ESR —

Chest X-ray (PA &lateral)
Electrocardogram
Echocardiogram

(if not done previously)

Patient Status: [ | Improved [ ] Stable [ | Worse

Follow up tems:

Nutrition
Education

Exercise
Adverse factors

Refemal
Medications
Follow-up frequency

ADDITIONAL LABORATORY TESTS*

Qreatinine
Sodium

Magnesium
Albumin

Potassium

*Should be done initially {f not
done previously) &when
changing diuretic

Rev. 72572017

*Adapted from THE UNIVERSITY OF PENNSYLVANIA HEALTH SYSTEM - MAY 2000
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Diagnostic Tests
INITIAL VISIT (frequency)
o Lipid Panel — (5 yearly if normal) o Chest x-ray (PA & lateral)
o Fasting Glucose/Hgb A 1c— (once) e Electrocardiogram
o TFTS e Echocardiogram (if not done previously)
e lron } (If indicated)
e ESR
ADDITIONAL LABORATORY TESTS*
e Creatinine e Magnesium *Should be done initially (if not done previously) &
o Sodium o Albumin when changing diuretic
e Potassium

*Adapted from THE UNIVERSITY OF PENNSYLVANIA HEALTH SYSTEM - MAY 2000
Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline
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Treatment Plan

(Circle one of the following)

]

foods with a high salt content

Avoid adding salt to food when cooking or at
the table

Read labels — Avoid food with more than
300 mg of sodium per serving

Give nutrition information material
Arrange visit with CHF Care Manager
where applicable

NYHA Functional Classification: | I \Y
Patient Status: Improved Stable Worse
Follow-up Items:
[ ] Nutrition [ ] Exercise [ ] Referral
[] Education [ ] Adverse factors [_] Medications
(] Follow-up Frequency
NUTRITION ADVICE EDUCATIONAL ADVICE
INSTRUCT PATIENT TO: o Supply office education materials
o Follow a low-salt diet o Arrange referral to CHF Care Manager
O Avoid salty or processed foods, or canned O Remind patient to:

e Weigh themselves every day before

breakfast
e Record the weight
o IMMEDIATELY report any weight

Ibs. or more a day for two consecutive days

gain of 2

u]

Take medications every day

Talk to doctor or nurse about ways to
remember and what to do if a dose is
missed

MEDICATIONS EXERCISE
a Provide office education materials INSTRUCT PATIENT TO:
O Be as active as possible
INSTRUCT PATIENT TO: O Break down tasks to small activities to avoid
0 Get and keep prescriptions filled becoming short of breath or overly tired

a Avoid heavy lifting (more than 10 pounds)

*Adapted from THE UNIVERSITY OF PENNSYLVANIA HEALTH SYSTEM - MAY 2000

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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ADVERSE FACTORS NEEDING ATTENTION

o Environmental (smoking, alcohol, drugs)

o Co-morbidities (elevated lipids, elevated blood pressure,
obesity, diabetes)

O Lifestyle issues (age, occupation, economically
challenged)

o Psychological (mentally challenged (IQ), predictable poor
compliance, depression, weak family or at-home
support)

*Adapted from THE UNIVERSITY OF PENNSYLVANIA HEALTH SYSTEM - MAY 2000
Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline
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Treatment Plan: Referral Guidelines

CONSIDER REFERRAL TO
CARDIOLOGIST FOR:

Any patient at your discretion
RV failure greater than LV failure

Valvular disease as the cause of
failure

a Diastolic failure

e HOCM
o Arrythmia
e Chest pain

(With positive exercise test)

o Systolic failure less than 40 years
old.

o Systolic failure

(Greater than 40 years old with
positive exercise test)

a Any patient with poor response to
Tx

*Adapted from THE UNIVERSITY OF PENNSYLVANIA HEALTH SYSTEM — MAY 2000

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all p

CONSIDER REFERRAL TO
CARDIOLOGIST IF:

NYHA Class I, Ill, & IV

Patients hospitalized for CHF

(DRG127)

Patients with adverse factors/co-

morbidities

Any patient at provider’s

discretion

Problem patient

¢ Patient missing office visits

e Patient failed to fill
prescriptions

e Other suspected non-
compliance

e Regimen too complex or too
expensive

e Frequent visits to PCP

e Having drug side effects

e Reluctant to take meds
chronically

Complex socio-economic

situation

e Living alone

e  Co-morbidities

e Excessive alcohol/substance
abuse

o Dietary indiscretion

e Lack of education

¢ High absentee rate from
work/school

Hospice appropriate

e NYHA class IV despite optimal
diuretic and vasodilator therapy

e Ejection fraction is less than or
equal to 20% (if test result is
available)

e Resistant symptomatic
supraventricular or ventricular
arrhythmias

e H/O cardiac arrest and
resuscitation in any setting

e H/O syncope of any cause

e Embolic CVA of cardiac origin

e Concomitant HIV disease

Each state/region may have individual variances, and a copy of those variances should be attached to this guideline
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NYHA Functional Classification & Treatment Guidelines? 3.4

NYHA . " . Follow-U
Definition Initial Treatment* Medication 567 HoW-Up
Class Guidelines
No Limitations: Obtain lab tests
Ordinary physical activity does not cause Obtain X Ray ACE INHIBITOR @ 3 months (if tests
undo fatigue, dyspnea, or palpitation. Obtain Echocardiogram +-DIURETICS normal), then annually
Medications WARFARIN/ASA (if patient stable)
Revisit in 2 weeks
Slight Limitation of physical activity: Obtain lab tests
Such patients are comfortable at rest, Obtain X Ray ACE INHIBITOR @ 3 months,
Il ordinary physical activity results in fatigue, Obtain Echocardiogram DIGOXIN then 2 times per year
palpitation, dyspnea, or angina. Medications +/-DIURETICS
Revisit in 2 weeks WARFARIN/ASA
Marked Limitation of physical activity: Obtain lab tests
Although patients are comfortable at rest, Obtain X Ray ACE INHIBITOR @ 2 Weeks, then at 1
m less than ordinary activity will lead to Obtain Echocardiogram DIGOXIN month intervals for 3
symptoms. within 24 hours +-DIURETICS months, then at 3
Medications WARFARIN/ASA month intervals
Revisit in 1 weeks
Inability to carry on any physical Consider Referral to e Consider hospital
activity without discomfort: Cardiologist for possible ACE INHIBITOR admission for
Symptoms of congestive failure are admission DIGOXIN diagnostic work-up,
present even at rest. With any physical Consider referral to Hospice +/-DIURETICS refer(al to.
IV activity, increased discomfort is for symptomatic care WARFARIN/ASA Cardiologist, or
experienced. follow-up weekly
o [fstill class IV on
optimal therapy,
consider Hospice
referral

2 All CHF patients should be anticoagulated. Warfarin preferred if LVEF less than or equal to 40%. Aspirin as alternative if Warfarin contraindicated.

3 |f ACE inhibitor not tolerated, use other vasodilators

4 Use thiazide diuretics with caution in patients with severe CHF

*Adapted from THE UNIVERSITY OF PENNSYLVANIA HEALTH SYSTEM - MAY 2000
Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients

Each state/region may have individual variances, and a copy of those variances should be attached to this guideline
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Drug Therapy Selection

Category Drug Starting Dose Maximum Dose Common/Serious Side Effects
Diuretics Hydrochlorothiazide 25mg q.d. 100 mg q.d. Hypokalemia; Hyponatremia:
Thiazide Hyperglycemia; Hyperuricemia;

Metalozone 5mg q.d. 20 mg qg.d. Metabolic alkalosis
(Zaroxolyn)
Combination Triamterene/HCTZ 1 tablet g.d. 2 tablet g.d. Hypokalemia; Metabolic acidosis of
(Dyazide) (37.5/25 mg)) more concern
Furosemide 20-40 mg q.d. 240mg b.id,; Orthostatic Hypotension; Hypokalemia;
Titrate to signs/symptoms of Renal insufficiency; Hypomagnesemia;
Loop fluid overload . Hyperglycemia; Hyperuricemlia};.
Bumetanide 0.5 mg q.d. 10 mg g.d.; (Clinical response) Tinnitus; Dry mouth; Photosensitivity
Target Maximal
Dose/Day Dose/Day
ACE . Hypotension; Cough; Headache; Taste
hibi Enalapril 2.5-5 mg b.i.d. 10 mg b.i.d. 20mg b.i.d. disturbances; Renal insufficiency;
Inhibitor Hyperkalemia; Angioedma
Lisinopril 10 mg q.d. 20 mg q.d. 40 mg q.d.
Other , . . - : .
. Hydralazine 10 mg q.i.d. 40mgq.i.d. Hypotension; Headaches; Numbness;
Vasodilators Tingling; Flushing; Sinus tachycardia;
(If ACE Isosorbide Dinitrate 10 mg tid. 40mgtid. Lupus-like syndrome; Hypotension;
inhibitor not Hyperkalemia; Renal insufficiency;
Dizziness; Headache; Flushing;
Losart 25 d. 100 d. ' ' '
tolerated) osaran moq moq Peripheral edema
less than 70 y.0. or Scr Arrhythmia

o o less than 1.5, then 0.25 (ventricular tachycardia; heart block);

Digoxin Digoxin mg/d; 0.5mgq.d. Headache; Dizziness; Visual

greater than 70y.0. or disturbances

Scr greater than 1.5,

then 0.125 mg/d

Warfarin 5 mg p.o. then titrate to Dose appropriate to maintain Bleedin
Anti- INR of 2-3 INR of 2-3 g
coagulants
ASA 80—-325 mg/day 325 mg/day Bleeding

*Adapted from THE UNIVERSITY OF PENNSYLVANIA HEALTH SYSTEM - MAY 2000
Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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NYHA Functional Classification & Guidelines

NYHA Ly
Class Follow-Up Guidelines
| NEXT VISIT: 3 months (if tests normal), then annually (if patient stable)
I NEXT VISIT: 3 months, then 2 times per year
m NEXT VISIT: 2 weeks, then at 1-month intervals for 3 months, then at 3-month intervals
Consider hospital admission for diagnostic work-up, referral to Cardiologist, or follow-up
weekly
v
If patient remains Class IV despite optimal therapy, consider hospice referral

*Adapted from THE UNIVERSITY OF PENNSYLVANIA HEALTH SYSTEM - MAY 2000
Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline
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Syncope
The flow diagram proposed by the Task Force on Syncope of an approach to the evaluation of
syncope
Syncope
History, physical examination, supine and upright BP, standard ECG Initial evaluation
I
Certain or suspected Unexplained syncope
diagnosis
No Structural heart disease or No structural heart disease
Evaluate/confirm abnormal ECG and normal ECG
disease/disorder
Diagnosis made Cardiac evaluation Frequent or Single/rare
severe
+ - H H
NMS No further
evaluation evaluation
+ -
Re-appraisal
Treatment Treatment Treatment

*Adapted from THE UNIVERSITY OF PENNSYLVANIA HEALTH SYSTEM - MAY 2000
Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline
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When to Hospitalize a Patient with Syncope

l. FOR DIAGNOSIS

A.

B
C
D.
E

Suspected or known significant heart disease

Syncope occurring during exercise

Syncope causing severe injury

Family history of sudden death

Other categories that occasionally may need to be admitted:

1. Patients without heart disease but with sudden onset of palpitations shortly before
syncope in supine position and patients with frequent recurrent episodes

2. Patients with minimal or mild heart disease when there is high suspicion of cardiac
syncope

Il.  FORTREATMENT

TEUO0O0m>

Cardiac arrhythmias as cause of syncope

Syncope due to cardiac ischaemia

Syncope secondary to the structural cardiac or cardiopulmonary diseases
Stroke or focal neurological disorders

Severe orthostatic hypotension

Cardioinhibitory neurally-mediated syncope when pacemaker implantation is planned

lll.  WHENIS IT SAFE NOT TO HOSPITALIZE?

Patients with isolated or rare syncopal episodes, in whom there is no evidence of structural heart
disease and who have a normal baseline ECG, have a high probability of having a neurocardiogenic
syncope and a low risk of having cardiac syncope. These patients have a good prognosis in terms of
survival irrespective of the results of head-up tilt test. The evaluation of these patients generally
can be completed entirely on an ambulatory basis. Patients with neurally-mediated syncope, in the
absence of structural heart disease and normal ECG, have a good prognosis in terms of survival,
and generally do not need specific treatment apart from counseling and general measures already
defined.

*Adapted from THE UNIVERSITY OF PENNSYLVANIA HEALTH SYSTEM - MAY 2000
Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline
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Algorithm for the Evaluation and Management of Patients Suspected of Having Acute Coronary Syndrome (ACS)

The pathways do not replace sound clinical judgment, nor are
they intended to strictly apply to all patients.

Symptoms Suggestive of ACS

|
v v v v

Noncardiac diagnosis Chronic stable angina Possible ACS Definite ACS
[
v \ 4
No ST elevation ST elevation
Treatment as indicated See ACC/AHA Nondiagnostic ECG ST and/or T wave changes Evaluate for
by alternative diagnosis Guidelines for Chronic Normal initial serum Ongoing pain reperfusion therapy
Stable Angina Cardiac markers Positive cardiac markers

Hemodynamic abnormalities

v v

Observe See ACC/AHA
Follow-up at 4-8 hours; Guidelines for Acute

ECG,; cardiac makers Myocardial Infarction

v v

No recurrent pain; Recurrent ischemic pain or
Negative followup studies positive follow-up studies:

Diagnosis of ACS con

Stress study to provoke ischemia
Consider evaluation of LV function ifischemia is present
(Tests may be performed either prior to discharge or as outpatient
v v v
Negative: Positive: Admit to hospital
Potential diagnoses: nonischemic Diagnosis of ACS confirmed B Manage via acute ischemia pathway
discomfort; lowrisk ACS

Adapted from NEJM 2001; 344;1941

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients

Each state/region may have individual variances, and a copy of those variances should be attached to this guideline. WEXFORD MILLER 000756
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Acute Ischemia Pathway

The pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients.

Acute Coronary Syndromes l

No ST-segment elevation

'

Obtain ECG; measure cardiac isoenzymes and troponins

A 4

Myocardial infarction with ST-segment
elevation (or eauivalent or new LBB on ECG

. . ' .

High risk (elevated cardiac isoenzymes or Intermediate risk (chest Low risk (no elevation in cardiac
troponins, ST-segment depression, persistent pain and ST-segment isoenzymes or troponins, no ST-
angina at rest) depression stabilized) segment depression, chest pain

High risk (chest pain at rest, evidence of
injury on ECG, elevated cardiac-isoenzymes
or troponins)

resolved)
\ 4 v v A
Catheterization Catheterization Catheterization Catheterization — A2 — '
laboratory laboratory not laboratory laboratory not Admission to CCU; Admission to CCU or telemetry
available available available available therapy with tirofiban and
unfractionated low- l
molecular-weight heparin
Therapy with aspirin,
v y v v unfractionated or low-molecular-
ight h i GP lib/lll
Aggressive therapy with anti-ischemic agent Treatment with Admission to welg e‘)ii;wlir:)i(tg? a
(IV nitroglycerin, beta-blocker), antiplatelet abciximab or CCU: treatment

agent (aspirin, clopidogrel), or antithrombin
(unfractionated or low-molecular-weight
heparin)

with tirofiban

(preferred) or
eptifibatide plus
unfractionated or

low-molecular-

eptifibatide plus

unfractionated or
low-molecular-
weight heparin

weight heparin

|

Noninvasive risk stratification

A v
Pharmacologic
\ 4 A 4 \ 4 A 4 Exercise stress with
Primary Bolus infusion of Urgent Defer MPI vasodilator, MPI,
percutaneous fibrinolytic agent percutaneous percutaneous or DSE
revascularization or with or without GB revascularization, revascularization
stenting and lib/llla inhibitor with intent to
abciximab insert stent
Diagno§tic coronary Inducible No ischemia
angiography ischemia
v v v v ¢

Secondary prevention (e.g., aspirin, clopidogrel, beta-blocker, angiotensin-converting-enzyme inhibitor, statin.

Adapted from NEJM 2001; 344;1941

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline.
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Congestive Heart Failure: An Approach to Treatment

CONSULTATION

CHECK RISK FACTORS:
. Diabetes
. Family history
(2:lz "le  Smoking
The pathways do not replace sound clinical judgment, nor ¢  Elevated C.hoicsterol
are they intended to strictly apply to all patients ¢ Hypertension
ECHO 25/M-MODE
L VALVULAR FAILURE DIASTOLIC FAILURE SYSTOLIC FAILURE
HYPERTROPHIC-
ARTIALOR
OBSTRUCTIVE = | Patient >40 years Patient <40 years
CARDIOMYOPATHY V:::;ﬁ‘:ﬂ“s\" Shestiains S —Ho old old
{HOCM)
Yes
Pcsulxve—»\\ Exercise test y _.'S;gges!ed Ia.ii.‘» i
N i < Exercisetest = < tests: TFTS, IRON, >
‘» “ . ESR i
Negaljve$ Y >4 .
Negative
__~Initiate Medical ™~
o Treatment gy
™~ \\Followup: Intensive or T Positive
< Standard >
Poor response . A~
< I ,,
Good response
h 4 - i W
REFER to CARDIOLOGIST for ) g
Continue lreatment)

./} A

"k CONSULTATION

// REFER to CARDIOLOGIST for >

*Adapted from THE UNIVERSITY OF PENNSYLVANIA HEALTH SYSTEM - MAY 2000

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this guideline.
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Highlights of Optimal CHF Management

l. HIGHLIGHTS OF OPTIMAL CHF MANAGEMENT*

A.

@ o ow

Obtain an echocardiogram to identify cause of heart failure and decide if cardiology referral
indicated

Stratify according to NYHA classification

Explore possibility of sub-clinical depression

Refer appropriate patients to CHF nurse care manager
Select therapy according to NYHA classification

1. All patients with LVEF less than 40% should receive maximally tolerated doses of ACE
INHIBITORS and Beta-Blockers proven to reduce mortality, preferably Coreg.

2. ARBs (angiotensin receptor blockers) are recommended in patients who are intolerant
to ACE inhibitors.

3. Aldosterone receptor antagonists (e.g., spironolactone) are recommended in patients
with NYHA Class II-IV who have LVEF <35%.

Diuretics are recommended in patients with fluid retention.
All patients to be ANTICOAGULATED (especially if EF less than 40)
a. Warfarin preferred;
b. ASA as alternative
6. Refer for cardiology consultation according to guidelines
Screen for NSAIDs.
Pneumococcal Vaccination:
1. Age less than 65, not severely immunocompromised:

a. For those who have not received any pneumococcal vaccine or for those whose
vaccination history is unknown, a single dose of PPSV23 (Pneumovax) vaccine
should be considered.

2. Age 65 and older, not severely immunocompromised:

b. For those who have not received any pneumococcal vaccine or for those whose
vaccination history is unknown, a single dose of PCV13 (Prevnar) vaccine in
addition to a single dose of PPSV23 (Pneumovax) should be considered.

C. Timing of vaccines - Patients should be immunized with PCV13 (Prevnar) vaccine
first, then PPSV23 (Pneumovax) vaccine 1 year later.

d. If the patient has received PPSV23 (Pneumovax) when less than 65, a minimum
interval of 5 years between doses should be maintained between the PPSV23
Pneumovax vaccines.

3. Severely immunocompromised patients (e.g. chronic renal failure, malignancy, HIV,
organ transplant, congenital immunodeficiency, sickle cell disease):

e. For those who have not received any pneumococcal vaccine or for those whose
vaccination history is unknown, a single dose of PCV13 (Prevnar) vaccine in
addition to a single dose of PPSV23 (Pneumovax) should be provided.

f. Timing of vaccines — Patients should be immunized with PCV13 (Prevnar) first then
PPSV23 (Pneumovax) vaccine at least 8 weeks after receiving the PCV13 (Prevnar)
vaccine.

*Adapted from UTMB Guidelines - 04/03

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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g. If the patient has received PPSV23 (Pneumovax) when less than 65, a minimum
interval of 5 years between doses should be maintained between the PPSV23
Pneumovax vaccines.

REFERENCE

*

Yancy C, Jessup M, Bozkurt B, et al. 2013 ACCF/AHA guideline for the management of heart
failure: a report of the American College of Cardiology Foundation/American Heart Association
Task Force on Practice Guidelines. J Am Coll Cardiology 2013 62(16): 1495-1539.

*Adapted from UTMB Guidelines - 04/03
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Approach to the Patient with an Acutely Swollen Leg

l. INTRODUCTION

The age-standardized incidence of first-time venous thromboembolism (VTE) is approximately 2.0
per 1000 person-years. Rates were higher in men than women, and increased with age in both
sexes. In the Longitudinal Investigation of Thromboembolism Etiology (LITE) study, most of the 191
cases of secondary VTE were associated with more than one underlying condition. These included
cancer (48%), hospitalization (52%), surgery (42%), and major trauma (6%). There was no
antecedent trauma, surgery, immobilization, or diagnosis of cancer in 48% of cases. When
approaching the patient with suspected DVT of the lower extremity, it is important to appreciate
that only a minority of patients actually have the disease and will require anticoagulation. Given
the potential risks associated with proximal lower extremity DVT that is not treated (e.g., fatal
pulmonary emboli) and the potential risk of anticoagulating a patient who does not have a DVT (e.g.,
fatal bleeding), accurate diagnosis is essential.

II. RISK FACTORS FOR DVT

A. Risk factors for DVT should be sought in all patients. These include:
1. History of immobilization or prolonged hospitalization/bed rest
2. Recent surgery
3. Obesity
4. Prior episode(s) of venous thromboembolism
S. Lower extremity trauma
0. Malignancy
7. Use of oral contraceptives or hormone replacement therapy
8. Pregnancy or postpartum status
9. Stroke

lll.  HISTORY

A. Classic symptoms of DVT include swelling, pain, and discoloration in the involved extremity.
There is not necessarily a correlation between the location of symptoms and the site of
thrombosis. Often, pain in the calf is the only complaint in patients with documented
iliofemoral DVT.

B. A positive family history is particularly important, since a well-documented history of venous
thrombosis in one or more first-degree relatives strongly suggests the presence of a hereditary
defect.

C. Women should be carefully questioned regarding use of oral contraceptives or hormone
replacement therapy as well as their obstetric history. The presence of recurrent fetal loss
suggests the possible presence of an inherited thrombophilia or antiphospholipid antibodies.

D. Questions should include the presence of significant disorders, such as collagen-vascular
disease, myeloproliferative disease, atherosclerotic disease, or nephrotic syndrome and about
the use of drugs which can induce antiphospholipid antibodies such as hydralazine,
procainamide, and phenothiazines.

E. The patient should also be questioned about a past history of cancer, and the results, if any,

of regular screening examinations for cancer (e.g., mammography, colonoscopy, pelvic
examinations) since recurrent thrombosis in spite of therapeutic anticoagulation with oral

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
Each state/region may have individual variances, and a copy of those variances should be attached to this g\MeE‘rX FORD MILLER 000762
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VI.

anticoagulants is more frequent in patients with VTE in association with an occult neoplasm
or recurrent cancer. Other findings that may suggest an underlying malignancy are
constitutional symptoms such as loss of appetite, weight loss, fatigue, pain, hematochezia,
hemoptysis, and hematuria.

PHYSICAL EXAMINATION

A.

Physical examination may reveal a palpable cord (reflecting a thrombosed vein), calf pain,
ipsilateral edema or swelling with a difference in calf diameters, warmth, tenderness,
erythema, and/or superficial venous dilation.

In the general physical examination, special attention should be directed to the vascular
system, extremities (e.g., looking for signs of superficial or deep vein thrombosis), chest, heart,
abdominal organs, and skin (e.g., skin necrosis, livedo reticularis). There may be pain and
tenderness in the thigh along the course of the major veins ("painful deep vein syndrome").
Tenderness on deep palpation of the calf muscles is suggestive, but not diagnostic. Homan's
sign is also unreliable.

However, each of the above signs and symptoms is nonspecific and has low accuracy for
making the diagnosis of DVT. Accordingly, further diagnostic testing is required to confirm or
exclude the diagnosis of DVT.

Phlegmasia cerulea dolens: Phlegmasia cerulea dolens is an uncommon form of massive
proximal (e.g., iliofemoral) venous thrombosis of the lower extremities associated with a high
degree of morbidity, including sudden severe leg pain with swelling, cyanosis, edema, venous
gangrene, compartment syndrome, and arterial compromise, often followed by circulatory
collapse and shock. Delay in treatment may result in death or loss of the patient's limb.
Patients with these finding must be sent to a higher level of care immediately and not kept in
the infirmary for their initial anticoagulation.

Screening for malignancy: Because venous thromboembolism may be the first manifestation
of an underlying malignancy, rectal examination and stool testing for occult blood should be
performed and women should undergo a pelvic examination to rule out the presence of a
previously unsuspected pelvic mass or malignancy. However, a routine exhaustive search for
an occult malignancy is neither warranted nor cost effective.

Even in patients with recurrent idiopathic DVT, who represent a high risk group, a cancer, if
present, will usually have made its presence known during the interval period between
thrombotic events.

LABORATORY TESTING

A.

The initial laboratory evaluation in patients with venous thrombosis should include a
complete blood count and platelet count, coagulation studies (e.g., prothrombin time,
activated partial thromboplastin time), renal function tests, and urinalysis.

Consideration should be given to obtaining a prostate-specific antigen measurement in men
over the age of 50. Any abnormality observed on initial testing should be investigated
aggressively.

DIFFERENTIAL DIAGNOSIS

When approaching the patient with suspected DVT of the lower extremity, it is important to
appreciate that only a minority of patients (17-32% in two large series) actually has the disease.
Several studies have identified common causes of leg pain in patients suspected of having DVT with
negative venograms:

A.
B.

Muscle strain, tear, or twisting injury to the leg: 40%

Leg swelling in a paralyzed limb: 9%

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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Lymphangitis or lymph obstruction: 7%
Venous insufficiency: 7%

Popliteal (Baker's) cyst: 5%

Cellulitis: 3%

Knee abnormality: 2%

Unknown: 26%

T 0 TE U0

VIl. DIAGNOSIS

The diagnostic test of choice is the venous duplex ultrasound with compression. This test has a
positive predictive value of 94%.

VIIl. PRETEST PROBABILITY

Ultrasonography test for DVT are most useful when the results are combined with an assessment
of pretest probability of DVT. The Wells score is the most validated probability scoring system. In
one study conducted by Wells, DVT was documented in 3%, 17%, and 75% of patients with low,
moderate, or high pretest probabilities, respectively. A review of 15 studies in which the Wells score
was tested concluded the following:

A. Patients in the low pretest probability category had a median negative predictive value for DVT
of 96% (range: 87-100%), indicating the usefulness of the Wells score for ruling out DVT

B. The median negative predictive value for DVT in patients with a low pretest probability was
improved further by the presence of a negative test for D-dimer (median value 99%, range:
96-100%)

C. Positive predictive values for DVT rarely exceeded 75% for patients in the high pretest
probability category, indicating that these rules alone were not as useful for identifying
patients who did have thrombosis.

IX.  PRETEST PROBABILITY OF DEEP VEIN THROMBOSIS (WELLS SCORE)

Clinical feature Score

Active cancer (treatment ongoing or within the previous 6 months or palliative) 1
Paralysis, paresis, or recent plaster immobilization of the lower extremities 1
Recently bedridden for more than 3 days or major surgery, within 4 weeks 1
Localized tenderness along the distribution of the deep venous system 1
Entire leg swollen 1
Calf swelling by more than 3 cm when compared to the asymptomatic leg (measured below tibial 1
tuberosity)

Pitting edema (greater in the symptomatic leg)

Collateral superficial veins (nonvaricose)

Alternative diagnosis as likely or more likely than that of deep venous thrombosis -2
Score

High probability 3 or greater
Moderate probability lor2
Low probability O orless
Modification

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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This clinical model has been modified to take one other clinical feature into account: a previously documented deep vein
thrombosis (DVT) is given the score of 1. Using this modified scoring system, DVT is either likely or unlikely, as follows:

DVT likely 2 or greater
DVT unlikely 1orless

Adapted from Wells, PS, Anderson, DR, Bormanis, J, et al, Lancet 1997; 350:1795 and Wells, PS, Anderson, DR, Rodger, M, et al. N Engl J
Med 2003; 349:1227.
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XI.

A review of 15 studies in which the Wells score was tested concluded the following:

A.

B.

Patients in the low pretest probability category had a median negative predictive value for DVT
of 96% (range: 87-100%), indicating the usefulness of the Wells score for ruling out DVT

The median negative predictive value for DVT in patients with a low pretest probability was
improved further by the presence of a negative test for D-dimer (median value 99%, range:
96-100%)

Positive predictive values for DVT rarely exceeded 75% for patients in the high pretest
probability category, indicating that these rules alone were not as useful for identifying
patients who did have thrombosis.

SCREENING FOR A HYPERCOAGULABLE STATE

Although we can identify patients at increased risk for inherited thrombophilia, there is no clear
clinical value to screening for the following reasons:

A.

B.

Even if a hypercoagulable workup uncovers abnormalities predisposing to VTE, the strongest
risk factor for VTE recurrence is the prior VTE event itself, particularly if idiopathic.

Patients with idiopathic VTE, whether or not they have an identifiable inherited
thrombophilia, are at high risk for recurrence (as high as 7-8% per year in some studies) after
warfarin is discontinued, at least for the first few years after the event. Thus, the presence or
absence of an inherited thrombophilia will usually not change the decision regarding length
of warfarin therapy. Screening information can be used to identify family members with an
inherited thrombophilia, but anticoagulant prophylaxis is rarely recommended in
asymptomatic affected family members outside of high risk situations.

TREATMENT OF DVT

A.

B.

Rationale: The primary objectives of treatment of DVT are to prevent and/or treat the following
complications:

1. Prevent further clot extension

2 Prevention of acute pulmonary embolism
3. Reducing the risk of recurrent thrombosis
4

Treatment of massive iliofemoral thrombosis with acute lower limb ischemia and/or
venous gangrene (i.e., phlegmasia cerulea dolens)

S. Limiting the development of late complications, such as the postphlebitic syndrome,
chronic venous insufficiency, and chronic thromboembolic pulmonary hypertension.

Use of the Suspected DVT Guideline Algorithm:

When presented with a patient complaining of acute unilateral extremity swelling, the provider
should first perform a targeted history, family history, and physical examination as described above.
A Wells Score calculation should then be performed. If the Wells Score is O or less (low), a D-dimer
should be performed. If the D-dimer is <500ng/ml by ELISA or negative by the SimpliRED assay,
then no ultrasound or further testing is necessary unless other clinical factors increase the clinical
suspicion of a DVT (see Figure 1).

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients
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Suspected DVT Guideline Algorithm

Figure 1
Patient with suspected DVT

No Contra-indication to Contraindication to Lovenox (Renal Dialysis)

Lovenaox or Anticoagulation
Contraindications to Anticoagulation or

Plegmasia Cerulea Dolens

L ]
Order Urgent Venous Duplex US

Urgent Ultrasound

Performed Same Day

r

Positive DVT = Admit
MNegative DVT = Return to site

Ultrasound Mot Performed Ultrasound

Performed Same Day

Same Day

Positive for DVT
Initiate Weight-Based SQ Lovenox
1 mg/Kg q12 hours
Negative for DVT Weight — Based Lovenox +
Coumadin
Overlap Coumadin and Lovenox

Discontinue Lovenox for 4-5 Days

If the Wells calculation is intermediate or high then further testing with venous duplex
Ultrasonography is required.

C. Positive Ultrasonography

Patients with the following clinical features should be sent to the Emergency Room and
be admitted if Ultrasonography is positive:

1. Phlegmasia cerulea dolens or marked extremity swelling where neurovascular
compromise is considered

2. Renal Failure or a calculated creatinine clearance of <40ml/min (contraindication to
LMW heparin)
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3. Any absolute contraindication to anticoagulation (active PUD, h/o esophageal varicies,
recent hemorrhagic CVA or brain tumor, etc.)

Patients with none of the above clinical features but who have an intermediate or high Wells
Score should be scheduled for an urgent venous duplex ultrasound preferably on the day of
presentation. If the urgent venous duplex ultrasound cannot be performed until the next day,
then LMW heparin (Lovenox) should be started at a dose of 1mg/kg subcutaneously every 12
hours until the venous duplex is performed.

Patients with positive venous duplex ultrasounds who return to the correctional facility should
be continued on Lovenox and Coumadin initiated at S5Smg by mouth daily. Coumadin therapy
should be monitored and adjusted as outlined in Wexford Health’s Medical Advisory
Committee guideline, Warfarin Drug Monograph, page WM—-4. In elderly patients and in those
at high risk of bleeding or who are undernourished, debilitated, or have heart failure or liver
disease, the starting dose should be reduced. The Coumadin and Lovenox should be
overlapped for approximately 4-5 days.

Oral anticoagulation with warfarin should prolong the INR to a target of 2.5.
D. Duration of Treatment

The duration of anticoagulation therapy varies with the clinical setting as well as with patient
values and preferences:

1. Patients with a first thromboembolic event in the context of a reversible or time-limited
risk factor (e.g., trauma, surgery) should be treated for at least three months.

2. Patients with a first idiopathic thromboembolic event should be treated for a minimum
of three months. Following this, all patients should be evaluated for the risk/benefit
ratio of long-term therapy.

Indefinite therapy is preferred in patients with a first unprovoked episode of PROXIMAL DVT
who have a greater concern about recurrent VTE and a relatively lower concern about the
burdens of long-term anticoagulant therapy (see Figure 2).

In patients with a first isolated unprovoked episode of DISTAL DVT, three months of
anticoagulant therapy, rather than indefinite therapy, appears to be sufficient (see Figure 2).

Proximal DVT

Distal DVT
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E. General Medical Management

The general medical management of the acute episode of DVT is individualized. Once

anticoagulation has been started and the patient's symptoms (i.e., pain, swelling) are under

control, early ambulation is advised.

During initial ambulation, and for the first two years following an episode of VTE, use of an

elastic compression stocking has been recommended to prevent the postphlebitic syndrome.
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l. PREFACE

A. The development of this technical instruction incorporates input from other Wexford Health
departments. The intent is to serve as an effective guide for dental services and to set forth
standards for contracted dental services.

B. The enclosed guidelines and standards established herein are subject to ongoing additions,
deletions, or changes as the delivery of quality health care is a dynamic process.

C. Additionally, it must be stated that the following procedure guidelines do not supersede any
contracted entity policies and procedures, but serve as supplemental information in the
absence of client policies for dental services.

Il.  PURPOSE AND MISSION

A. To provide quality dental care to residents in a cost-effective manner under the direction of
state licensed dentists and adhering to the guidelines, if any, set forth by the contracting
clients.

B. The primary mission of Dental services shall be the prevention, control, and correction of oral

conditions which are detrimental to the health of the residents or impose a hardship in the
rehabilitation of the residents.
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D-001: Oral Care

l. WEXFORD HEALTH, ACA, AND NCCHC STANDARD

Oral care under the direction and supervision of a dentist licensed in the state will be available to
each patient. Care shall be timely and includes immediate access for urgent or painful conditions.

.  WEXFORD HEALTH COMPLIANCE INDICATORS

A.

B.

All aspects of the above-mentioned standard should be addressed by site specific written
guideline and defined procedures.

Oral screening by the dentist or qualified health care professionals trained by the dentist will
be performed within seven (7) days (Prisons and Juvenile) or 14 days (Jails) of admission to
the correctional system.

Instruction in oral hygiene and preventive oral education will be given within one (1) month
(Prisons and Jails) or 14 days (Juvenile) of admission.

An oral examination will be performed by a dentist within 30 days (Prison), 60 days (Juvenile),
or 12 months (Jails) of Admission.

Oral treatment, not limited to extractions will be provided according to a treatment plan based
upon a system of established priorities for care (Refer to treatment priority classification)

Radiographs will be appropriately used in the development of the treatment plan.
Consultation through referral to oral health care specialists will be available as needed.

Each patient will have access to the preventive benefits of fluorides (in accordance with facility
guidelines) and in a form determined by the dentist to be appropriate for the needs of the
individual.

Where oral care is provided on site, contemporary infection control procedures will be
followed.

lll.  DEFINITIONS

A.

Oral care includes instructions in oral hygiene, examination, and treatment of dental
problems. Instruction in oral hygiene minimally includes information on plaque control and
the proper brushing of teeth.

Oral screening includes visual observation of the teeth and gums and notation of any obvious
or gross abnormalities requiring immediate referral to a dentist.

Oral examination by a dentist includes taking or reviewing the patient’s oral history, and extra
oral head and neck examination, charting of teeth, examination of the hard and soft tissue of
the oral cavity with a mouth mirror, explorer, and adequate illumination, and taking and
reading any necessary radiographs.

Oral treatment includes the full range of services that in the supervising dentist’s judgment
are necessary for proper mastication and maintaining the patient’s oral and general health
status.

Oral treatment includes but is not limited to:

1. X-rays

2 Restorations (fillings)

3. Treatment of infections

4 Oral surgery (i.e., extraction of infected and non-restorable teeth)
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) Emergency treatment
6 Post-operative treatment
7. Non-surgical periodontal services
8 Prosthetic devices including dentures and partials and repairs.
9 Limited endodontic therapy (root canal therapy)
10. Oral hygiene instructions, dental health education, and appropriate follow up
procedures.
F. Infection Control practices are defined by the American Dental Association and the Center for

Disease Control and Prevention as including sterilizing instruments, disinfecting equipment,
and properly disposing of hazardous waste.

G. Regional Dental Director is a dentist licensed in the state where the dental services are
provided and is responsible for the programmatic/clinical supervision of statewide or regional
dental services.

H. Institutional or Site Dental Director is a dentist licensed in the state where the dental services
are provided and is responsible for the programmatic/clinical supervision of dental services
at any facility (site) dental clinic.

L. Dental Coordinator is the trained and licensed individual responsible for the administrative
coordination of a site’s dental clinic operations and assisting the dentist with the examination
and treatment of the patients.

J. Dental Hygienist is the licensed individual who, along with dentists and dental coordinators,
is responsible for providing preventive education in oral hygiene in addition to providing
treatment for periodontal problems, and follow-up appointments for periodontal maintenance
on the patients.

IV.  PRIORITIZING DENTAL CARE

A. Priority of comprehensive dental services should be established by oral examination and
implementation of a classification system. The findings from the oral examination which
includes a periodontal score should be analyzed to arrive at a generalized categorization or

classification.
B. Basic dental care can be categorized as:
1. Elective care
2. Corrective care
3. Interceptive care
4. Urgent care
S. Emergency care
C. Using the above criteria as a starting point, the classification of dental patients should be

based upon the following generalized factors:

V.  CLASSIFICATION |

Patients presents with incipient or no tactical or radiographically observable caries. The patient’s
periodontal condition would be classified as code 1 (gingivitis) or code O (none). Patients meeting
these criteria shall be classified as Type L.

These patients should be scheduled and any therapy begun within twenty-four (24) months of
entering the system. However all therapy should be provided within the shortest time frame
practicable.
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VI.

Vil.

Viil.

CLASSIFICATION 11

Patient presents with tactically determined cavitations due to caries or cavitation observable
radiographically and/or may present with code 3 (moderate) periodontal disease in one or more
sextants and/or code 2 (early) periodontal diseases in three or more sextants.

Patients meeting these criteria shall be classified as Type II. These patients should be scheduled
and therapy begun within twelve (12) months of entering the system.

However all oral surgery, non-surgical periodontal therapy and restorative services should be
provided within the shortest time frame practicable.

CLASSIFICATION 11l

Patient presents with frank observable cavitations due to caries, code 4 (Advanced) periodontal
diseases in one or two sextants and/or code 3 (moderate) periodontal disease recorded in three or
more sextants and/or conditions to warrant removable prosthodonic therapy to restore masticatory
function. It cannot be immediately determined that immediate extraction is the treatment required
for the caries and/or periodontal disease. Patients meeting these criteria shall be classified as Type
II1.

These patients should be scheduled and therapy begun within ninety (90) days of entering the first
receiving facility. All oral surgical, non-surgical periodontal therapy, restorative services, and
rehabilitative procedures should be accomplished within the shortest timeframe practicable.

CLASSIFICATION IV

Patient presents with gross observable cavitation due to caries or code 4 (Advanced) periodontal
disease recorded in three or more sextants. The caries and/or periodontal condition require the
immediate extraction of one or any number of teeth.

Also, the patient may require antibiotic therapy prior to the oral surgery. This urgent condition
should be classified as Type IV.

These patients, ideally, should be treated at the initial intake facility if at all practical and possible.

When the immediate extractions have been accomplished at the initial intake facility, the patient
can be reclassified as appropriate prior to being assigned to their first facility. If the patient is
reassigned prior to completion of the necessary extractions, the receiving facility must schedule and
initiate therapy as quickly as possible upon patient entry.

The patient should be kept on an active treatment list after reclassification if necessary to complete
treatment. All oral surgical, non-surgical periodontal therapy, restorative services, and rehabilitative
procedures should be accomplished within the shortest time frame practicable.

CLASSIFICATION V

Patient presents with obvious active infection, edema (possible developing cellulites), pain, or
obvious suspicious oral neoplasm. This is the true emergency patient and should be classified as
Type V.

These patients must be initially treated at the initial intake facility. They may not be reassigned
to another facility pending the resolution of the infection or the outcome of the diagnostic
biopsy.

When the oral condition has been stabilized the patient is reclassified as appropriate. It should be
obvious that patients with extensive, active dental disease should not be assigned to a facility that
does not have a dental clinic, but instead should be assigned to a facility with adequate dental
coverage.
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D-002: Generalized Procedure Guidelines

l. GENERALIZED PROCEDURE GUIDELINES

The following clinical procedure guidelines offer only the basic recommendations for dental services.
Services must be rendered within the limits governed by the facilities (Juvenile, Jails, Adult Prisons)
and the limited resources of dental services per client contract.

In general, the following dental guidelines apply:

A.

Dental examinations

1. Initial examinations with panoramic x-ray and bitewing x-rays, followed by biennial
exams (every two (2) years) and biennial bitewings and panoramic x-ray every five (5)
years.

Emergency treatment (self-explanatory)

Restorative Dentistry

1. Routine restoration of teeth without nerve exposure will be provided. Restoration will be
done with fillings of amalgam material for posterior teeth and composite resin material
for anterior teeth.

Oral Surgery

1. Extraction of teeth which are not restorable due to infection, decay, periodontal disease,
or trauma will be provided. Most oral surgery procedures will be performed by the staff
dentist. This will include routine extractions, alvedectomies, bone reduction, cyst
removal, biopsies, and impactions, within the limits of the individual operator’s
proficiency. The more difficult cases should be referred to oral surgeons. Collegial review
between the Site Dental Director and Regional Dental Director should occur before
routine off-site oral surgery is scheduled. Emergency off-site oral surgery should follow
written site guidelines, per security and medical protocols.

Periodontal treatment

1. Non-surgical treatment of gum disease will be provided. This consists of deep cleaning
(sub gingival scaling, root planning, gingival curettage). Teeth with severely advanced
periodontal disease will not be treated.

2. Routine dental cleanings shall be provided within the limits of the resources of Dental
Services.

Endodontic treatment (Root canal)

1. Endodontic therapy shall be limited to front teeth or teeth supporting prosthetics, which
have good periodontal support and enough remaining tooth structure to restore.
Endodontic therapy will be considered on a case by case basis in consultation with the
Dental Director.

Removable Prosthetics

1. Full Dentures

a. Residents entering the system with no teeth and no dentures, who will be
incarcerated at a facility for longer than six (6) months from the start of making a
denture, will be provided a denture (s) if they request the service. Residents who
have all their teeth extracted, for clinical reasons, while incarcerated at a facility,
and who will be incarcerated for longer than six (6) months from the start of
making a denture, will be provided dentures if they request the service. Dentures
will not be remade more frequently than every five (5) years and only when
clinically necessary.
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2. Partial Dentures

a. Partial dentures will only be provided to residents to restore incising and
masticatory function and only if the responsible dentist determines that the
patient’s health and/or rehabilitation would otherwise be adversely affected.

b. When such devices are contraindicated for security reasons, the Dentist and
Health Services Administrator will work in conjunction with the facility
administration to try to obtain alternatives so the oral health needs of the patient
are met.

C. Partial dentures will only be made if the patient will be incarcerated for longer
than six (6) months from the start of making the partial denture and the service
is requested. Partial dentures will not be made more frequently than every five (5)
years and only when clinically necessary.

d. Partial dentures will only be made after all other dental work is complete and the
patient demonstrates good oral hygiene.

H. Fixed Prosthetics

1. Crowns and Bridges

a. No cast (precious or non-precious metal) or porcelain crowns or bridges will be
provided under any circumstances. The cost of fixed prosthetics in terms of
provider time and appliance materials precludes their use in the corrections
environment.

b. Residents entering the system with existing crowns or bridges may have them
recemented if they come off and if the underlying tooth structure is healthy.
Otherwise acrylic crowns or stainless steel crowns will be used for badly broken
down teeth.

I. Orthodontics (Braces)

1. No orthodontic treatment shall be provided. Residents entering the system with existing
braces will be given the option of removal of their braces by a staff dentist. Exceptions
for this guideline will occur with some short time residents at juvenile facilities and jails.
In these situations written site guidelines will dictate alternative treatment services.

J. Sports or Night Guards

1. No sports or night mouth guards will be routinely provided to the residents. In unusual
cases, occlusal splints may be provided for cases involving extreme bruxism (grinding
of teeth) or diagnosed temporal-mandibular joint dysfunction. Collegial review between
the site and Regional Dental Directors should occur before any appliance fabrication
occurs.
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D-003: Dental Sick Call Requests

GUIDELINE

Patients seeking dental treatment should use a state and/or corporate approved dental sick call
request form to have their requests prioritized so treatment can be scheduled accordingly.

Once a written request is received, the patient's dental chart should be reviewed along with the
medical history to determine the priority level of the request. This chart review should be conducted
by the staff dentist, dental coordinator (assistant) or, in their absence, by the medical (nursing) staff
according to site-specific written protocol.

SCHEDULING PROCESS

A. Emergency care receives the top priority. Care for residents with true dental emergencies shall
be available at all times, either through the dental department or the medical staff at each
facility. Emergency dental care consists of:

1. Relief of severe pain

2. Control of bleeding

3. Treatment of acute infection
4. Treatment of injuries to the teeth supporting structures
B.  These true emergency individuals are scheduled before anyone else on a daily clinical basis.

Medically compromised individuals in this group may dictate consultation with the medical
staff to develop a clinical resolution to the emergency dental problem.

C. Urgent care receives second priority for scheduling and includes any dental scenario that
could quickly evolve into an emergency situation if not treated on a timely basis. These
individuals too, if medically compromised, may require consultation with the medical staff to
develop a clinically acceptable solution to their dental problem.

D. Corrective care or treatment going forward from a pre-diagnosed treatment program should
receive third priority scheduling consideration. These dental sick call requests come from
individuals who know or have been told of dental treatment needs and send in requests to
begin, continue, or finish treatment. These requests must be reviewed and even though the
situation is not emergent or urgent, the individual should be placed on a treatment list if
he/she has not already been placed on the list from the intake screening at their current
facility.

E. Interpretive care must be given a fourth priority when considering the schedule. These
appointments usually involve recall checkups and biennial exams and x-rays. These
appointments are necessary but should not take precedence over any emergent or urgent
requests.

SUMMARY

The process for prioritizing dental sick call requests should consider all the preceding information
and the final determination of scheduling must be made based upon the professional judgment of
the clinical staff.

CONCLUSION

A. Dental clinical situations not covered by the aforementioned guidelines should be resolved by
the site dental director and if necessary through the utilization of collegial review and
consultation with the regional dental director.
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B. Dental treatment for the medically compromised patient must involve consultation with the
site medical staff to develop a clinically acceptable protocol for providing dental services.

C. These guidelines do not replace sound clinical judgment; nor are they intended to strictly
apply to all patients.
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DR-001:

Dental Radiation Safe Operation Guidelines

l. OBJECTIVE

The purpose of these guidelines is to assure uniform compliance with the current accepted practices
in the use of ionizing radiation. All dental staff using and/or exposing radiographs should adhere
to these guidelines as closely as possible. The primary intent of these guidelines is to keep patient
radiation exposure to a minimum and to eliminate radiation exposure of patients and staff. These
Radiation Safe Operation Guidelines will be reviewed annually to ensure compliance with New
Mexico Department of Health regulations.

Il.  ORDERING X-RAYS

A.

All radiographs must be recorded in writing and reviewed by a licensed dentist. The number
of films, the date and the signature of the dentist ordering the films must be entered in the
patient’s record.

The patient’s medical and dental history should be reviewed, and an oral examination
performed before dental radiographs are ordered.

Previous radiographs, especially those taken recently, should be evaluated before ordering
films which would cover the same area.

The ultimate objective in radiographing patients is to keep the dose as low as reasonably
achievable. However, patients should not be treated without necessary radiographs.

Digital X-rays should be used available.

Radiographs should not be taken on patients who cannot cooperate due to mental or physical
handicaps. An attempt to do so will usually result in unacceptable films and therefore
unnecessary exposure to the patient.

Retake radiographs may be ordered if the diagnostic information needed is not available on
any of the films covering a particular area. The dentist should make the determination of the
need for retakes.

X-rays may be taken for diagnostic purposes only. No films may be taken for administrative
purposes.

Patient’s identity should be verified prior to any X-rays being performed. The patient should
be asked to identify themselves by stating their full name and ID number.

lll. RADIOGRAPHIC EXPOSURE

A. Dental X-ray equipment are in the following areas:
Make, model, serial number Area location (Room number, building, floor) Type of unit (intraoral or panorex, portable)
Make, model, serial number Area location (Room number, building, floor) Type of unit (intraoral or panorex, portable)
Make, model, serial number Area location (Room number, building, floor) Type of unit (intraoral or panorex, portable)
B. Radiographic exposures may be made by dental staff members who are licensed by the State

of New Mexico Dental Board. Should a dental staff member allow their dental license to expire,
they must renew their dental license prior to returning to the facility. X-rays will not be taken
by un-licensed dental staff.
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K.

When taking radiographs, the patient must be protected with a lead apron and a thyroid
shield. If patient is pregnant, X-rays will only be taken in emergency situations and 2 lead
aprons will be placed over abdomen.

All personnel, who must remain in the room, shall be behind a barrier or a minimum of 6 feet
from the primary beam at an angle of 90 to 135 degrees to the beam during exposure.

Radiation exposure shall follow the guidelines of ALARA (As Low As Reasonably Achievable)
to minimize patient exposure.

Film-holders should be used to position the films. If this is not possible because of anatomical
restrictions the patient may use finger pressure to hold the film in place.

During each exposure, the operator should stand behind a protective barrier, the patient must
be observed at all times during an exposure, either through direct vision or using a specially
mounted mirror. If shielding is not available, the operator should stand a least six feet away
from, and at an angle of 90 to 135 degrees to the primary beam. Movable shields should be
used when available and must be positioned in a designated location. A pregnant operator
should follow the above recommendations; in addition, a lead apron may be worn by the
operator for extra protection.

All dental staff in an area associated with frequent operation of X-ray producing equipment is
to wear dosimetry badges to monitor the level radiation exposure OR a clinic area badge is to
be placed 6 feet from the cone. The exposure limit (MPD=Maximum Permissible Dose) for
radiation workers is 50 mSv per year.

In the event of an overexposure being recorded on the quarterly radiation badge reports, the
individual would be contacted to:

1. Identify the reported exposure AND
2. Try to determine how and when this overexposure might have occurred.

If the exposure exceeded the occupational dose limits for adults a letter would be sent to the
New Mexico Department of Health, Bureau of Radiation Protection, indicating the exposure
identified in the quarterly radiation badge report. If there were no obvious reasons for the
reported overexposure and it was felt that the individual did indeed receive the excess
radiation, that individual would not be allowed to continue taking films until their total
reported exposure, including the most recent overexposure, again falls below the Maximum
Permissible Dose (occupational dose limit).

A copy of the New Mexico Environment Department, Radiation Control Bureau Regulations is
available at https://www.env.nm.gov/rcb/regulations/

IV.  REGULATION AND MONITORING OF X-RAY EQUIPMENT

A.

0

All X-ray equipment should meet state and federal performance standards. The State of New
Mexico requires that the X-ray machines be calibrated per New Mexico regulations.

Radiographic film is used at this facility.
X-Ray processors are used at this facility.

New Mexico requires that: “Each registrant (dentist) shall inform individuals working in or
requesting any portion of a restricted area of the occurrence of radiation in such portions of
the restricted area; shall instruct such individuals in the safety problems associated with the
exposure to such radiation and in precaution or procedures to minimize exposure; shall
instruct such individuals in the applicable rules for the exposure; shall instruct such
individuals in the applicable rules for the protection of personnel from exposure to radiation;
and shall advise such individuals of reports of radiation exposure which those individuals
may request pursuant to this rule.”
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E. The New Mexico Department of Health Notice to Employees must be posted where staff is

engaged in activities subject to the Radiation Control Bureau regulations.

F. Transfer, disposal or installation of radiation-generating equipment must be reported as
specified by the New Mexico Environment Department regulations.
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DR-002: Dental Radiation Exposure to Pregnant Females Guidelines

l. OBJECTIVE

To ensure safe environment and proper procedures are followed for ionizing radiation exposure to
pregnant staff during the entire known gestation period.

Scope of guideline: All employees of Mid America Health, Inc. (MAH), PrevMED, Ind (PrevMED),
and any professional group serviced by MAH or PrevMED (all jointly designated “Company”) are
required to follow this guideline.

Il. PROCEDURE

A.

B.

Employees must notify MAH management immediately upon knowledge of a pregnancy. See
the attached form.

Once MAH has been notified by an employee that they are pregnant they will be given the
option to request an individual monitoring device specifically designed for fetal monitoring.
In addition, they will be supplied with a special lead apron designed for use by pregnant
employees.

Restricting exposure to the fetus does not mean that it is necessary for pregnant employees
to avoid work with dental X-ray units or in the area of our dental X-ray unit. This guideline
is simply to establish and to inform the employee, and to provide the opportunity for additional
protection.

No MAH dental unit area has been identified which would be considered likely to result in a
dose of ionizing radiation that would be harmful to the fetus. However, the above procedure
has been adopted out of caution and protection for MAH staff.

All employees will be advised of this guideline upon hire and annually upon review of MAH
Dental X-ray procedures.

Any questions regarding the safe operation of X-ray generating equipment should be directed
to the New Mexico Environment Department at (505) 827-2855. Written inquiries should be
sent to PO Box 5469 Santa Fe, NM 87502-5469.
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Dermatology Guidelines

Onsite Care to Consider Offsite Care to Consider

Acne

Acne Keloidalis Nuchae

Acne keloidalis nuchae (AKN) is a
chronic inflammatory condition that
leads to scarring of the hair follicles,
development of keloid-like papules
and plaques, and scarring alopecia
on the nape of the neck and
occipital scalp. AKN occurs mostly in
darker skinned races with curly or
kinky hair.

The natural course of disease starts
with the early formation of inflamed
papules with marked erythema.
Secondary infection can lead to

Consider: Patient education that
improvement is often delayed may
be considered an important aspect
of care. Improvement in acne is
dependent upon both the resolution
of existing lesions and the
prevention of new lesion formation.
In general, at least two to three
months of consistent adherence to a
regimen is necessary to assess
treatment efficacy, and the initial
response may consist of a
noticeable reduction (rather than
complete clearance) of active acne
lesions. The selection of therapy
should be individualized and based
upon consideration of the extent of
disease, adverse effects, treatment
availability and the response to
previous treatments. Adjustments to
the regimen may be needed to
identify the most effective regimen
and responses to specific treatments
vary from patient to patient.
Changes to the treatment regimen
to optimize tolerability and efficacy
are often needed. Medications that
may be considered include but not
limited to: Benzoyl peroxide, topical
antibiotics, oral antibiotics and
topical retinoids.

Consider: Education of the patient
concerning the condition. To

minimize exacerbations, it may be
advised to encourage patients to:

1. Avoid picking, rubbing, or
scratching the affected area

2. Discontinue close shaving,
trimming, or razor or clipper
edging of the posterior hairline

3. Avoid irritation from tight-fitting
hats, helmets, or high-collared
shirts

At the discretion of the clinician
depending on the clinical scenario

At the discretion of the clinician
depending on the clinical scenario

Clinical pathways do not replace sound clinical judgment nor are they intended to strictly apply to all patients.
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pustules and abscess formation in
some cases. Over time, continued
inflammation leads to pronounced
fibrosis and keloid formation with
coalescence of the papules into
large plaques and nodules. Later
stages of presentation include
chronic scarring and/or scarring
alopecia without active
inflammation.

Alopecia Areata

Alopecia areata is a chronic,
relapsing, immune-mediated
inflammatory disorder affecting hair
follicles resulting in nonscarring hair
loss. The severity of the disorder
ranges from small patches of
alopecia on any hair-bearing area to
the complete loss of scalp, eyebrow,
eyelash, and body hair. Although up
to 50 percent of patients who
present with patchy alopecia areata
experience spontaneous hair
regrowth within one year, most will
relapse months or years after
remission

Atopic Dermatitis (Eczema)

The selection of therapy should be
individualized and based upon
consideration of the extent of
disease, adverse effects, onsite
treatment availability and the clinical
response to previous treatments.

Medical management may include
topical corticosteroids, intralesional
injection topical or oral antibiotics

and retinoids.

Consider: Education of the patient.
The treatment of alopecia areata
may be considered as cosmetic. As
such, the selection of therapy, or the
decision to initiate therapy, should
be individualized and based upon
consideration of the extent of
disease, adverse effects, onsite
treatment availability and the
response to previous treatments.

Consider: Patient education - The
goals of treatment are to reduce
symptoms (pruritus and dermatitis),
prevent exacerbations, and minimize
therapeutic risks. Skin care
techniques that may help include
decreasing the frequency of
showering, cautious use of soaps,
moisturizing soaps and avoiding
scratching.

Standard treatment modalities for
the management of these patients
are centered around the use of
topical anti-inflammatory
preparations and moisturization of
the skin The selection of therapy
should be individualized and based
upon consideration of the extent of
disease, adverse effects, treatment

At the discretion of the clinician
depending on the clinical scenario

At the discretion of the clinician
depending on the clinical scenario

Clinical pathways do not replace sound clinical judgment nor are they intended to strictly apply to all patients.
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availability and the response to
previous treatments.

Medications to consider: Mild
topical steroids such as 1%
Hydrocortisone Cream or
Triamcinolone Cream 0.1% b.i.d.
may be helpful but treatment varies
according to the severity.

Condylomata Acuminata Consider: Evaluation and education At the discretion of the clinician
(Anogenital Warts) of the patient. The selection of depending on the clinical scenario

therapy should be individualized

and based upon consideration of

the extent of disease, adverse

effects, treatment availability,

availability of a clinician to apply and

the response to previous treatments.

1. Imiquimod 5% cream: Apply a
thin layer 3 times per week (on
alternate days) prior to bedtime;
leave on skin for 6 to 10 hours,
then remove with mild soap and
water. Continue until there is
total clearance of the
genital/perianal warts or for a
typical maximum duration of
therapy of 16 weeks.

2. Trichloroacetic acid (TCA) 80%
Topical: Applied by a health care
provider and allowed to dry to a
white frost on wart tissue before
patient sits or stands. Therapy
may be repeated weekly if
necessary. As a general
guidance, Health care provider
should use caution to avoid
applying excessive amounts or
exposing surrounding tissue to
solution.

3. Electrosurgery (hyfrecation):
Warts can be destroyed with
electrocautery. After the
injection of a local anesthetic,
warts are desiccated and are
either left to fall off or curetted.

Clinical pathways do not replace sound clinical judgment nor are they intended to strictly apply to all patients.
Each state/region may have individual variances, and a copy of those variances should be attached to this g\MeE‘rX FORD MILLER 000787
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Epidermal Inclusion Cyst

Epidermoid cysts, also called
epidermal cysts, epidermal inclusion
cysts, or "sebaceous cysts," are the
most common cutaneous cysts.
They can occur anywhere on the
body and typically present as
asymptomatic, skin-colored dermal
nodules often with a clinically visible
central punctum. The size ranges
from a few millimeters to several
centimeters in diameter.

Keloids and/or Hypertrophic
Scars

Keloids and hypertrophic scars
represent an excessive tissue
response to dermal injury. Keloids
are fibrous growths that extend
beyond the original area of injury to
involve the adjacent normal skin.
Hypertrophic scars may have a
similar clinical appearance, but in
contrast with keloids, remain
confined within the boundaries of
the wound area and tend to regress
spontaneously over time.

Onychomycosis

Pseudofolliculitis Barbae

Pseudofolliculitis barbae (PFB)
(Pseudofolliculitis of the beard),
often colloquially referred to as
"razor bumps," "shave bumps," or
"ingrown hairs," is a common
cutaneous condition that develops
as a result of the removal of facial

Consider: Treatment of stable,
uninfected epidermoid cysts is not
typically necessary. Inflamed,

ruptured cysts that are not infected
may resolve spontaneously without

therapy, although they tend to

recur. The plan of care is dependent

on the clinical situation, but the
clinician may want to consider just
ongoing observation and periodic
measuring.

Consider: The treatment of keloids
may be considered as cosmetic
depending on the clinical situation
and history. As such any treatment
plan will need to be individualized.
The clinician may want to discuss
with the patient his/her needs,

concerns, and expectations. Patients

with keloids should be informed
that there is a high recurrence risk
associated with all treatment
options.

Consider: The treatment of toenail
fungus may be considered as
cosmetic depending on the clinical
situation and history. As such, the
selection of therapy should be
individualized and based upon
consideration of the extent of
disease, adverse effects, treatment
availability and the response to
previous treatments.

Consider: Patient education about

the condition. Approach to therapy:

Because the clinical manifestations
of pseudofolliculitis are a
consequence of the entry of hair
into the interfollicular skin, the
primary approach to therapy

consists of measures to prevent this

At the discretion of the clinician
depending on the clinical scenario

At the discretion of the clinician
depending on the clinical scenario

At the discretion of the clinician
depending on the clinical scenario

At the discretion of the clinician
depending on the clinical scenario

Clinical pathways do not replace sound clinical judgment nor are they intended to strictly apply to all patients.
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hair. Usually in Afro-American men
or men with tightly curly hair. PFB
most frequently occurs in
association with shaving and results
from an inflammatory response to
the cutaneous entrapment of
recently cut, short hairs. PFB
typically presents with firm papules
and pustules in the beard area.

Post-inflammatory
hyperpigmentation, secondary
bacterial infection, scarring, and
keloid formation are potential
complications.

Psoriasis

Psoriasis is a common chronic skin
disorder that is characterized by
erythematous papules and/or
plaques with a silver scale, although
other presentations can occur. Many
cases are not severe enough to
directly affect general health and are
generally treated in the outpatient
setting.

occurrence. The approach to an
individual patient management
primarily is guided by the clinical
presentation and response to prior
therapies. Typically, the most
effective and safe intervention for
the treatment of PFB is the
permanent discontinuation of
shaving that has induced the
condition. Patients who are able to
do this usually notice significant
clinical improvement within a few
months.

Treatments may include:

1. Shave/Clipping pass — shaving is
not recommended with this
condition.

2. 1% hydrocortisone cream to
reduce inflammation of papular
lesions.

3. Benzoyl peroxide daily prn

4. Cleocin Gel and/or Erythromycin
Topical

Consider: The selection of therapy
should be individualized and based
upon consideration of the extent of
disease, adverse effects, treatment
availability and the response to
previous treatments.

Medications:

1. Medium-potency steroids that
may include Triamcinolone 0.1%
Cream is a typical starting point
for mild disease.

2. High-potency steroid creams
that may include Triamcinolone
0.5% Cream or 0.1% Ointment
b.i.d. is a typical starting point
for moderate disease, it is
suggested to not exceed 60
g/week.

3. Methotrexate is an established
therapy that continues to play a

At the discretion of the clinician

depending on the clinical scenario

Clinical pathways do not replace sound clinical judgment nor are they intended to strictly apply to all patients.
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Scabies

Seborrheic Keratosis

Seborrheic keratoses present as
well-demarcated, round or oval
benign lesions with a dull, verrucous
surface and a typical stuck-on
appearance. They are generally
asymptomatic, but in some patients,
there may be chronic irritation due
to friction trauma The number of
seborrheic keratoses can vary from
an isolated lesion to literally
hundreds.

Tinea Capitis

Tinea capitis is a fungal infection of
the scalp that most often presents
with pruritic, scaling areas of hair
loss. Dermatophyte fungi are the
major causes of tinea capitis. The
infection is often contracted from
another human or an animal
through direct contact.

role in the management of
moderate to severe plaque
psoriasis.

Consider: The selection of therapy
should be individualized and based
upon consideration of the extent of
disease, adverse effects, onsite
treatment availability and the
response to previous treatments.
Typically, treat with weight-based
Ivermectin per protocol (refer to
Wexford’s Infection Control
guideline, IC-013, Ectoparasite
Control — Scabies/Lice, Infection
Control Guideline manual); Repeat
weight-based Ivermectin in 14 days.

Consider: Onsite diagnosis of
seborrheic keratosis is usually based
on the clinical appearance of "stuck
on," warty, well-circumscribed, often
scaly hyperpigmented lesions
located most commonly on the
trunk, face, and upper extremities.
Treatment or removal of these
benign skin lesions is not generally
indicated. Onsite biopsy may be
considered if diagnosis is in
question.

Consider: Evaluation and education
of the patient. Oral antifungal
therapy is the primary treatment for
tinea capitis. Patients usually
respond well to treatment. The
optimal treatment regimens for
adults remain unclear. Typical oral
antifungal doses for adults:

1. Terbinafine 250 mg per day for
4-6 weeks

2. ltraconazole 5 mg/kg per day
(maximum 400 mg per day) for
4-6 weeks

At the discretion of the clinician
depending on the clinical scenario

At the discretion of the clinician
depending on the clinical scenario

At the discretion of the clinician
depending on the clinical scenario

Clinical pathways do not replace sound clinical judgment nor are they intended to strictly apply to all patients.
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Tinea Corporis

Tinea corporis — a fungal infection of
body surfaces other than the feet,
groin, face, scalp hair, or beard hair

Tinea Pedis (Athlete’s Foot
Fungus)

Tinea Versicolor

Tinea versicolor (i.e., pityriasis
versicolor) is a common superficial
fungal infection. Patients with this
disorder often present with
hypopigmented, hyperpigmented,
or erythematous macules on the
trunk and proximal upper
extremities. Unlike other disorders
utilizing the term tinea (e.g., tinea

3. Fluconazole

a. Daily dosing: 6 mg/kg per
day (maximum daily dose
is 400 mg) for 4-6 weeks

b. Weekly dosing: 8 mg/kg
once weekly for 8-12
weeks

4. Concomitant treatment with 1%

or 2.5% selenium sulfide
shampoo may be used for the
first two weeks because it may
reduce transmission.

Consider: Treatment choices often
depends typically on the extent of
the condition and consists of topical
or systemic antifungal drugs.
Dermatophyte infections usually
respond well to a course of
appropriate treatment. Common
reasons for failure to respond to
antifungal therapy include
inadequate administration of
treatment (e.g., stopping treatment
as visible scale resolves) or an
incorrect diagnosis.

Consider: The selection of therapy
should be individualized and based
upon consideration of the extent of
disease, adverse effects, treatment
availability and the response to
previous treatments. Daily washes
with soap and water, dry feet well,
treat with antifungal cream.

Consider: The selection of therapy
should be individualized and based
upon consideration of the extent of
disease, adverse effects, treatment
availability and the response to
previous treatments.

Patient education — Prior to
treatment, patients should be
advised that changes in cutaneous
pigment often persist after
successful treatment. Restoration of

At the discretion of the clinician
depending on the clinical scenario

At the discretion of the clinician
depending on the clinical scenario

At the discretion of the clinician
depending on the clinical scenario
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pedis, tinea capitis), tinea versicolor
is not a dermatophyte infection. The

causative organisms are saprophytic,

lipid-dependent yeasts.

Warts, Non-Anogenital
(Common, plantar and flat
warts)

normal pigmentation may take
months after the completion of
successful therapy.

Recurrence is very common
especially in warmer, more humid
climates which may impact a clinical
decision to initiate treatment or not
initiate treatment.

Treatments may include:

1. DHS 2% zinc shampoo (8 oz.
bottle) applied for five minutes
per day for two weeks.

2. Selenium 2.5% lotion (4 oz.
bottle) applied for 10 minutes
for seven days.

3. Oral therapy is generally
reserved for patients with tinea
versicolor that is refractory to
topical therapy or widespread
disease that makes the
application of topical drugs
difficult.

e Fluconazole 300 mg per
week for 2—-4 weeks

e Itraconazole 200 mg daily
for seven days

Consider: The selection of therapy
should be individualized and based
upon consideration of the extent of
disease, adverse effects, treatment
availability and the clinical response
to previous treatments.

1. Patient education: The option to
defer treatment should be
discussed with patients.
Although most warts in
immunocompetent patients
eventually resolve without
treatment, warts may spread or
persist and resolution is
unpredictable.

2. Many wart therapies require
prolonged treatment or multiple

At the discretion of the clinician
depending on the clinical scenario

Clinical pathways do not replace sound clinical judgment nor are they intended to strictly apply to all patients.
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office visits and have
inconsistent efficacy. Clinicians
should communicate
expectations for the treatment
course as well as the possibility
of treatment failure and
recurrence.

Medications to consider:

1.

Salicylic Acid topical applied
twice daily up to 12 weeks as a
typical first line therapy. Cover
daily with Band-Aid until
removed.

Trichloroacetic acid (TCA) 80%
solution once weekly
applications have been used for
warts on the palms and soles.

Clinical pathways do not replace sound clinical judgment nor are they intended to strictly apply to all patients.

Each state/region may have individual variances, and a copy of those variances should be attached to this g\MeErX FORD MILLER 000793
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Ankle-Foot Orthotics

l. GUIDELINE

The purpose of this guideline is to provide clinical guidelines to determine the need for therapeutic
ankle-foot orthotic devices and instruction for issuance.

Il.  DEFINITION

Ankle-Foot Orthotic: A rigid or semi-rigid device that is used for the purpose of supporting a weak
or deformed body part, or for restricting or eliminating motion in a diseased or injured part of the
body. An orthotic can be either prefabricated or custom-fabricated. Are for ambulatory individuals
with weakness or deformity of the foot and ankle who require stabilization for medical reasons and
have the potential to benefit functionally (i.e., AFO, foot drop splints).

lll. GENERAL GUIDELINES

Prefabricated devices should be trialed prior to requesting a custom made device (i.e., off the shelf
prefabricated foot drop splint, verses a custom made AFO). Patients should display willingness and
ability to comply with treatment regimen.

IV.  CLINICAL CRITERIA

A. Ankle flexion contracture: a condition in which there is shortening of the muscles and/or
tendons that plantar-flex the ankle with the resulting inability to bring the ankle to zero
degrees by passive range of motion. (Zero degrees ankle position is when the foot is
perpendicular to the lower leg.)

B. Plantar flexion contracture (i.e., a non-fixed contracture) when reasonable expectation of the
ability to correct or prevent the contracture in those who may become ambulatory; and
contracture is interfering or expected to interfere significantly with the patient’s functional
abilities; and used as a component of a therapy program that includes passive stretching of
the involved muscles and/or tendons.

C. Foot drop: a condition in which there is weakness and/or lack of use of the muscles that
dorsiflex the ankle, but there is the ability to bring the ankle to zero degrees by passive range
of motion.

V. ACTION

When the orthotic or prosthesis is issued, the patient will sign a form approved by the facility (see
Wexford Health’s receipt for Accountable Items” Form #037) with the understanding that
repair/replacement is contingent on assessment of the prosthesis. If the prosthesis loss or damage
is related to neglect or misuse by the patient, replacement will be contingent on findings of the case
and decision of the Regional Medical Director. This form must be signed by a witness, stamped and
dated, and filed under miscellaneous portion of the medical health record.

Adapted from the BlueCross of California Clinical UM Guidelines 12/01/05

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients.
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M-012: Knee Orthotics

l. GUIDELINE

The purpose of this guideline is to provide clinical guidelines to determine the need for therapeutic
knee orthotic device and instruction for issuance.

Il.  DEFINITION

Knee Orthotic: A rigid or semi-rigid device that is used for the purpose of supporting a weak or
deformed body part, or for restricting or eliminating motion in a diseased or injured part of the body.
Knee orthotics are designed to allow protected and controlled motion of injured knees that have
been treated operatively or non-operatively, assist or provide stability for unstable knees during
activities of daily living and may be either prefabricated (off-the-shelf) or custom-made.

lll. GENERAL GUIDELINES

Prefabricated devices should be trialed prior to requesting a custom made device. Patients
should display willingness and ability to comply with treatment regimen.

IV.  CLINICAL CRITERIA

A. Prefabricated functional or rehabilitative knee braces are considered medically necessary
for patients with:

1. Documented anterior or posterior cruciate ligament (ACL or PCL) tears, or functional
instability episodes due to cruciate ligament insufficiency who elect non-surgical
treatment.

2. Grade II or III medial collateral or lateral collateral ligament sprain for support for

ambulation. These need to be hinged braces where one can control the range of motion.

3. Posterior cruciate and/or posterior lateral reconstruction, including those undergoing
reconstruction after knee dislocation.

In the post op recovery phase anterior cruciate ligament (ACL) repair.

Major ligaments and bony reconstruction above the knee such as patella or quadriceps
tendon repair, medial and lateral collateral ligament repair.

6. Major fractures requiring fairly early post-op motion such as patella fracture or a tibial
plateau fracture.

B. Custom-made unloader knee braces or prefabricated functional rehabilitative braces are
considered medically necessary in members with osteoarthritis and are:

1. Candidates for high tibial osteotomy or total knee arthroplasty (replacement) that may
elect non-surgical treatment.

Predicting the success of high tibial osteotomy versus total knee arthroplasty.

Severe patello-femoral arthrosis in conjunction with medial or lateral compartment
arthrosis.

V.  ACTION

When the orthotic or prosthesis is issued, the patient will sign a form approved by the facility (see
Wexford Health’s Receipt for Accountable Items,” form #037) with the understanding that
repair/replacement is contingent on assessment of the prosthesis. If the prosthesis loss or damage
is related to neglect or misuse by the patient, replacement will be contingent on findings of the case

Adapted from the BlueCross of California Clinical UM Guidelines 12/01/05

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients.

Each state/region may have individual variances, and a copy of those variances should be attached to this g\MeE‘rX FORD MILLER 000796
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and decision of the Regional Medical Director. This form must be signed by a witness, stamped and
dated, and filed under miscellaneous portion of the medical health record.

Adapted from the BlueCross of California Clinical UM Guidelines 12/01/05
Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients.
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M-013: Prosthesis

GUIDELINE

The purpose of this guideline is to provide general guidelines for issuance or repair of prosthetic
devices.

DEFINITION

An artificial device used to replace a missing body part, such as a limb.

GENERAL GUIDELINES

A. In general, a physician prescribes an artificial limb or prosthesis when a patient has lost a
limb and a functional level of one or greater is expected.

1. Functional Levels: Throughout this guideline "Functional Levels" are used to guide the
appropriateness of lower limb prosthesis. Provided below are definitions of these levels.
Please note that within the functional classification hierarchy, bilateral amputees often
cannot be strictly bound by functional level classifications.

2. Level O: Does not have the ability or potential to ambulate or transfer safely with or
without assistance and prosthesis does not enhance their quality of life or mobility.

3. Level 1: Has the ability or potential to use prosthesis for transfers or ambulation on
level surfaces at fixed cadence. Typical of the limited and unlimited ambulator.

4. Level 2: Has the ability or potential for ambulation with the ability to traverse low-level
environmental barriers such as curbs, stairs or uneven surfaces. Typical of the limited
ambulator.

S. Level 3: Has the ability or potential for ambulation with variable cadence. Typical of the

ambulator who has the ability to traverse most environmental barriers and may have
vocational, therapeutic, or exercise activity that demands prosthetic utilization beyond
simple locomotion.

6. Level 4: Has the ability or potential for prosthetic ambulation that exceeds basic
ambulation skills, exhibiting high impact, stress, or energy levels. Typical of the
prosthetic demands of the child, active adult, or athlete.

B. Amputee patients, who did not attempt to acquire prosthesis for greater than one year prior
to incarceration, shall not be considered candidates for issuance of prosthesis unless there is
a change in clinical indications and or rehabilitative goals. The case is to be reviewed with the
Regional Medical Director. The patient must clearly display ability, initiative and willingness
to participate in a prosthetic limb-training regimen.

C. A patient must show compliance with a weight reduction program prior to requesting
replacement prosthesis socket when the socket is needed due weight gain stump enlargement.

D. Wexford Health will furnish an ocular conformer for enucleated patients. Issuance of
prosthetic eyes is considered cosmetic and not medically necessary.

ACTION

When the orthotic or prosthesis is issued, the patient will sign a form approved by the facility (see
Wexford Health’s Receipt for Accountable Items” form #037) with the understanding that
repair/replacement is contingent on assessment of the prosthesis. If the prosthesis loss or damage
is related to neglect or misuse by the patient, replacement will be contingent on findings of the case
and decision of the Regional Medical Director. This form must be signed by a witness, stamped and
dated, and filed under miscellaneous portion of the medical health record.

Adapted from the BlueCross of California Clinical UM Guidelines 12/01/05

Clinical pathways do not replace sound clinical judgment, nor are they intended to strictly apply to all patients.

Each state/region may have individual variances, and a copy of those variances should be attached to this g\M(E‘rX FORD MILLER 000798
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Pharmacological Management of Type 1 and Type 2 Diabetes Mellitus Guidelines

l. GUIDELINE/PURPOSE

These guideline recommendations summarize the Wexford Health guidelines for patients being
treated for Type 1 and Type 2 Diabetes Mellitus.

These recommendations are provided only as assistance for clinicians making clinical decisions
regarding the care of their patients. As such, they cannot substitute for the individual judgment
brought to each clinical situation by the patient’s clinician. As with all clinical reference resources,
they reflect the best understanding of the science of medicine at the time of development, but they
should be used with the clear understanding that continued research may result in new knowledge
and recommendations.

Il.  CLASSIFICATION OF DIABETES

A. Type
1.

B. Type

1 Diabetes Mellitus

Type 1 diabetes is characterized as a disease of absolute insulin deficiency which is a
result of autoimmune destruction of pancreatic beta cells.

Approximately 5 to 10% of patients with diabetes have type 1 diabetes mellitus.

Patients with undiagnosed type 1 diabetes may present with diabetic ketoacidosis (DKA)
or may have a more gradual presentation with symptoms of hyperglycemia which may
include polyuria (increased urination), polydipsia (increased thirst) and polyphagia
(increased appetite).

Type 1 diabetes mellitus is typically characterized by the following:
a. Diagnosis as a child or adolescent (although it can occur at any age)
b. Lean body type or BMI less than 25 kg/m?2

C. Normal insulin sensitivity (insulin requirements typically do not exceed 0.7 units
of insulin/kg body weight over 24 hours)

d. Displays evidence of anti-beta cell autoimmunity
e. May be more prone to ketosis or DKA than type 2 diabetics
2 Diabetes Mellitus

Type 2 diabetes mellitus is characterized by hyperglycemia often associated with
progressive loss of insulin secretion from the beta cells along with superimposed insulin
resistance which results in a relative insulin deficiency.

Type 2 diabetes mellitus is the more common form of diabetes mellitus, with
approximately 90% of patients diagnosed with type 2 diabetes.

Obesity, age and physical inactivity are often associated with type 2 diabetes.
Type 2 diabetes mellitus is typically characterized by the following:
a. Diagnosis more likely to be an adult.

b. Patient is overweight or obese (i.e., BMI = 25 kg/m2, and often far exceeding that
BMI).

C. High likelihood to have a family history of diabetes
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d. If treating with insulin, patient may require large doses to control blood sugar due
to insulin resistance. Insulin resistance is often associated with abdominal
obesity, hypertension, lipid abnormalities, atherosclerosis, and hyperuricemia.

e. No evidence of anti-beta cell specific antibodies.

f. Less likely to have a history of diabetic ketoacidosis (DKA), but may have a history
of hyperosmolar coma.

g. More likely to have symptoms of “metabolic syndrome” such as hypertension or
hyperlipidemia.

lll.  DIAGNOSTIC CRITERIA FOR PRE-DIABETES AND DIABETES MELLITUS
A. Patients should be evaluated for diabetes if they display any of the following:

1. Symptoms of hyperglycemia

2. Symptoms that may be the result of complications of diabetes
3. Clinical presentations in which diabetes is considered in the differential diagnosis
4. Significantly elevated glucose level on blood testing

B.  ADA Diagnostic Criteria

1. The ADA diagnostic criteria for diabetes and pre-diabetes in non-pregnant adults is
shown in Table 1.

2. Pre-Diabetes

a. Pre-diabetes is terminology that encompasses both impaired glucose tolerance
(IGT) and impaired fasting glucose (IFG) or hyperglycemia that does not meet
the diagnostic criteria for diabetes.

b. Both IGT and IFG as well as a an A1C range of 5.7-6.4% are associated with a
high risk for diabetes and cardiovascular disease.
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TABLE 1. ADA DIAGNOSTIC CRITERIA FOR DIABETES AND PRE-DIABETES (IN NON-PREGNANT ADULTS)

NORMAL

1. A1C<57%.
or
2. Fasting plasma glucose <100 mg/dl.
or
3. Oral glucose tolerance test (OGTT) 2-hr plasma glucose <140 mg/dl.

PRE-DIABETES

1. A1Crange of 5.7-6.4%.
or
2. Impaired fasting glucose (IFG) = fasting plasma glucose of 100-125 mg/dl.
or
3. Impaired glucose tolerance (IGT) = OGTT 2-hr plasma glucose of 140-199 mg/di.

DIABETES

1. A1C=6.5%.
or
2. Fasting plasma glucose =126 mg/dl.
or
3. OGTT 2-hr plasma glucose =200 mg/dl.
or
4. Symptoms of diabetes and a casual plasma glucose =200 mg/dl.

NOTES ON METHODS OF TESTING:

1. A1C: The test should be performed in a laboratory using a method that is certified by the National Glycohemoglobin
Standardization Program (NG SP) and standardized to the Diabetes Control and Complications trial (DCCT) assay.

2. Fasting plasma glucose: *Fasting” is defined as no caloric intake for at least eight hours.

3. OGTT: The test should be performed using a glucose load containing the equivalent of 75-g anhydrous glucose
dissolved in water.

4. Casual plasma glucose: “Casual’ is defined as any time of day, without regard to the time since the last meal.
The classic symptoms of diabetes include polyuria, polydipsia, and unexplained weight loss.

IV.  DIABETES SCREENING

A. Diabetes Screening Recommendations
1. Routine universal screening is recommended in all patients for type 2 diabetes at age
45.
2. Routine screening for type 2 diabetes should be considered when clinically indicated,

based on risk factors for diabetes.

a. Screening can be prioritized for patients who are considered overweight (BMI = 25
kg/m?2, or 2 23 kg/m?2 in Asian Americans) with additional risk factors which
include: hypertension, hyperlipidemia, first-degree relative, sedentary lifestyle,
high-risk ethnic or racial group, history of gestational diabetes mellitus, polycystic
ovary syndrome, history of vascular disease, or other conditions know to be
associated with insulin resistance.

3. Screening Intervals

a. Testing may be repeated every three years when fasting plasma/serum glucose is
<100 mg/dl of A1Cis < 5.7%

b. Follow-up screening for patients with pre-diabetes should occur annually.
i. Patients with IFG or IGT are at an increased likelihood for developing
diabetes within 5 years and annual screening is recommended for these
patients.
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V. INITIAL TREATMENT PLAN
A. Treatment Plan Development

1. The treating clinician should develop and review the initial diabetic treatment plan with
the patient.

2. Involvement of the patient in the development of the treatment plan is pivotal to its
success and should include adequate training to empower the patient to prevent,
recognize, and treat hyperglycemia and hypoglycemia.

3. The following are recommended components of a treatment plan:

a. Education on diabetes drug treatment; self-monitoring; recognizing and treating
severe hypoglycemic and hyperglycemic episodes; and identifying the signs of
diabetic complications such as diseases of the eyes, kidneys, and nervous system.

b. A discussion of potential treatment options and addressing patient concerns that
may improve adherence and outcomes.

C. Instruction on the patient’s specific drug treatment regimen and methods for
monitoring glucose.

d. Necessary lifestyle modifications such as improving food selection, increasing
physical exercise, and stopping smoking.

e. Importance of annual eye exams (funduscopic) by an ocular professional.

f. Need for regular self-examination of the feet.

g. Need for regular self-examination of the skin, including insulin injection sites.
h. Importance of regular dental examinations and treatment.

i. Need for regular screenings: fasting blood glucose, A1C, lipid levels, and kidney
monitoring (typically a BMP or CMP).

j. Consideration of daily aspirin therapy to prevent cardiovascular events in some
patients at higher risk.

k. Importance of annual influenza vaccinations.
VI. TREATMENT OF TYPE 2 DIABETES
A. Treatment Goals
1. Based on the results of multiple randomized trials and correctional considerations, a

reasonable A1C target for patients with diabetes is <7.0-7.5%.

2. It is recognized, however, that glycemic goals should be individualized, as very
stringent goals may not be appropriate or practical for some patients.

a. Glycemic targets are generally set somewhat higher (e.g., A1C <8%) for older
patients and those with comorbidities or a limited life expectancy and little
likelihood of benefit from intensive therapy.

3. Clinical judgment, based on the potential benefits and risks of a more intensified
regimen, should be applied for every patient.
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