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Quality Improvement (QI) efforts span every department and discipline in an
institution, but most, if not all, ultimately should improve patient care. QI Clinical
Initiatives are those that focus on specific evidence based clinical outcomes.

Choosing and then implementing a clinical initiative and then monitoring outcome
requires 5 steps in the “Cycle of Change”. The elements involved in this cycle are
common to most, if not all, clinical goals. In the following sample procedure, we
will use Institution X and look at how the medical staff might select and implement

a QI Clinical Initiative.

Here are the elements in the “Cycle of Change”.

Determine
priority areas
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improvement
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Step 5
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Steps of Procedure-

Step 1. Determine Priority Areas for Improvement and Set Performance
Objectives

o Identify a priority area for improvement and set performance objectives.
Within CCHCS multiple “priority improvement areas” have been identified
and statewide performance objectives have been set in the Statewide
Performance Improvement Plan (PIP). (Attachment 2)

e Institutions that do not, yet, have their own institution PIP are encouraged to
use the Statewide PIP and Primary Care ToolKkit as a guide.

e Institutions that do have a current PIP will likely choose to work on one of
the areas related to patient outcomes (with specific performance objectives)
that they have determined to be a priority at their facility.

e Ingeneral, a priority improvement area is chosen because it is high risk, high
cost, high volume and/or problem-prone.

e Once the specific area for improvement is identified, a baseline performance
should be quantified as much as possible.

Step 2: Create / Modify Change Package

e Once the area for improvement is identified, performance objectives set and
baseline performance measured the next step is to develop tools to make it
easy for the staff to “do the right thing”.

e Tools can include:

v' Care Guides — Clinical Guidelines — evidence based.

v Chart Review Tools — To evaluate whether the patient is receiving care
as recommended by clinical guidelines.

v’ Patient Registries — Lists of patients with specific conditions and the
currents labs, medications, consultations or other information related to
recommended treatments and expected outcomes.

v Checklists — Generally used at point of care to help the Care Team
member complete all required elements of recommended care.

v" Forms — Pre-printed charting tools or forms can serve as important
“Decision Support” when evaluating and/or educating a patient.

v Tracking Systems — Preferably electronic systems that can be easily
accessed at point of care and shared with all staff involved in the
patients’ care. Example would be an electronic TTA log that can inform
the Care Team of patients that have returned from consultation or
admission at higher level of care.

v" Sample Procedures — Sample operating procedure can document
agreement on how a specific process will be implemented, who is
responsible for each aspect of the process and how proper
implementation will be monitored.

v" New Staff Roles / Responsibilities — Often a Clinical Initiative involves
a change in “business as usual” for Care Team members. To facilitate
improved performance additional steps in patient care may be needed or
current practice may need to shift responsibilities among the Care Team
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members. It can be helpful to document expectations by updating job
descriptions and work with labor.

e The above tools and best practices can be assembled into a “Change
Package” that can be shared with the staff.

Step 3: Conduct Staff Development

e The next step is to educate staff, including:
o Why the specific area/problem was selected.
= What are the national guidelines/benchmarks and what evidence
exists that the proposed change improves patient care/outcome?
= What is the institutions/ Care Teams current performance?
e Often a “self-audit” by the Care Team can help the staff
recognize that their performance has room for improvement.
o What is the goal or performance objective/target.
= How will this be measured?
o What resources (if any) will be provided to assist in identification of
patients, especially those who are not yet at goal.
e Statewide Continuing Medical Education (CME) presentations may be
available for specific conditions.
e Other Training / Orientation: Staff may need training on use of tools in the
“Change Package” such as new forms, tracking systems and the Patient
Registries.

Step 4: Provide Targeted Interventions as Necessary

e One-on-one technical assistance (on-site and by conference call or Webinar).

o Itis possible that the institution itself may have some questions about
the best way to implement their clinical initiative, how to select the
patients, or how to use new statewide forms or tracking systems. The
Quality Management Unit, Clinical Support Unit, the Deputy Medical
Executives and others at Headquarters can assist where needed at
specific institutions.

o Commonly several of the Care Teams at an institution will embrace the
initiative and proceed successfully with little or no additional assistance.

o A few Care Teams, however, may struggle citing difficulty with team
member continuity, or non-adherent patients or other perceived barriers
that explain their lack of progress. The CME, CP&S, CSE or CEO may
need to get involved and help facilitate a solution.
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Step 5: Re-measure / Re-evaluate

This final step after allowing a reasonable time period for implementation of the
initiative is to repeat the measurement of performance.

e Many CCHCS performance objectives are calculated monthly (disease
management is quarterly) and published on the Health Care Services
Dashboard. If a measure was chosen that is not already calculated then an
alternate audit/inspection can be done to obtain the updated performance
measurement.

e Once the updated performance measurements are available the
institution/Care Teams should reflect on their performance and evaluate
“what worked” or “didn’t work™. The Care Teams may chose to drop
changes that did not seem to provide any benefit and to continue with those
changes in practice that made a difference.

o Care Teams should be given the chance to share with one another
“what worked” or “didn’t work™ to make the overall institutions
improvement more efficient.

e At this point the Care Team may decide they have met their goal on this
particular measure and may chose to begin another initiative. On the other
hand, if the team has not made their goal they should be assisted in
determining what prevented them from reaching the goal and what new
changes they could try (perhaps from another successful team) to implement
now.
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Sample Procedure

Step 1:

Determine priority areas for improvement and set performance objectives
Review PIP:

Institution X has not had a chance to do a local PIP so they go to the Health Care
Services Performance Improvement Plan and review the performance objectives.
They chose the following performance objective regarding diabetes care because they
know from the Dashboard that this is area needs improvement.

Cardiovascular Disease/ Diabetes Care
e By June 30, 2012, greater than 75% of diabetic patients will have hemoglobin
Alc, cholesterol, and blood pressure levels in good control, received
screening or treatment for nephropathy, and an annual eye examination
completed (composite diabetes measure).

Set Performance Objectives:

For most of the Dashboard measures or Statewide PIP areas specific goals or
performance objectives have been developed. These can be located in the Dashboard
Glossary or in the Health Care Services PIP.

Institution X notes that the “Diabetes Care” composite measure consists of most
recent HbAlc, LDL and BP and nephropathy care (patient with microalbumin test
within 1 yr or on ACEI or ARB). They note that the goal is > 75% of patients at goal.

CALIFORNIA CORRECTIONAL HEALTH CARE SERVICES

DASHBOARD GLOSSARY

Measure Definition Sources

PREVENTION AND DISEASE MANAGEMENT

verage of the following measures for inmate-patients 18 through 75 years of age with diabetes™ who were Reference and

ontinuously incarcerated during the preceding12 months: Institution
Laboratory

y - i Y
Goal = 75%

Diabetes Care
High = 75%

MDdrateSS%-74% *  Mostrecenthemoglobin Alc (HbA1c)<8% (under control) Datsbases / Guardian
Low < 65% *  Mostrecent low-density lipoprotein-cholestercl (LDL-C)<100 mg/dL (under control) Pharmacy
*  Mostrecent blood pressure <140/90 {under control) gafab;“" Stratezic
ffender
*  Received medical attention for nephropathy {urine microzalbumin checked or patient on an Management
angiotensin-converting enzyme inhibitor {ACEI) or angiotensin |l receptor blocker (ARB) medication) System/ Third Party

Hesalth Care Claims /

*CCHCS assumes patients have diabetes based on the patient ever receiving a prescription of diabetes g“:it”t‘i‘éﬂl'”za*":
efusal Data (Self-

medication and/or laboratory hemoglobin Alc (HbAlc) result greater than or equal to 6.5% {>=6.5%) excluding Reported)
patients who only have 1 dispense of 2 dizbetes medication greater than 3 months ago and ne history of 2
HbAlc greater than or equal to 6.5% {»=6.5%).

Baseline Performance:

Institution X now needs to understand their baseline performance. The Health Care
Services Dashboard is a good source for several metrics, but the Patient Registries or
other institution measurements can also be used.

Institution X notes that in the current quarter the Statewide Diabetes composite score
was 74% and their score was 55% (down from 64% in the prior quarter). This
confirms for them that the topic of their clinical initiative will be improvement in
diabetes care.
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Therapeutic Anticoagulation

Potentially Avoidahle H ospitalizations ger yean™
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There are reports available that Institution X’s CME can use to determine baseline
performance down to the team level*. He notes that three teams are 80% (over
statewide 75% target) on their composite diabetes score while four other teams are

significantly under target.
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Performance Report - Diabetes

Diabetes Report for Care Team: Multiple Teams

% of Patients ALC <9 Disbetic M & Month Trend - Multiole T 'd . . ] ™
o labetic Measures - onth Trend - Multiple Teams Institutional Composite Comparison
PP RGP e [ o2 w12 iz [y 2 uniz [corene_rens_| Y
j \ . AIC<S  55% 5% 58% 58% 0% 70% .| 4 27
5 “%  AlC<8  49% 46% S0% 49% S54% 54% T | § om
sofpationtsalccg  LDL<100  31%  28%  33%  32% 43% 4% ]| & o
o R MA<30  86% 90% 89% 83% 7% B87% il statewide
éz ; \%. Composite  55%  54% 58% 57% 63% 65% T et sronping
) -\ J
5+ S ~
3, of Patients LDL < 100 Institutional Care Team Composite Comparison
‘Iv‘\"n a% 100%
dn ¢ U %, g 0%
LN i
2 -5 i 70%
E
8§  60%
% of Patients MA < 30 500
e o 3A Clinic 3B Clinic 3C Clinic 4A Clinic 4B Clinic  Level 1 Clinic Other
s b % (22) 18) (48) {10 {9 () 112)
r " Care Team
= = (n) = Patient Count
i =7\ r
These reports will be available (for diabetes care) in August 2012 on the QM
SharePoint site with the Patient Registries.
Step 2:
e Diabetes Care Guide (Attachment 4)
o At the “All-staff” “kick-off” meeting for the initiative the CME
demonstrates to the entire staff how to access the Caic Guides on
Lifeline
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o CME goes through the Diabetes Care Guide briefly:
= Reviewing the goals for Alc, BP, LDL
» Reviewing the recommendations for monitoring
= Reviewing the use of monofilament testing for neuropathy
= Reviewing the Patient Education material at the end of the
Care Guide
o At the medical provider staff meeting the CME reviews the
appropriate dosing of insulin by reviewing the algorithm on page 3.
= CME notes that Pharmacy and Nursing have indicated that 37
patients still have orders for “Sliding Scale” insulin and that
the use of sliding scale insulin has limited indications. Teams
will be given a list of all patients currently receiving sliding
scale dosing so that those patients can be reviewed.

e Diabetes Quality of Care Review Tool (Attachment 5)

o The CME gives each provider the names of 4 of their (randomly
selected) patients with diabetes and asks them to review their last
chronic care note using the “Diabetes Quality of Care Review Tool
(QOCRT)".

= The CME has found that this is an effective way to remind the
providers of the specifics of the diabetes guidelines and allow
them to see for themselves whether they are ordering and
documenting all recommended aspects of care.

o If the CME indentifies a yard/team/provider whose performance is
significantly below the others in the institution he is able to use the
QOCRT himself to review charts and assist the provider in improving
his or her performance.

e Master Chronic Care and Diabetes Registries (Attachment 6 & 7)
o The process of accessing the Patient Registries is reviewed with all
staff to confirm that they are familiar with how to find and use the
Master Chronic Registry and from there, the Diabetes Registry.
o Care Team members should be familiar with the Registry User Guide
(link just under the Patient Registries link on the QM SharePoint site.)
which provides information on how to use the registries and also
explains the “red and yellow boxes” (alerts) and gives the expected
intervals for labs etc.
o Each Care Team should sit down together to review the following:
= How many patients with diabetes:
e Are currently on their team
e Are new to their in the last 30 days
e Havean Alc >8
e Have an Alc missing or overdue (or due soon)
e Havean LDL >100
e Have an LDL missing or overdue (or due soon)
e Have a microalbumin result (if not on ACEI/ARB)
e Have a microalbumin result missing or overdue (or due soon)
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o Using the information above the team can determine some priorities
and how to proceed. Some possible actions would be:
= The team OT could take a list of each patient with an alert (red
box) and determine when they were last seen, and/or the
timing of their next scheduled appointment.

The team could then decide that any patients who are
scheduled to be seen in the next two weeks will remain
with that appointment and their diabetes addressed at
that visit.

o The team confirms that all patients new to the
team in the past 30 days either have already
been seen, or have an appointment in the next
two weeks.

Next the team may decide to have the provider see any
patients with Alc > 9 who have not had in appointment
in the past 4-6 weeks.

The team may elect to have the RN see patients who
have an Alc 8.0-8.9 to determine whether small
changes in oral medication dose can be made (in
consultation with PCP) and/or whether some lifestyle
counseling is needed.

o Life style counseling is optimally done in group
appointments, both for efficiency and because
patients often learn from each other.

e Checklists : The last 2 pages of the Diabetes Care Guide (Attachment 4)
provides a “fill in the blank” list of the patient’s labs to help with self-
management. The Care Team will undoubtedly decide that patient self-
management is a necessary component to the success of their clinical
initiative. Patient education should be able to be accomplished by all team
members, some suggestions:
o Foot exam/foot care education- LVN
o Life style, lab interpretation, medication adherence-RN
o Medication mechanism of action/choice, diabetes complications-MD
o Reviewing the Care Guide Patient Education and completing them
with patients can be an important step in self-management.

o As mentioned above, group education can be especially beneficial.
If there are challenges finding space to provide for this contact the
CEO who may be able to work with custody to find alternate

space.

o When using group education consider involving other disciplines
such as Psychologist, Pharmacist, Dentist, Podiatrist, Dietician (if
available), and Physical Therapist.
= (CSP-SOL developed a multi-session interdisciplinary Diabetes

Education course that they offer quarterly in each yard. (See
curriculum- Attachment 10)
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e Forms : Many institutions have developed a revised template for the 7230
(Interdisciplinary Progress Note) which includes decision support consisting
of prompts for asking about hypoglycemia and about doing foot exams or
ordering retinal screening when appropriate. While official CDCR forms
cannot be changed with approval of the forms committee, addition prompts
can be added “on top” (as a template) of the official form.

e Tracking Systems: As of yet the Patient Registries are unable to capture
blood pressure, foot exam or retinal screening for patients. Care Teams may
decide to track these important measures on their patients.

o One way a Team could begin a database/tracking of these items is to
export their clinic’s Diabetes Registry to an Excel document and then
begin to enter and track the information. (To make updating the list for
patient movement -leaving and joining the panel- even more efficient
a team member who knows how to “merge” Excel documents can
simply export an updated list every week and merge with existing
list.)

o Many teams have also indicated they would like a way to identify
patients who they have repeatedly approached and counseled and yet
remain poorly adherent. This may save teams repeatedly ducating a
patient who is determined to chronically refuse care. (See Best
Practice Chronic Medication Refusal).

» The team can add this information to their own
database/tracking system, but should include a plan to
periodically (perhaps quarterly?) have a team member
(Provider or RN) bring the patient in to “check-in” and again
offer the needed care and document if patient continues to
refuse.

e Sample Procedures: If the team determines that the LVN can do the
monofilament exam then some education and a short written procedure may
need to be done.

e New Staff Roles / Responsibilities: As mentioned above, often a Clinical
Initiative involves a change in “business as usual” for Care Team members.

o If, for example, the Care Team decides that the OT will be responsible
for using the Patient Registry to identify all new patients on the team
each day or each week it would be helpful to add that responsibility to
their job description.

o Continuity of Care Team members is critical, especially when new
processes or procedures are being implemented. It is a good idea to
have every team member write a brief “desk procedure” for any new
responsibilities (that might not be expected yet in other clinics) so that
anyone covering that position is able to follow the new process and
keep the clinic flowing.
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Step 3:

Conduct Staff Development

There are likely to be areas present in every institution where staff needs additional
training or “brushing up” on a specific topic. Health Care leadership should assist in
identifying those areas and facilitating the necessary training.

Example from Institution X:

The CME at Institution X identified and used the tools noted in Step 2 and most Care
Teams have started to use the Patient Registries, Care Guides and are developing
their own internal tracking system.

e The CME identifies that some staff (both providers and RN’s) could use a
little ‘brush-up” on the latest Diabetes guidelines. (After 6 weeks he notes
that there are still 25 patients at the institution receiving sliding scale insulin
in general population).

o The CME asks the CP&S to present the CCHCS Diabetes Update
presentation to the Care Teams at the monthly Primary Care Meeting.

e The Care Team on yard 3C request more information about the Diabetes
Group Education that was developed at CSP-SOL. Their RN and provider
meet via conference call with one of the SOL providers involved in the
program to learn more and obtain the PowerPoint’s used at each session.
(Alternatively they ask their CSU consultant to obtain the information and
share it at a medical staff meeting).

e The Care Team on yard 3A is interested in piloting the use of KOP
glucometers in their yard and the CME discusses with the CNE who arranges
for the SRNIII to learn about the program at CEN and then has her present
the information to the Care Team at one of their huddles. (Alternatively the
CNE asks for a NCPR from HQ to present to the SRN’s and Medical staff
what CEN is doing with KOP glucometers).

e Four of the clinic OT’s request more training on the patient Registries,
specifically on printing their clinic lists and exporting to Excel for their own
editing and updating. The CSE arranges for an AGPA who is very
knowledgeable on Excel to present to all the OT’s.)

Step 4:

Provide Targeted Interventions as Necessary
Performance between and among the teams will be variable. In each group there is
likely to be “early adopters”, “innovators” and a few “laggards”.
e Health Care leadership should be sure to capitalize on the presence of the
innovators by spreading their innovations when appropriate.
e Early adopters should be recognized and supported.
e Health Care leadership will need to pay particular attention to the “laggards”
as they are often vocal “naysayers” as well. Management and Human
Resources techniques and processes exist to help move the laggards into a

more positive direction.
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Example from Institution X:

The CME notes after eight weeks that 5 of his 7 teams are very engaged in the
initiative and he has been able to facilitate targeted assistance in several instances
(examples above -Staff Development).

e Two of the teams are struggling.

o Inone team the RN is very engaged but is unable to get the provider to
consider any practice change at all. The provider believes the care he
gives his patients is excellent and he sees no reason that the team
needs to do anything differently. He believes things will improve as he
continues to see each patient as scheduled and he believes the Patient
Registry has nothing to add that he can’t see in the eUHR at each visit.
He believes the reason that 14 of their patients have Alc >10 is
because they are “noncompliant” and says “there is nothing I can do if
they don’t want to take their medicine”.

= The CME and CP&S meet with the provider and explore his
beliefs, asking him to review some of his charts (on those 14
patients with A1c>10) and to read an article on population
management.

» The CME or CP&S commit to attend huddles in this clinic
every MWEF to support the RN and model population
management discussions. (Let’s look at the list of patients with
diabetes who have not had an Alc in the past 6 months”,
“Let’s consider as a team how we will identify and manage
new patients with diabetes who joining our pale and overdue
for labs.)

= The CME and CP&S may identify a colleague that the
provider seems to respect and ask that the two providers meet
to discuss how the respected colleague is managing his panel
of patients with diabetes.

o Inthe other team the provider reports that the clinic RN declines to
use the Registry (“I don’t have time”) and insists that she is unable to
support any diabetes education or add diabetes patients to her schedule
because the 7362’s take up all her time.

= The CNE or SRNII may meet with the nurse and learn about
her concerns and perceived time constraints.

= The CNE may ask an SRNII to spend a few days in clinic with
the RN and help determine where the challenges are and how
they can be resolved.

* The clinic RN might be allowed to “shadow” an RN in one of
the engaged clinics to see how the process can work
successfully.

e In other examples:

o A team may firmly believe that they have a particularly challenging
group of patients (SHU or SNY EOP perhaps).

» The CME and CP&S might help review some of those patients
and learn more about the specific concerns of the Care

Team/Provider.
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= The CME and CP&S might reach out to institutions with
similar patients and ask about their experience and any best
practices they have found to improve adherence and outcome.
o A team may have problems getting the lab to accept “standing orders”
that are signed by the R&R nurse that the team has requested be
completed for each diabetic patient new to the institution.
= Team works with CSE, CEO Lab manager to resolve concern.

Step 5:

Re-measure / Re-evaluate
This final step after allowing a reasonable time period for implementation of the
initiative is to repeat the measurement of performance. The Diabetes composite
measure is calculated quarterly and published on the Health Care Services
Dashboard.
e The score for the institution is listed and compared to the statewide average.
e The score for each Care Team is listed on the Diabetes Report as mentioned
above in Step One.

The institution (and each Care Team) should reflect on their performance and
evaluate “what worked” or “didn’t work”. The Care Teams may chose to drop
changes that did not seem to provide any benefit and to continue with those changes
in practice that made a difference.
o Care Teams should be given the chance to share with one another
“what worked” or “didn’t work™ at a monthly Primary Care meeting
so that “Best Practices” can be shared.

At this point, some Care Teams may decide they have met their goal on this
particular measure and may chose to begin another initiative.

Other Care Teams who have not made their goal they should be assisted in
determining what prevented them from reaching the goal and what new changes they
could try (perhaps adopted from another successful team) to implement now.
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Overview

What is a Patient Registry?

e Patient Registries are lists of patients and associated data related to each
individual.

What is the Purpose of a Patient Registry?

Patient Registries track important data related to individual patients and patient
populations. The information can help the Care Team identify patients who are not
at target with disease management goals and/or are overdue for routine disease
monitoring or screening tests.

In Crossing the Quality Chasm, the Institute of Medicine (IOM) describes the six
guiding aims of health care as providing care that is:

e Safe e Timely
e Effective e Patient-Centered
e Efficient e Equitable

Most of the patient outcomes that registries evaluate reflect one or more of the IOM
guiding aims.

In CCHCS our patient registries help us manage populations of patients, as well as
individuals. Understanding which patients are high risk, do not meet disease
management goals or are due for preventive services helps the Care Team target
needed services in a proactive way.

Who Uses Patient Registries and what information can be obtained?

At the institution level, healthcare leaders and Care Teams benefit from using the
Patient Registries.

Institution Healthcare Leaders: Can use the Patient Registries and Registry
Reports to track important institution level patient related data. A few examples
include:

e How many patients with chronic conditions is the institution caring for?
e How many high-risk EOP patients is the institution caring for?
e How many high-risk patients are taking more than 10 medications?

Best Practices Library — Using Patient Registries (Rev 09/12) Page 2
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e How many patients with “X” condition are currently not at goal?

e How many patients are currently due for “Y” preventive service?

e Are there significant differences in patient populations among the various
Care Teams?

o Are there significant differences in prescribing practice among the various
providers?

Care Teams: Can use Patient Registries and Registry Reports to track
information about their patient panel. Examples include:

Who are our high risk patients?

Which patients are new to our panel?

Which of our patients with “X” condition are not goal?

How does our management of condition “X” compare with our colleagues on
other yards?

e  Which of our patients is due for preventive service “Y”?

e Which of our patients on medication “Z” are due for recommended lab
monitoring?

What Patient Registries are currently available within CCHCS?

Chronic Disease Master Registry Mental Health Master Registry

(LOC)
¢ Avoidable Hospitalizations e Axis | and Il Diagnoses
Mental Health Level of Care e Diagnosis NOS
(LOC) e PC-2602 Expiration
e Clinical Risk e Antidepressants
e Polypharmacy e Atypical Antipyschotics
e Asthma e Clozapine
e Diabetes e Lithium
e HCV/ESLD e Depakote
e HIV e Carbamazepine
e Hyperlipidemia e Lamictal
e HTN/Other CV
e Warfarin
e Chronic Pain
e Seizures
e ADA/DPP

Patient Panel

Best Practices Library — Using Patient Registries (Rev 09/12)
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Why is some patient data highlighted in red or yellow?
e Red cells generally indentify data that represents an “exception” (data is not
within expected parameters) and/or is overdue.
o The Registry User Guide provides tables that define the “expected”
parameters and how those parameters were determined.

o Yellow cells generally indentify data that is due for update within the next
month.

What sources are used to produce the CCHCS Patient Registries?

There are several existing databases that are used in the creation of the CCHCS
Patient Registries including those listed below.

e Census and Discharge Data Information System (CADDIS) - Medical bed
utilization data.

e Disability and Effective Communication System (DECS) - Inmate Disabilities
data.

e [Foundation Laboratories- Historical laboratory results data.
e Guardian Pharmacy- Prescription, dispensing, and provider data.

e Mental Health Tracking System (MHTS.net) — Mental health housing and
level of care data.

¢ Quest Diagnostics- Laboratory results data.

e Strategic Offender Management System (SOMS) — Inmate demographic,
identification, and location data.

e Third Party Administrator (TPA) Claims- Specialty or hospital services data.
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Sample Procedure

Patient Registries contain a significant amount of information that Institution X will
use for population management and management of individual patients.

A. Definitions:
Patient Registry- List of patients and associated data related to each
individual

Master Registry- Generally a “higher level” view of a patient/population
providing a “snapshot” of demographics, risk groups, selected conditions.

Sub-Registries- More detailed information of a patient/population generally
related to a single condition (i.e. Diabetes or patients hospitalized frequently
for Mental Health issues) or patients taking a specific medication (i.e.
Lithium or Warfarin)

Registry Reports- Reports generated using Patient Registry data including
Institution and Care Team level disease management reports and
Nonformulary prescribing reports.

Registry User Guide- An explanation on how to access the CCHCS Patient
Registries and Reports. Contains tables that define the “expected”
parameters and how those parameters were determined (See Attachment 6)

Exception Report- Lists of patient related data that is not within expected
parameters

Care Team- All members of the team assigned to care for a panel of
patients, including RN, LVN, OT-Scheduler, NP, PA , Physician and/or
Mental Health Clinician.

B. Expectations:

e At Institution X all healthcare executive and management staff are expected
to utilize the Patient Registries and Registry Reports to monitor the care of
our institution’s patient population.

e At Institution X all members of the healthcare team are expected to use the
Patient Registries to assist in the provision of evidence based care for the
patients in their assigned panel.

Best Practices Library — Using Patient Registries (Rev 09/12) Page 5
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C. Institution healthcare executive and management staff (See Care Teams
D below):

1. Patient Registries

e Will review the Chronic Care Master Registry on at least a daily basis
o How many new “high risk” patients have be transferred to the
institution in the past week?

= Ask support staff to ensure that all of these patients have been
seen by their assigned Care Team, or have an appointment in
the next few days.

= Contact Care Team directly and have patient seen
immediately if any significant “exception” is noted on review
(i.e. Patient currently receiving treatment for HCV, patient
with INR > 3.5)

e Will review the Avoidable Hospitalization Sub-Registry at least monthly
o Determine the diagnostic categories of the Potentially Avoidable
Hospitalization admissions
o Look for patterns in the information
= Are there several “Medication Events” admissions for specific
drugs (i.e. phenytoin? Heroin? Amphetamines?)
= Are there significantly more admissions in one particular
diagnostic category than expected? If so consider why this
may be occurring (i.e. uptick in cellulitis admissions because
MRSA outbreak in institution).
= |s there significant variation in admission rates of the different
Care Teams? If rate is lower- what is that team doing right? If
rate is considerably higher what assistance can a team use to
identify areas of improvement?

e Will review the Sub-Registries
o Warfarin at least weekly
= (Could be reviewed by Pharmacist as well or instead)
Diabetes first Monday of the month
Asthma second Monday of the month
HCV/ESLD third Monday of the month
Colon Cancer (Breast Cancer) fourth Monday of the month

O O O O

The CME may elect to provide weekly “Exception Reports™ to each Care
Team using the above schedule, or may direct the Care Teams to produce
their own “Exception Reports” on a similar schedule.

Best Practices Library — Using Patient Registries (Rev 09/12) Page 6
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e Mental Health Leadership or designee will review the Mental Health

Sub-Registries

o Mental Health Level of Care MHCB/MH High Utilizers at least

weekly
Clozapine at least weekly

= (Could be reviewed by Pharmacist as well or instead)
Antidepressants first Monday of the month
Atypical Antipsychotics second Monday of the month
Lithium/Carbamazepine third Monday of the month
Diagnoses “NOS” fourth Monday of the month

O

o O O O

The above are suggested examples but are not meant to be an exhaustive list. Patient
Registries will change and additional registries may be added.

2. Care Team Reports:
In addition to the above Registries and Sub-Registries healthcare executives and
managers should review Care Team Reports.

e Is there significant variation in disease management success between the
Care Teams?
o If extreme outliers exist, what are the successful teams doing right?
Are there explanations for why another team is struggling?
Significantly different patient population (Reception Center —New
Avrrival patients? EOP patients?) What additional support is needed
by the underperforming teams?

The above are suggested examples but are not meant to be an exhaustive list. Care
Team Reports will change and additional reports may be added.

D. Care Teams

As noted above all members of the Care Team are expected to utilize the Patient
Registries in the course of caring for the panel of patients assigned to them.

Patient Registry information should be discussed at least weekly in the Care Team
huddle. “Exception Reports” may be provided by leadership or Care Teams may
determine which team members are responsible for bringing what information to
share with the team, and at what interval. A sample schedule for a medical Care
Team is:

Best Practices Library — Using Patient Registries (Rev 09/12) Page 7
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Registry/Information

Responsible
Team Member

Schedule/Interval

Master Chronic Care
List of “High Risk” Patients new
to the institution (team)

OT/Scheduler

Daily or weekly

Warfarin Sub-Reqistry
e Names of panel’s patients

taking warfarin Provider Weekly
e Names of any patients with
INR out of expected range
Diabetes Sub-Registry
o All “exceptions”
o AlC>8.0
o LDL> 100 RN 1% Monday of the
o Noton ACEI/ARB month
no microalbumin
o Due or overdue for
lab
Asthma Sub-Reqistry
e Names of patients with nd
SABA. ICS ratio > 2.0 RN 2™ Monday of the
e Names of patients receiving month
LABA alone
HCV/ESLD Sub-Registry
e Names of patients receiving
treatment for HCV rd
e Names of patients who are Provider 3" Monday of the

HCV antibody positive but
have no viral load status
available

month

Colon Cancer (Breast Cancer)

e All patients on our panel
who are new to the
institution in the past 30
days

e All patient who are due
soon or overdue for colon
cancer screening.

OT/Scheduler

4™ Monday of the
month

Best Practices Library — Using Patient Registries (Rev 09/12)
Quality Management Section

Page 8





ah
B HEALTH CARE SERVICES

How the information is used:

The Care Teams should develop a “process” so that Patient Registry information is
reviewed on a regular basis. It is expected that the team will, in tandem, develop a
process to act on the information. Examples include:

New “High Risk” Patients: OT automatically schedules any new “High Risk”
patient to be seen by the provider within 3 days (if not already seen).

Diabetes: When the RN identifies patients due for labs, he/she can request those
labs using “Standing Orders” through an agreement with the provider and the lab. In
addition if RN identifies any patient with A1C > 10 who is on insulin she reviews
the last two weeks of finger stick blood glucose results and discusses dose
adjustment with provider.

Colon Cancer: When the OT notes a patient who is new to the institution and has
not been screened for Colon Cancer he refers to patient to the Public Health Nurse
for screening or schedules the patient for The Care Team RN’s monthly “Colon
Cancer Education Clinic” held the second Wednesday of every month.

Best Practices Library — Using Patient Registries (Rev 09/12) Page 9
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Attachment 10- Example Group Diabetes Education Curriculum
(CSP-SOL)

Topic Taught by
Introduction to the Disbetes Group Education | Psychologist and Physician
Program
What Is Diabetes? Physician

Psycho-physiclogic Intervention and Chronic Disease | Psychologist

Control

Diet and Dizbetes Dietician

Group, Diet Q&A Dietician

Exercise and Foot Care Physical Therapist and Podiatrist
Insulin Treatment for Diabetes Pharmacist

Oral Therapy for Dizbetes Physician

Oral Health and Diabetes Dentist

Complications of Uncontrolled Diabetes Physician

What Did We Learnin This Program? Where do we Psychologist and Physician
go from here?

Best Practices Library — Clinical Initiatives- Quality Improvement (Rev 07/12)
Quality Management Section Page 1
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VOLUME #4: MEDICAL SERVICES | Date Created: June 12, 2009
CHAPTER 4A : Date Approved::
Primary Care Model Policy and Procedure Next Revision:

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

POLICY: :
California Prison Health Care Services promotes a team approach to pnmary care. Under this

model, the Primary Care Team:

e Serves as the patient's first point of entry into the health care system and as the continuing
focal point for all needed health care services.

e Provides patients with ready access to their provider or to an established back-up provider
when the primary provider is not available.

e Provides health promotion, disease prevention, health maintenance, counseling, patient

“education, diagnosis and treatment of acute and chronic illnesses.
e Is organized to meet the health care needs of patients with undifferentiated problems with the
- vast majority of pat1ent health care concerns and needs being managed by the Primary Care

Team. :

e Includes providers and non—phys1c1an health professmnals

"PURPOSE:

The purpose of the primary care model is to establish a consistent relationship between a patient
panel and a Primary Care Team that results in:

Fewer lapses in care.

Improved patient adherence to treatment plans and interventions.

Improved health outcomes. :

Cost-effective, efficient care.

Clear assignment of responsibility among Primary Care Team members. :
Scheduling of patients which promotes continuity of care while addressing patients’ primary
care needs. _

DEFINITIONS:
Patient Panel: A clearly defined group of patients that are ass1gned to a particular Primary Care
Team. Every Primary Care Team has one panel of patlents Every inmate is assigned to a Primary

Care Provider within the Primary Care Team.

Prlmary Care Team: An assigned 1nter-d1501p11nary team that is responsible for the health care
of a panel of pat1ents

Primary Care Huddle: A meeting of the primary care team members to plan and coordinate the
patient care activities of the team in order to reduce or prevent lapses of patient care.

Release Date: June 30, 2009 Volume 4, Chapter 4A | | Page 1
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RESPONSIBILITIES: | | |
The Health Care Manager at each institution is responsible for implementation of this policy.

A. ASSIGNMENT OF PATIENT PANELS
Each inmate will be assigned to a specific:
e Patient Panel
e Primary Care Team
- o * Primary Care Provider

1. Defining Patient Panels : :

Institution health care staff should adopt the method most likely to promote an ongoing.
relationship between a patient and his or her Primary Care Team to achieve operational
efficiency, to ensure timely access to care, to optimize movement and escort capabilities, to
balance workload, and to appropriately address patient acuity and complexity. .

Panels may be defined in a variety ways, as dictated by needs of each institution, including
assignment by: ’ ‘ '
Alphabetical roster
Last two digits of CDCR number
Yard
Housing unit
Level of care / program participation
Security Housing Unit }
Administrative Segregation Unit-
Outpatient Housing Unit
Correctional Treatment Center
Behavioral Management Unit
Enhanced Outpatient Program
Psychiatric Services Unit
o Reception Center
e Security / Custody Level
¢ Compatibility Group

O O O O O0-0 0

2. Consistency in Panel Affiliation / Continuity .
‘Consistency in a patient panel is helpful in preserving continuity of care. Institutions should
consider steps that can be taken to minimize unnecessary changes in panel affiliation.

Each institution will adopt Local Operating Procedures to ensure that patient transfers from one
panel to another are clearly, promptly, and effectively communicated to the new Primary Care
Team and the previous Primary Care Team. -

3. Roles and Responsibilities

The Health Care Manager is responsible for ensuring that all patients are assigned to a patient
panel. :

Release Date: June 30, 2009 Volume 4, Chapter 4A Page 2
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Each institution shall adopt a Local Operating Procedure to ensure that all patients are notified
of their panel assignment. Patients will be notified of both their Primary Care Team and
Primary Care Provider designations. Among other methods, notification may occur through
posters displayed in housing units or patient education materials distributed at the Reception
Center or Receiving and Release. ’

4. Reporting _ '
The Local Operating Procedure shall also establish a patient panel, and describe requirements

for updating and maintaining the panel. The panel will be readily available for review, and
should be updated as indicated.

B. PRIMARY CARE TEAMS o
Each patient will be assigned to a Primary Care Team.

1. Team Purposes -
e To ensure comprehensive, continuous, coordinated care.
e To provide an interdisciplinary approach to patient care that produces synergies, with
defined essential roles and responsibilities.

2. Team Composition _

At a minimum, Primary Care Teams will consist of the following members:
e Primary Care Provider o
e Primary Care Nurse
e C(lerical support .

3. Continuity in Team Membership _
To reduce disruptions in care, institutions should avoid unnecessary changes in the
membership of the Primary Care Team. Each institution shall develop Local Operating
Procedures that convey expectations regarding continuity of the team. Local Operating
procedures will also address: '
e Team coverage in the event of scheduled absences, such as vacations, leaves of
absence, and sick leave (when advanced notice is available)
e Team coverage in the event of unscheduled absences, such as Administrative Time Off
and sick leave (when advanced notice is unavailable) ' '

Individual changes in Primary Care Team membership do not require formal notice to the
patient panel. Patients will be provided with a list of their assigned Primary Care Team

members upon request.

4, Primary Care Roster ,
- Bach institution will maintain a roster of all Primary Care Teams and their membership.

5. Roles and Responsibilities of Team Members
All team members are required to:
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e Establish and maintain professional, effective, and therapeutic relationships with all
patients. : 3

e Establish and maintain professional and effective relationships with all Primary Care

- Team members. —_—

e Be accountable for their individual practices and the continuity of care delivered.

e Give priority to the patient’s health care needs; however, not all patients’ requests are

~ health care needs or priorities. '

e Participate constructively in the Quality Improvement process.

o Participate in team activities, including routine Primary Care Team meetings (huddles),
emergency response reviews, and other meetings and consultations. :

Each institution will establish Local Operating Procedures that assign to a coordinator
accountability for: _

e Ensuring that Primary Care Teams fulfill the functions described in this policy, and

e Documenting of Primary Care Team activities. ,

- Each Primary Care Team will have a member of the team as the assigned coordinator.

6. Roles and Responsibilities of the Primary Care Provider
Each Primary Care Provider is responsible for diagnosing and treating the majority of patient

health care needs.

The provider must:

Provide quality care

Use resources efficiently

'Effectively communicate with the patient, team, and others

Provide patient education :

Promote patient satisfaction within the context of evidence-based care

7. Role and Responsibilities of the Primary Care Nurse
The Primary Care Nurse is responsible for using the nursing process for the benefit of the
panel’s patients. The nursing process includes assessment, planning, intervention, and

evaluation.

The Primary Care Nurse must:
e Demonstrate knowledge of the system of care _
e Organize nursing and Primary Care Team activities to meet the health care needs of the
patients. _
o Effectively communicate with the patient, team, and others
e Actas a.patient advocate
e Provide patient education

8. Role and Responsibilities of Clerical Support
The clerical member of the Primary Care Team ensures that all patients are appropriately
scheduled, that access to care barriers are made known to the full Primary Care Team, and that

Release Date: June 30, 2009 Volume 4, Chapter 4A . Page 4
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Primary Care Team members have the information they need for planned patient encounters.
Areas of responsibility include:
e Scheduling of appointments
e Chronic Disease Registry interface (data entry, production of registry reports)
e Unit Health Record
. Record requests and / or dehvery to the chmc
Diagnostic study reconciliation
Consultation referral reconciliation
Current medication list
Returns to the Medical Records Department
Filing

O O O O 0 O

C. PRIMARY CARE HUDDLE
To reduce or prevent lapses in patient care and to plan and coordinate patient care act1v1t1es

the Primary Care Team will meet on all scheduled patient care days.

1. Compos1t10n : ~

Preferably, all members of the Primary Care Team will attend the Primary Care Huddle. Ata

minimum, the Primary Care Provider, Primary Care Nurse, and scheduler must be present.
- The Primary Care Huddle may occur without a Primary Care Provider if the Primary Care

Provider is not scheduled to see patients.

2. Frequency :
The Primary Care Team will meet or “huddle” to plan and coordmate the patient care activities

at least once every patient care day.

3. Topics
Topics covered during the Primary Care Huddle include but are not limited to:

e Unscheduled Triage and Treatment Area Vlslts
Emergency Department transfers
Transfers to other levels of care
Returns from higher level of care
Medication/Pill Line issues
Add-on appointments
~ Sick Call triage
Case management issues
Review of ducat list to plan and triage patient visits and ensure that everything needed
for appointments is available — including the Unit Health Record, Registry
reconciliations, Diagnostic study reconciliation, consultation referral reconciliation, and
a current medication list and available problem list.
Backlog considerations ’
Staffing issues
Supply/resource issues
Pending consultations and specialty services requests -
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e Potential barriers to care, including lockdowns, restricted movement, fog lines, and
other considerations ' '
¢ Review of communications logs.

Each institution will establish a Local Operating Procedure that will define the roles and
responsibilities for the Daily Huddle including:

Ensuring that the daily huddle is occurring; :

Ensuring that the daily huddle is functioning appropriately and efficiently;

Fixing responsibility for documentation; and

Designating a huddle coordinator.

. TRACKING KEY PATIENT EVENTS ‘ _
To reduce preventable lapses in care that are caused by gaps in information flow, the Primary

Care Team will track-and communicate key patient events on an ongoing basis, including:
e Transfers to a higher level of care — Transfers to or from the Outpatient Housing Unit,

Correctional Treatment Center, General Acute Care Hospital, Skilled Nursing Facility, |

or Hospice.
e Triage and Treatment Area visits - Unplanned medical care provided at the Triage and

Treatment Area.

‘e Outside emergency services visits - Medical care provided at an Emergency

Department outside the institution.
e Significant diagnostics - Routine and urgent laboratory tests and imaging ordered by
the primary care team’s providers or by Triage and Treatment Area providers.

e Transfers between housing units within an institution - Patients that are moved in a way .

that changes their panel/primary care team affiliation.

e Specialty medical consultations ,
Transfers between institutions - Patients that are moved from one institution to another.

e Return from out-of-state care or out to court status - Patients that return from outside
the system, such as out to court or out of state.

~ 1. Reporting
Each month, the Institutional Quality Management Committee shall consider:

Higher Level of Care _ _
Number of patients who returned from the hospital during the reporting period
Number of patients who had a medication discontinuity (lapse in medication administration,

change in medication not implemented) after return from hospital

Triage and Treatment Area Visits . :
Number of Triage and Treatment Area visits during the reporting period
Number of repeat Triage and Treatment Area visits within two weeks

The number of Triage and Treatment Area visits pertaining to missing medications
The number of hospitalizations within two weeks after a Triage and Treatment Area visit
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Outside Emergency Services Visits

Number of hospital returns during the reporting period.

Number of patients who had a medication discontinuity (lapse in medication admlmstratlon
change in medication not implemented) after return

Number of outside Emergency Services visits during a period

Number of repeat Emergency Services visits within two weeks

Number of hospitalizations within two weeks after a Emergency Department visit

Significant Diagnostics
Number of patients sent to the Triage and Treatment Area for cntlcal lab values

Number of critical lab values during the reporting period

Number of critical 1ab values that were not addressed within four hours of report
Percentage of diagnostic results that were not reported to the patient within policy timelines
Oldest, undrawn routine lab test '
Oldest, 1ncomplete imaging test

Transfers between Housing within an Institution

Number of patients who left the panel and went to another panel within the 1nst1tut10n during
. the reporting period _
" Number of patients added to the panel from within the institution -

How many medications did not arrive with the patient

Transfers between Institutions
Number of patients who left the panel and went to another panel from another institution.
during the reporting period

Number of patients added to the panel from another institution
How many medications did not arrive with the patient

Number of patients who did not arrive with an Unit Health Record

(

‘Bach institution will establish a Local Operating Procedure that addresses the specific tracking,

follow-up, and reporting methods for these key patient events. Sources of information include:
o Utilization Management bed management report

Daily movement sheet

Triage and Treatment Area log

Laboratory Accession log

Receiving and Release log

Clinic Communications log

On-call sign outs

Specialty Care schedule

Clinical orders

The institutional Local Operating Procedure must include: -
e Who is responsible for tracking each area
e How often the tracking is reviewed
e Who is responsible for providing continuity in response to the events
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Who is responsible for the communication of the key event
How each key patient event is tracked

How the information reaches the Primary Care Team
Triggers for further action

Methods for reconciling orders and actlons

The institution will ensure the Local Operating Procedure is approved through the Local
Governing Body and the Regional Leadership Team (Regional Administrator, Regional
Medical Executive, and Regional Nurse Executive).

E. PERFORMANCE ASSESSMENT AND IMPROVEMENT
The Primary Care Team will periodically assess its performance and takes actions to improve

its performance based on the assessment.

1. Monthly Performance Improvement Meetings

The Primary Care Team will meet formally at least monthly to consider the results of its

reporting and tracking, lessons learned from its operations, and input/judgments of the team
" members. During these meetings, the team will identify the most important areas for

improvement, and plan and implement changes in order to improve care. :

2. Methodology: Rapld Cycle Change. -
The Primary Care Teams should use rapid cycle change methods in its performance
improvement activity. (Refer to Inmate Medical Services Program Policy and Procedure

Quality Improvement, Volume 3).

'3 Requlred Areas of Assessment
At a minimum, Primary Care Teams will evaluate their performance in accordance with the .

following program goals:
e Ducated patients are seen or accounted for and managed each day.

e All critical medications are refilled on time.
e All significant diagnostic results are managed appropriately.

4. Reporting .
The Primary Care Team must complete documentatlon and report to the Chief Medrcal Officer

or designee for reporting to the Institution Quality Management Committee at least monthly.

Reviewed and Approved By:
Dwight W. Winslow, M.D.

A\\M \\&&@ 7\\\60\

Name
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VOLUME #4: MEDICAL SERVICES | Date Created: June 12, 2009
CHAPTER 4A : Date Approved::
Primary Care Model Policy and Procedure Next Revision:

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

POLICY: :
California Prison Health Care Services promotes a team approach to pnmary care. Under this

model, the Primary Care Team:

e Serves as the patient's first point of entry into the health care system and as the continuing
focal point for all needed health care services.

e Provides patients with ready access to their provider or to an established back-up provider
when the primary provider is not available.

e Provides health promotion, disease prevention, health maintenance, counseling, patient

“education, diagnosis and treatment of acute and chronic illnesses.
e Is organized to meet the health care needs of patients with undifferentiated problems with the
- vast majority of pat1ent health care concerns and needs being managed by the Primary Care

Team. :

e Includes providers and non—phys1c1an health professmnals

"PURPOSE:

The purpose of the primary care model is to establish a consistent relationship between a patient
panel and a Primary Care Team that results in:

Fewer lapses in care.

Improved patient adherence to treatment plans and interventions.

Improved health outcomes. :

Cost-effective, efficient care.

Clear assignment of responsibility among Primary Care Team members. :
Scheduling of patients which promotes continuity of care while addressing patients’ primary
care needs. _

DEFINITIONS:
Patient Panel: A clearly defined group of patients that are ass1gned to a particular Primary Care
Team. Every Primary Care Team has one panel of patlents Every inmate is assigned to a Primary

Care Provider within the Primary Care Team.

Prlmary Care Team: An assigned 1nter-d1501p11nary team that is responsible for the health care
of a panel of pat1ents

Primary Care Huddle: A meeting of the primary care team members to plan and coordinate the
patient care activities of the team in order to reduce or prevent lapses of patient care.
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RESPONSIBILITIES: | | |
The Health Care Manager at each institution is responsible for implementation of this policy.

A. ASSIGNMENT OF PATIENT PANELS
Each inmate will be assigned to a specific:
e Patient Panel
e Primary Care Team
- o * Primary Care Provider

1. Defining Patient Panels : :

Institution health care staff should adopt the method most likely to promote an ongoing.
relationship between a patient and his or her Primary Care Team to achieve operational
efficiency, to ensure timely access to care, to optimize movement and escort capabilities, to
balance workload, and to appropriately address patient acuity and complexity. .

Panels may be defined in a variety ways, as dictated by needs of each institution, including
assignment by: ’ ‘ '
Alphabetical roster
Last two digits of CDCR number
Yard
Housing unit
Level of care / program participation
Security Housing Unit }
Administrative Segregation Unit-
Outpatient Housing Unit
Correctional Treatment Center
Behavioral Management Unit
Enhanced Outpatient Program
Psychiatric Services Unit
o Reception Center
e Security / Custody Level
¢ Compatibility Group

O O O O O0-0 0

2. Consistency in Panel Affiliation / Continuity .
‘Consistency in a patient panel is helpful in preserving continuity of care. Institutions should
consider steps that can be taken to minimize unnecessary changes in panel affiliation.

Each institution will adopt Local Operating Procedures to ensure that patient transfers from one
panel to another are clearly, promptly, and effectively communicated to the new Primary Care
Team and the previous Primary Care Team. -

3. Roles and Responsibilities

The Health Care Manager is responsible for ensuring that all patients are assigned to a patient
panel. :
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Each institution shall adopt a Local Operating Procedure to ensure that all patients are notified
of their panel assignment. Patients will be notified of both their Primary Care Team and
Primary Care Provider designations. Among other methods, notification may occur through
posters displayed in housing units or patient education materials distributed at the Reception
Center or Receiving and Release. ’

4. Reporting _ '
The Local Operating Procedure shall also establish a patient panel, and describe requirements

for updating and maintaining the panel. The panel will be readily available for review, and
should be updated as indicated.

B. PRIMARY CARE TEAMS o
Each patient will be assigned to a Primary Care Team.

1. Team Purposes -
e To ensure comprehensive, continuous, coordinated care.
e To provide an interdisciplinary approach to patient care that produces synergies, with
defined essential roles and responsibilities.

2. Team Composition _

At a minimum, Primary Care Teams will consist of the following members:
e Primary Care Provider o
e Primary Care Nurse
e C(lerical support .

3. Continuity in Team Membership _
To reduce disruptions in care, institutions should avoid unnecessary changes in the
membership of the Primary Care Team. Each institution shall develop Local Operating
Procedures that convey expectations regarding continuity of the team. Local Operating
procedures will also address: '
e Team coverage in the event of scheduled absences, such as vacations, leaves of
absence, and sick leave (when advanced notice is available)
e Team coverage in the event of unscheduled absences, such as Administrative Time Off
and sick leave (when advanced notice is unavailable) ' '

Individual changes in Primary Care Team membership do not require formal notice to the
patient panel. Patients will be provided with a list of their assigned Primary Care Team

members upon request.

4, Primary Care Roster ,
- Bach institution will maintain a roster of all Primary Care Teams and their membership.

5. Roles and Responsibilities of Team Members
All team members are required to:
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e Establish and maintain professional, effective, and therapeutic relationships with all
patients. : 3

e Establish and maintain professional and effective relationships with all Primary Care

- Team members. —_—

e Be accountable for their individual practices and the continuity of care delivered.

e Give priority to the patient’s health care needs; however, not all patients’ requests are

~ health care needs or priorities. '

e Participate constructively in the Quality Improvement process.

o Participate in team activities, including routine Primary Care Team meetings (huddles),
emergency response reviews, and other meetings and consultations. :

Each institution will establish Local Operating Procedures that assign to a coordinator
accountability for: _

e Ensuring that Primary Care Teams fulfill the functions described in this policy, and

e Documenting of Primary Care Team activities. ,

- Each Primary Care Team will have a member of the team as the assigned coordinator.

6. Roles and Responsibilities of the Primary Care Provider
Each Primary Care Provider is responsible for diagnosing and treating the majority of patient

health care needs.

The provider must:

Provide quality care

Use resources efficiently

'Effectively communicate with the patient, team, and others

Provide patient education :

Promote patient satisfaction within the context of evidence-based care

7. Role and Responsibilities of the Primary Care Nurse
The Primary Care Nurse is responsible for using the nursing process for the benefit of the
panel’s patients. The nursing process includes assessment, planning, intervention, and

evaluation.

The Primary Care Nurse must:
e Demonstrate knowledge of the system of care _
e Organize nursing and Primary Care Team activities to meet the health care needs of the
patients. _
o Effectively communicate with the patient, team, and others
e Actas a.patient advocate
e Provide patient education

8. Role and Responsibilities of Clerical Support
The clerical member of the Primary Care Team ensures that all patients are appropriately
scheduled, that access to care barriers are made known to the full Primary Care Team, and that
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Primary Care Team members have the information they need for planned patient encounters.
Areas of responsibility include:
e Scheduling of appointments
e Chronic Disease Registry interface (data entry, production of registry reports)
e Unit Health Record
. Record requests and / or dehvery to the chmc
Diagnostic study reconciliation
Consultation referral reconciliation
Current medication list
Returns to the Medical Records Department
Filing

O O O O 0 O

C. PRIMARY CARE HUDDLE
To reduce or prevent lapses in patient care and to plan and coordinate patient care act1v1t1es

the Primary Care Team will meet on all scheduled patient care days.

1. Compos1t10n : ~

Preferably, all members of the Primary Care Team will attend the Primary Care Huddle. Ata

minimum, the Primary Care Provider, Primary Care Nurse, and scheduler must be present.
- The Primary Care Huddle may occur without a Primary Care Provider if the Primary Care

Provider is not scheduled to see patients.

2. Frequency :
The Primary Care Team will meet or “huddle” to plan and coordmate the patient care activities

at least once every patient care day.

3. Topics
Topics covered during the Primary Care Huddle include but are not limited to:

e Unscheduled Triage and Treatment Area Vlslts
Emergency Department transfers
Transfers to other levels of care
Returns from higher level of care
Medication/Pill Line issues
Add-on appointments
~ Sick Call triage
Case management issues
Review of ducat list to plan and triage patient visits and ensure that everything needed
for appointments is available — including the Unit Health Record, Registry
reconciliations, Diagnostic study reconciliation, consultation referral reconciliation, and
a current medication list and available problem list.
Backlog considerations ’
Staffing issues
Supply/resource issues
Pending consultations and specialty services requests -
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e Potential barriers to care, including lockdowns, restricted movement, fog lines, and
other considerations ' '
¢ Review of communications logs.

Each institution will establish a Local Operating Procedure that will define the roles and
responsibilities for the Daily Huddle including:

Ensuring that the daily huddle is occurring; :

Ensuring that the daily huddle is functioning appropriately and efficiently;

Fixing responsibility for documentation; and

Designating a huddle coordinator.

. TRACKING KEY PATIENT EVENTS ‘ _
To reduce preventable lapses in care that are caused by gaps in information flow, the Primary

Care Team will track-and communicate key patient events on an ongoing basis, including:
e Transfers to a higher level of care — Transfers to or from the Outpatient Housing Unit,

Correctional Treatment Center, General Acute Care Hospital, Skilled Nursing Facility, |

or Hospice.
e Triage and Treatment Area visits - Unplanned medical care provided at the Triage and

Treatment Area.

‘e Outside emergency services visits - Medical care provided at an Emergency

Department outside the institution.
e Significant diagnostics - Routine and urgent laboratory tests and imaging ordered by
the primary care team’s providers or by Triage and Treatment Area providers.

e Transfers between housing units within an institution - Patients that are moved in a way .

that changes their panel/primary care team affiliation.

e Specialty medical consultations ,
Transfers between institutions - Patients that are moved from one institution to another.

e Return from out-of-state care or out to court status - Patients that return from outside
the system, such as out to court or out of state.

~ 1. Reporting
Each month, the Institutional Quality Management Committee shall consider:

Higher Level of Care _ _
Number of patients who returned from the hospital during the reporting period
Number of patients who had a medication discontinuity (lapse in medication administration,

change in medication not implemented) after return from hospital

Triage and Treatment Area Visits . :
Number of Triage and Treatment Area visits during the reporting period
Number of repeat Triage and Treatment Area visits within two weeks

The number of Triage and Treatment Area visits pertaining to missing medications
The number of hospitalizations within two weeks after a Triage and Treatment Area visit
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Outside Emergency Services Visits

Number of hospital returns during the reporting period.

Number of patients who had a medication discontinuity (lapse in medication admlmstratlon
change in medication not implemented) after return

Number of outside Emergency Services visits during a period

Number of repeat Emergency Services visits within two weeks

Number of hospitalizations within two weeks after a Emergency Department visit

Significant Diagnostics
Number of patients sent to the Triage and Treatment Area for cntlcal lab values

Number of critical lab values during the reporting period

Number of critical 1ab values that were not addressed within four hours of report
Percentage of diagnostic results that were not reported to the patient within policy timelines
Oldest, undrawn routine lab test '
Oldest, 1ncomplete imaging test

Transfers between Housing within an Institution

Number of patients who left the panel and went to another panel within the 1nst1tut10n during
. the reporting period _
" Number of patients added to the panel from within the institution -

How many medications did not arrive with the patient

Transfers between Institutions
Number of patients who left the panel and went to another panel from another institution.
during the reporting period

Number of patients added to the panel from another institution
How many medications did not arrive with the patient

Number of patients who did not arrive with an Unit Health Record

(

‘Bach institution will establish a Local Operating Procedure that addresses the specific tracking,

follow-up, and reporting methods for these key patient events. Sources of information include:
o Utilization Management bed management report

Daily movement sheet

Triage and Treatment Area log

Laboratory Accession log

Receiving and Release log

Clinic Communications log

On-call sign outs

Specialty Care schedule

Clinical orders

The institutional Local Operating Procedure must include: -
e Who is responsible for tracking each area
e How often the tracking is reviewed
e Who is responsible for providing continuity in response to the events
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Who is responsible for the communication of the key event
How each key patient event is tracked

How the information reaches the Primary Care Team
Triggers for further action

Methods for reconciling orders and actlons

The institution will ensure the Local Operating Procedure is approved through the Local
Governing Body and the Regional Leadership Team (Regional Administrator, Regional
Medical Executive, and Regional Nurse Executive).

E. PERFORMANCE ASSESSMENT AND IMPROVEMENT
The Primary Care Team will periodically assess its performance and takes actions to improve

its performance based on the assessment.

1. Monthly Performance Improvement Meetings

The Primary Care Team will meet formally at least monthly to consider the results of its

reporting and tracking, lessons learned from its operations, and input/judgments of the team
" members. During these meetings, the team will identify the most important areas for

improvement, and plan and implement changes in order to improve care. :

2. Methodology: Rapld Cycle Change. -
The Primary Care Teams should use rapid cycle change methods in its performance
improvement activity. (Refer to Inmate Medical Services Program Policy and Procedure

Quality Improvement, Volume 3).

'3 Requlred Areas of Assessment
At a minimum, Primary Care Teams will evaluate their performance in accordance with the .

following program goals:
e Ducated patients are seen or accounted for and managed each day.

e All critical medications are refilled on time.
e All significant diagnostic results are managed appropriately.

4. Reporting .
The Primary Care Team must complete documentatlon and report to the Chief Medrcal Officer

or designee for reporting to the Institution Quality Management Committee at least monthly.

Reviewed and Approved By:
Dwight W. Winslow, M.D.

A\\M \\&&@ 7\\\60\

Name
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VOLUME 7: CHRONIC CARE PROGRAM Effective Date: 12/03
Revision Date(s): 1/06, 1/09,
CHAPTER 1A 5/16/11

CHRONIC DISEASE MANAGEMENT PROGRAM PoLICY Attachments: Yes [ ] No [X]

I. PURPOSE
The purpose of this policy is to ensure that:

e Patient-inmates with chronic health conditions are screened, identified and treated.

e Patient-inmates with chronic health conditions receive appropriate follow up and
continuity of care.

e Health care professionals are provided with approved treatment guidelines for the
treatment of specific chronic disease.

e Patient-inmates receive health care education, counseling, and targeted goal-setting for
practicing healthy behaviors, managing their own chronic illness, and improving their
health outcomes and quality of life.

Il. POLICY
The California Prison Health Care Services (CPHCS) will provide a system to identify patient-
inmates with chronic health conditions and provide them with medically necessary health care
services using an evidence-based chronic care model (hereinafter referred to as the Chronic
Disease Management Program or CDMP).

Clinical guidelines approved by the Clinical Guidelines Committee, which are contained in the
clinical guidelines manual, shall be referenced as the minimum standard of practice. Primary
care providers should use screening, diagnosis, and treatment guidelines as decision support
tools that reflect the most current evidence-based practice. These tools and clinical guidelines
do not supplant an individual provider’s clinical judgment.

This policy and related procedure (Chapter 1B, CDMP Procedure) replace Chapters 2 through
12 in Volume 7, Chronic Care Program, which are deleted in their entirety.

.RELATIONSHIP TO OTHER POLICIES
The CDMP fits within the framework of the primary care model which is defined in the
Primary Care Model Policy and Procedure.

IV.RESPONSIBILITIES
The Chief Executive Officer (CEQO) or his/her designee of each institution is ultimately
responsible for the implementation, monitoring and evaluating of this CDMP policy.

V. DEFINITIONS
Chronic Disease: Any current medical problem that impacts or has the potential to impact a
patient-inmate's functioning and long-term prognosis that has lasted, or is expected to last for
more than six months. Chronic diseases include but are not limited to cardiovascular disease,
diabetes mellitus, some gynecological disorders or diseases, chronic infectious diseases,
chronic pulmonary diseases, and seizure disorders.

May 2011 Volume 7, Chapter 1A Page 1 of 2
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REFERENCES
e Inmate Medical Services Policies and Procedures (IMSP&P), Volume 4, Chapter 4A,
Primary Care Model Policy and Procedure.
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VOLUME 7: CHRONIC CARE PROGRAM Effective Date: 12/03

Revision Date(s): 1/06, 1/09,

CHAPTER 1B 5/16/11

CHRONIC DISEASE MANAGEMENT PROGRAM PROCEDURE |Attachments: Yes [_] No [X]

I. PURPOSE
The purpose of this procedure is to provide direction to California Prison Health Care Services
staff in implementing the Chronic Disease Management Program (CDMP) policy.

Il. PROCEDURE

A. ldentification and Initial Evaluation of Patient-lnmates
1. Patient-inmates are identified for CDMP participation through mechanisms including

but not limited to Reception Center initial health screening, Receiving and Release
(R&R) bus screening for new arrivals, provider referral, and medication or diagnostic
services review.

If a member of the primary care team identifies during a primary care encounter that a
patient-inmate has a chronic disease, he or she will refer the patient-inmate for CDMP
enrollment.

Referrals to the CDMP will be documented in the Unit Health Record (UHR).
Appropriate testing to support the referral may be ordered by the referring team
member at the time of referral for evaluation and enrollment.

The CDMP initial health care evaluation, documented on a CDCR Form 196B “Intake
History and Physical Form,” shall be completed within 14 calendar days after arrival to
a Reception Center as part of the primary care intake, or 30 calendar days after transfer
to a California Department of Corrections and Rehabilitation (CDCR) institution.

B. Chronic Care Encounters
1. The primary care team shall prepare for CDMP visits by retrieving relevant patient

management information, which may include the following data:
List of patient-inmate's chronic illnesses

Current medications

Interval vital signs

Diagnostic test results

e. Interval to next appointment

o o o

2. The following activities, at minimum, shall occur at each CDMP encounter:

May 2011

a. Obtain an interval history from the date of the last visit to the date of the current
visit;

b. Review current medications, complaints or problems;
Assess adherence with the chronic care program; and

d. Review results of laboratory tests, diagnostic studies, monitoring, and reports from
specialty referrals.

Volume 7, Chapter 1B Page 1 of 3
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8.

The PCP performs either a detailed or a focused physical examination for chronic care
conditions, as clinically indicated.

The PCP determines and documents the clinical status of each chronic disease based on
professional standards, treatment goals, and the clinical trend in comparison to prior
visits. The PCP documents a treatment plan including goals:

a. If treatment goals have not been achieved, or if the status has worsened, the
treatment plan must reflect strategies for improvement or document why there is not
a change to the treatment plan.

b. The PCP evaluates the patient-inmate's need for medications, diagnostic studies,
monitoring, and referrals to a specialist, and makes orders as appropriate.

c. The PCP orders the follow-up chronic care visit based on professional judgment,
achievement of treatment goals and disease management guidelines.

d. Patient-inmates in the CDMP shall be evaluated a minimum of every 180 days or
more frequently based on professional judgment, achievement of treatment goals,
and disease management guidelines.

e. If a patient-inmate has achieved treatment goals and is clinically stable on at least
two consecutive encounters, the patient-inmate may be reevaluated every 180 days
unless the PCP determines the patient needs to be evaluated more frequently.

The primary care team shall review and update the self-management action plan as
appropriate, providing feedback to the patient-inmate regarding his or her progress to
date.

Primary care team members will follow CDCR formulary policies governing
prescriptions and medication. The duration for medications ordered as a result of a
CDMP encounter shall match the interval to the next CDMP encounter to ensure that
prescriptions do not expire.

All CDMP patient-inmates who refuse treatment shall continue to be offered an
appointment for the CDMP within the time period that is clinically indicated. Primary
care team members shall follow current policies to document refusal of treatment.

Primary care team members will document CDMP encounters using approved forms.

C. Health Care Education

1.

4.

May 2011

Once endorsed to an institution, the primary care team will ensure that patient-inmates
have the information and tools they need to manage their chronic illness between
clinical encounters, such as training in assessing symptom severity, medication
management, and modifying behaviors and lifestyle choices to improve health
outcomes.

Once endorsed to an institution, a member or members of the primary care team should
collaborate with each patient-inmate to develop a self-management action plan to
improve his or her health status. The self-management action plan will focus on
specific problems (e.g. pain or interference with functioning) caused by the chronic
disease, set realistic objectives for improving health status, and outline measurable
steps to achieve the objectives.

Patient-inmate education may occur in a variety of formats including individual and
group sessions, posted materials, brochures, surveys, and presentations.

Targeted health care education should be provided for the following:

Volume 7, Chapter 1B Page 2 of 3
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a.
b.
C.

Poor adherence with medications and other treatments;
Poor adherence with nutritional and exercise recommendations; and

Diagnostic tests and laboratory results, other tests, or special procedures outside the
normal range.

5. All health care education provided to patient-inmates shall be documented in the UHR.

D. Surveillance of Chronic Care Subpopulations

1. The primary care team shall review the list of chronic care patient-inmates within the
team's assigned patient-inmate panel using medication and laboratory data and/or a
registry organized by diagnosis to:

May 2011

a.

Identify patient-inmates whose risk level, as reflected in recent urgent care visits,
hospitalization, diagnostic studies, or other indicators, require more frequent
monitoring;

Identify and refer patient-inmates who have not yet received diagnostic testing,
preventive services, specialty care or other services as indicated per guidelines; and

Identify subpopulations and design interventions to address subpopulation needs,
such as medication changes, patient education and self management support.
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VOLUME 7: CHRONIC CARE PROGRAM Effective Date: 12/03

Revision Date(s): 1/06, 1/09,

CHAPTER 1B 5/16/11

CHRONIC DISEASE MANAGEMENT PROGRAM PROCEDURE |Attachments: Yes [_] No [X]

I. PURPOSE
The purpose of this procedure is to provide direction to California Prison Health Care Services
staff in implementing the Chronic Disease Management Program (CDMP) policy.

Il. PROCEDURE

A. ldentification and Initial Evaluation of Patient-lnmates
1. Patient-inmates are identified for CDMP participation through mechanisms including

but not limited to Reception Center initial health screening, Receiving and Release
(R&R) bus screening for new arrivals, provider referral, and medication or diagnostic
services review.

If a member of the primary care team identifies during a primary care encounter that a
patient-inmate has a chronic disease, he or she will refer the patient-inmate for CDMP
enrollment.

Referrals to the CDMP will be documented in the Unit Health Record (UHR).
Appropriate testing to support the referral may be ordered by the referring team
member at the time of referral for evaluation and enrollment.

The CDMP initial health care evaluation, documented on a CDCR Form 196B “Intake
History and Physical Form,” shall be completed within 14 calendar days after arrival to
a Reception Center as part of the primary care intake, or 30 calendar days after transfer
to a California Department of Corrections and Rehabilitation (CDCR) institution.

B. Chronic Care Encounters
1. The primary care team shall prepare for CDMP visits by retrieving relevant patient

management information, which may include the following data:
List of patient-inmate's chronic illnesses

Current medications

Interval vital signs

Diagnostic test results

e. Interval to next appointment

o o o

2. The following activities, at minimum, shall occur at each CDMP encounter:
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a. Obtain an interval history from the date of the last visit to the date of the current
visit;

b. Review current medications, complaints or problems;
Assess adherence with the chronic care program; and

d. Review results of laboratory tests, diagnostic studies, monitoring, and reports from
specialty referrals.
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8.

The PCP performs either a detailed or a focused physical examination for chronic care
conditions, as clinically indicated.

The PCP determines and documents the clinical status of each chronic disease based on
professional standards, treatment goals, and the clinical trend in comparison to prior
visits. The PCP documents a treatment plan including goals:

a. If treatment goals have not been achieved, or if the status has worsened, the
treatment plan must reflect strategies for improvement or document why there is not
a change to the treatment plan.

b. The PCP evaluates the patient-inmate's need for medications, diagnostic studies,
monitoring, and referrals to a specialist, and makes orders as appropriate.

c. The PCP orders the follow-up chronic care visit based on professional judgment,
achievement of treatment goals and disease management guidelines.

d. Patient-inmates in the CDMP shall be evaluated a minimum of every 180 days or
more frequently based on professional judgment, achievement of treatment goals,
and disease management guidelines.

e. If a patient-inmate has achieved treatment goals and is clinically stable on at least
two consecutive encounters, the patient-inmate may be reevaluated every 180 days
unless the PCP determines the patient needs to be evaluated more frequently.

The primary care team shall review and update the self-management action plan as
appropriate, providing feedback to the patient-inmate regarding his or her progress to
date.

Primary care team members will follow CDCR formulary policies governing
prescriptions and medication. The duration for medications ordered as a result of a
CDMP encounter shall match the interval to the next CDMP encounter to ensure that
prescriptions do not expire.

All CDMP patient-inmates who refuse treatment shall continue to be offered an
appointment for the CDMP within the time period that is clinically indicated. Primary
care team members shall follow current policies to document refusal of treatment.

Primary care team members will document CDMP encounters using approved forms.

C. Health Care Education

1.

4.

May 2011

Once endorsed to an institution, the primary care team will ensure that patient-inmates
have the information and tools they need to manage their chronic illness between
clinical encounters, such as training in assessing symptom severity, medication
management, and modifying behaviors and lifestyle choices to improve health
outcomes.

Once endorsed to an institution, a member or members of the primary care team should
collaborate with each patient-inmate to develop a self-management action plan to
improve his or her health status. The self-management action plan will focus on
specific problems (e.g. pain or interference with functioning) caused by the chronic
disease, set realistic objectives for improving health status, and outline measurable
steps to achieve the objectives.

Patient-inmate education may occur in a variety of formats including individual and
group sessions, posted materials, brochures, surveys, and presentations.

Targeted health care education should be provided for the following:
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a.
b.
C.

Poor adherence with medications and other treatments;
Poor adherence with nutritional and exercise recommendations; and

Diagnostic tests and laboratory results, other tests, or special procedures outside the
normal range.

5. All health care education provided to patient-inmates shall be documented in the UHR.

D. Surveillance of Chronic Care Subpopulations

1. The primary care team shall review the list of chronic care patient-inmates within the
team's assigned patient-inmate panel using medication and laboratory data and/or a
registry organized by diagnosis to:

May 2011

a.

Identify patient-inmates whose risk level, as reflected in recent urgent care visits,
hospitalization, diagnostic studies, or other indicators, require more frequent
monitoring;

Identify and refer patient-inmates who have not yet received diagnostic testing,
preventive services, specialty care or other services as indicated per guidelines; and

Identify subpopulations and design interventions to address subpopulation needs,
such as medication changes, patient education and self management support.
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Attachment 2— Example Master Chronic Care Registry

b
m B HEALTH CARE SERUICES Patient Count: 216

1 o MI QIIM.HMMQI
or Yard Rizk Ho LOC BA:ICS] Other CV DPP
44 Clinic MED 6  COCMS Muls-5
3A Qinic 5 m Muls-2 DM
3A Clinic MED 5 COCMS AD m Al ACE
48 Clinic HIGH 2 5 COCMS EN 85 ACE oM
Dther HIGH 1 5 CCCMS Sl DM | Muls-3 Mutti-2
3A Clinic MED 4 cCoMs | o™ | | Hip [ENEE
3A Clinic HIGH 2 4 o IEEH [ Hip TN
34 Clinic MED 4 cooMs ENn Multi2  Muki-2
34 Clinic MED 4 Il [ Hip UM Mutti-2
3C Clinic HIGH 2 4 | Dm | 53 Mulss DM
44 Clinic MED 4 cooMs En Mul-3 DPW
3C Clinic HIGH 2 3 | o™ | | Hip [ENEE
3C Clinic MED 3 [ pm [EERNE Mulsi-2
3C Clinic MED 3 | om | | e [
3C Clinic MED 3 Il [ Hip Y
3C Clinic HIGH 2 3 ENn | Hip TN
3C Clinic MED 3 En [ Hip TN
34 Clinic MED 2 | o™ | Mulsi-2
3C Clinic MED 2 KN [ 1P |
3C Clinic HIGH 2 2 En [ HLp |
3A Clinic MED 2 | 122 | Multi-2
3C Clinic MED 3 | 117 | [ 116 |3
3C Clinic HIGH 1 3 m Muit-4
3C Clinic MED 3 EER Mult-3
34 Clinic MED 1 [ 108 [ETSNE 55 Mul3
38 Clinic MED 4 | 108 [EEENE 66 Mul-d
Level 1 Clinic MED 1 | 105 |
Leved 1 Clinic MED 1 ETE
3A Clinic MED 3 E=R 70 Mul
3C Clinic MED 3 E=R 32 acE
34 Clinic HIGH 1 4 CooMS | 10 | 3B Mui
3A Clinic MED 4 CCoMs BEEEN ot Muisi-2

Best Practices Library — Using Patient Registries (Rev 07/12)
Quality Management Section Page 1






Health Care Services

/;x\ —  Performance Improvement Plan 201 1-2012
_ Improvement Strategies

PERFORMANCE IMPROVEMENT PLAN 2011-2012: OVERVIEW

Each year, California Correctional Health Care Services (CCHCS) reviews health care processes and
services considered to be high risk, high cost, high volume, or problem-prone, and selects priority areas to
be targeted in improvement initiatives organization-wide. CCHCS produces an annual Performance
Improvement Plan comprised of three major elements:

e Priority areas for improvement,
o Major Strategies that will be used to accomplish performance improvement goals and objectives,
e Specific performance objectives within each priority improvement area and associated timeframes.

Statewide performance improvement initiatives slated for implementation in 2011-2012 support or serve
one of four functions:

Establish improvement priorities at the institution level and align program activities with priorities,
Integrate health care processes across disciplines and programs,

Provide information and tools to support process improvement, and

Monitor and evaluate delivery system performance.

STRATEGIC ALIGNMENT

Improvement efforts are most effective when all levels of an organization are informed of improvement
priorities and rally around a core set of improvement goals. Under this strategy, institutions identify
improvement priorities, communicate priorities to staff at all levels of the organization, and ensure that
program planning and day-to-day operations and supervision align with these priorities.

Institution Improvement Plans. Each institution is required to establish an annual improvement plan which
defines improvement priorities, performance objectives, and proposed strategies. Institution improvement
plans take into consideration statewide performance objectives, but are customized for the institution’s
particular mission, resources, and needs of the patient population and staff. Quality Management Section
staff, Compliance Unit staff, and staff from various clinical services areas will work with a subset of
institutions to assist them in establishing and implementing improvement plans.

Communication and Alignment. Upon developing an improvement plan for the year, institution leadership
is responsible for communicating improvement priorities to staff at all levels of the health care system and
helping staff understand their role in achieving improvement objectives. Institution leadership will also
guide the process of strategic alignment, by which managers and supervisors determine how program
operations and day-to-day supervision will support performance objectives, and how care teams and other
staff incorporate improvement activities for priority areas into their day-to-day work.

Quality Management Program Governance. CCHCS will finalize the Quality Management Program Policy
and Procedures. Headquarters and Institution Quality Management Committees will meet regularly to
determine improvement priorities and strategies, regularly review performance data and take action to
improve performance, coordinate the activities of quality-related committees, and ensure that staff are
trained in quality improvement concepts, tools, and techniques. Quality Management Committees ensure
that staff at the headquarters or local level receive the orientation and training necessary to participate in
improvement activities and apply improvement skills, such as problem analysis and system redesign, in
their day-to-day work.






INTEGRATED HEALTH CARE DELIVERY SYSTEM

CCHCS delivers a continuum of health care services to inmate-patients by many different professional
disciplines across multiple levels of care in both outpatient and inpatient settings. In order to improve care,
and avoid unnecessary morbidity, mortality and costs, CCHCS will need to fully implement sustainable
strategies that improve processes and systems that strengthen continuity and coordination of care as well
as communication and collaboration among all professional disciplines and with the patient.

An overarching strategy that CCHCS will use is the establishment of a primary care model, which is not
based on a traditional medical model that organizes services around acute and episodic events. Rather
the primary care model is especially useful for providing continuous services to patients with chronic and
complex physical and behavioral health conditions who disproportionately drive risk and resources.

The primary care model is based on a number of nationally recognized models and paradigms that
emphasize (1) risk stratification of individual patients and patient populations; (2) a comprehensive patient
focus; (3) interdisciplinary team-based care; (4) evidence-based practices; (5) active patient involvement
and self management; and (6) decision support and information systems to assist in managing individual
patients and patient populations, and facilitating continuous improvements in patient outcomes, clinical
practice and processes of care.

Care Teams. At a subset of institutions, CCHCS will work with interdisciplinary care teams to test and
implement continuity and care coordination processes. Care teams at the selected institutions will develop
or refine processes for planned, proactive care of patients within an assigned patient panel as well as
processes to enhance communication, coordination and collaboration among care teams as patients move
in and out of different levels and settings of care. From this group of institutions and others across the
state, CCHCS will identify best practices that can be used by care teams to plan and coordinate services.
Additional activities in this area may include changes in existing statewide processes, policies, and
procedures to facilitate system integration and standardization.

Complex Patients. A subset of clinically complex patients is particularly vulnerable to poor health
outcomes and account for the majority of inpatient bed, specialty care, and pharmaceutical usage.
Because clinically complex patients frequently move from one level of care to another or require specialty
and inpatient care, these patients are at higher risk for lapses in care that occur during “handoffs” when a
patient transitions from one care setting to another. As part of the 2011-2012 performance improvement
strategies, CCHCS will assist care teams in identifying the clinically complex patients that have been
assigned to them through monthly patient lists, create decision tools to support monitoring and
management, assist with redesign of core processes, and develop tools to assess how well tracking and
follow-up systems are working.

Classification Subsystems. Currently CCHCS has several health risk classification subsystems that are not
completely aligned, which leads to suboptimal placement of patients who have competing physical and
behavioral health needs. In 2010, CCHCS instituted a Medical Classification System which evaluates each
patient’s medical risk and matches the patient with an institution that can best meet his or her medical care
needs. Performance data indicates that the Medical Classification System is not fully implemented
statewide, and that many clinically complex inmates are currently housed at “basic” institutions not
designed to optimally manage care. To support appropriate placement for these patients and full
implementation of the Medical Classification System, CCHCS will produce patient registries monthly that
identify clinically complex patients housed at basic institutions and will work with custody, classification
staff, and other stakeholders to move these patients to settings appropriate for their health care needs.
Ultimately to optimize patient outcomes and economies of scale, the various health classification
subsystems should evolve into a comprehensive Health Care Classification System.






PROCESS IMPROVEMENT TOOLS AND TRAINING

CCHCS will continue to build performance improvement capacity in 2011-2012 by providing health care
staff with quality improvement tools and staff development programs that teach process improvement skills
and techniques. These tools will help individual care teams and institution-wide improvement teams
develop new health care processes and redesign existing processes as necessary to establish a well
functioning integrated health care system.

Quality Improvement Toolkit. Within the health care industry and quality improvement field of expertise,
there are nationally-recognized methods for problem analysis and process improvement. CCHCS will
establish tools for institution staff to use during process improvement including basic statistical analysis
flow diagramming, cause and effect diagramming, root cause analysis, failure mode effect analysis as well
as set up forums for sharing information about improvement initiatives and results.

Training and Professional Development. CCHCS will partner with nationally recognized experts in quality
improvement and patient safety initiatives including the Department of Veterans Affairs, Joint Commission
and Institute for Health Care Improvements to develop, implement and evaluate staff training and
development program.

PERFORMANCE MONITORING AND EVALUATION

Health Care Services Dashboard. CCHCS will continue to produce a Health Care Services Dashboard, a
report that consolidates more than 70 performance measures into one document, with information available
at statewide and institution levels, and trended over time. Updated monthly, the Dashboard will facilitate
identification of improvement opportunities and monitor progress towards the achievement of 2011-2012
Performance Improvement Objectives.

Morbidity and Mortality Studies. CCHCS will issue reports that analyze patterns and trends in inmate
morbidity and mortality, including ambulatory care-sensitive conditions that attribute to potentially avoidable
hospitalizations, system gaps that are prevalent in potentially preventable deaths and sentinel events, and
analysis of inmate suicides. These reports are intended to inform the prioritization of quality improvement
initiatives and determine the need for new system and process improvements and patient safety programs.

Performance Reports. Performance reports issued in 2011-2012 will focus on the core delivery system
processes, such as providing timely access to health care services and continuity of care for patients
assigned to clinical teams and providers. In addition, CCHCS will begin monitoring the care and placement
of clinically complex patients.
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Priority Improvement Areas

GOAL

Support continuous organizational learning and performance evaluation and improvement in order to:

» Optimize patient outcomes, and access to and quality and safety of services
» Enhance efficiencies and reduce waste
» Comply with regulatory and legal requirements

PROPOSED PRIORITY IMPROVEMENT AREAS

The proposed priority areas were chosen for improvement based on evidence that they pose quality
and safety concerns and are high risk, high volume, high cost, and/or otherwise high impact areas.
Many of these areas are integral to a well-functioning primary care system. For each of the items
within the priority areas, there are one or more performance objectives or leading indicators, which
are listed in the following pages (benchmarked measures only) and/or the Health Care Services
Dashboard (benchmarked and leading indicators).

Risk Stratification and Continuity of Care
= Medical Classification System
=  Consistent Care Teams

Optimizing Patient Services and Outcomes

= Asthma = HIV Screening

= Anti-Coagulation * Influenza Vaccination

= Cardiovascular Disease / Diabetes = High Utilizers of Mental Health Services
= Chronic Pain and Cancer Pain = Dental Health Services

= Cirrhosis and Hepatitis C Virus (HCV) = Potentially Avoidable Hospitalizations

= Colon and Breast Cancer Screening = Patient Safety

Optimizing Access and Managing Demand and Utilization
= Access to Medical Services, including Telemedicine
= Access to Mental Health Services, including Telemedicine
= Access to Dental Services
= Access to Medications including Formulary Management
= Specialty Referrals, including Telemedicine

Enhancing Efficiencies, Reducing Waste and Optimizing Human Resources
= Staff Vacancies
= Qvertime and Registry Cost
= Other Cost Measures — Pharmaceuticals, Specialty Services, Hospital and ED services

Ensuring Compliance
= Medical Inspections, Dental Perez Audits, and Mental Health Coleman Monitoring
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Specific Objectives

Risk Stratification and Continuity of Care

Medical Classification System

= By December 31, 2012, greater than 75% of clinically complex patients will be housed within the most
appropriate care setting.

Continuity of Care

= By June 30, 2012, greater than 85% of chronic care patients taking essential medication will have fewer than
3 primary care providers prescribing these medications within the past six months.

= By June 30, 2012, greater than 85% of EOP patient encounters will occur with one Mental Health Primary
Clinician within the past six months.

= By June 30, 2012, greater than 85% of EOP patient will occur with one primary psychiatrist within the past
six months.

Optimizing Patient Services and Outcomes
Asthma Care

= By June 30, 2012, greater than 85% of patients with persistent asthma will be prescribed an inhaled corticosteroid.

Anticoagulation

= By March 31, 2012, greater than 75% of all patients on Warfarin will have most recent INR result within 30
calendar days at therapeutic levels.

Cardiovascular Disease/ Diabetes Care

= By June 30, 2012, greater than 75% of diabetic patients will have hemoglobin Alc, cholesterol, and blood
pressure levels in good control, received screening or treatment for nephropathy, and an annual eye
examination completed (composite diabetes measure).

Cancer Screening
= By June 30, 2012, greater than 85% of eligible inmates 51 years to 75 years will have colon cancer
screening offered within the appropriate time frame.

= By September 20, 2011, greater than 85% of eligible female inmates 52 years and older will be offered a
mammaogram in the preceding 24 months.

Chronic Pain

= By June 30, 2012 greater than 85% of a sample of patients prescribed opiates for more than 30 days will
have documented evidence of severe disease, treatment goals, and a completed pain agreement.

Cirrhosis and HCV

= By March 31, 2012, greater 85% of HCV patients on combination therapy will have a viral load testing within
14 weeks of starting combination therapy.

HIV
= By March 31, 2012 greater than 85% of inmates going through the Reception Center will have a HIV test
performed.

Mental Health High Utilizers

= By March 30, 2012, there will be greater than 50% reduction in suicide watch hours and MHCB use by
patients who required these services 2 or more times within 6 months.






Influenza Vaccination

= By December 31, 2011, greater than 85% of inmates will be offered influenza vaccination.

Sentinel Events

= By December 31, 2012, there will be a reduction in avoidable hospitalizations to less than 2 per 1,000
inmates per yeatr.

= By December 31, 2012, a system will be in place to report, analyze and act upon close calls (near misses)
and adverse events including aggregate reviews for medication errors, potentially avoidable hospitalizations,
and preventable deaths.

Optimizing Access and Managing Demand and Utilization
Access to Medical Services

By March 31, 2012, greater than 85% of patients will have timely access to primary care and specialty services,
as defined by policy timeframes.

Access to Dental Services

= Refer to Dental Services section “Ensuring Adherence.”

Access to Mental Health Services

= Refer to Mental Health Services under the section “Ensuring Adherence.”

Medication Services

Access:

= By June 30, 2012, greater than 85% of chronic care patients will receive all essential medications within the
past 3 months including psychotropic medications.

= By June 30, 2012, greater than 85% of patients will receive medications within 1 calendar day of return from
a higher level of care including community emergency departments and hospitalizations at DMH.

= By June 30, 2012, greater than 85% of patients will receive medications within 1 calendar of transfer to an
institution or new arrival.

Formulary Usage:

= By June 30, 2012, non-formulary medications ordered by medical providers will comprise less than 3% of
prescriptions per month.

= By December, 2012, non-formulary/second tier antidepressant medications ordered by psychiatrists will
comprise less than 35% of prescribed psychotropic medications.

Specialty Services

Specialty Referrals:

= By December 31, 2011, the average number approved routine requests for specialty services will be less
than 60 per thousand inmates per month.

Telemedicine Usage:

= By December 31, 2012, greater than 40% of off-site specialty consultations will be provided via telemedicine.

Enhancing Efficiencies, Reducing Waste and Optimizing Human Resources
Overtime, Registry, and Position Control

= By December 31, 2011, overtime costs for FY 11/12 will be 10% less than FY 10/11.
= By September 30, 2011, registry costs for FY 11/12 will be 20% less than FY 10/11.

Cost Control
= By June 30, 2011, expenditures for FY 10/11 will be 5% less than expenditures for FY 09/10.
= By June 30, 2012, expenditures for FY 11/12 will be 10% less than expenditures for FY 10/11.






Ensuring Adherence

Medical Program
= By December 30, 2012, the average score for the OIG Medical Inspections will be greater than 85%.

Dental Program

= By December 31, 2011, 11 institutions will successfully pass the Perez audit in three of three categories of
the Dental Readiness Assessment Tool.

= By December 31, 2012, all institutions will successfully pass the Perez audit in three of three categories of
the Dental Readiness Assessment Tool.

Mental Health Program

= By December 31, 2011, greater than 90% of patients at each institution will have timely access to initial and
routine contacts with IDTT, mental health clinician evaluations and treatment plans, and referrals to higher
levels of care and subsequent follow-up, as defined by Coleman requirements and policy timeframes.
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Attachment 3 — Health Care Services Dashboard- Disease Management- Diabetes
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May 2011 CCHCS Care Guide: Diabetes

SUMMARY DECISION SUPPORT PATIENT EDUCATION/SELF MANAGEMENT
GOALS ALERTS
FIX THE FASTING[ > THEN FIX PRE[]. »THEN FIX POST
BLOOD SUGAR HGA1C<8%* FIRST PRANDIAL PRANDIAL
(GLucosE 70-130 mg/dL) (70-130 mgldL) (<160 mg/dL)
<130/80

THIS 1S 2011 ADA AND JNC 7 RECOMMENDATION.
BASED ON PATIENT CHARACTERISTICS HIGHER OR LOWER SYSTOLIC BP
TARGETS MAY BE APPROPRIATE AND SHOULD BE DOCUMENTED.

BLoOD PRESSURE

LDL <70 mg/dL (IF ovERT CVD OR

LR LD = 1LY el > 40 Y.0. AND >1 RISK FACTOR)

*2011 NCQA standards HgA1c < 8% ; 2011 ADA recommendation HgA71c < 7% with caveat that less stringent A1c goal may be appropriate for patients with |life expectancy,
comorbid conditions or 1 complications. In some cases more stringent control may be appropriate.

DIAGNOSTIC CRITERIA/EVALUATION

PRE-
DIABETES

IMPAIRED FASTING GLUCOSE = 100 -125 mg/dL

DIABETES FASTING (> 8 HRS) BLOOD GLUCOSE > 126 mg/dL OR RANDOM BLOOD GLUCOSE > 200 mg/dL orR A1C > 6.5%

GESTATIONAL

DIABETES 75 gm ORAL GLUCOSE TOLERANCE TEST: 1 H > 180 mg/dL ; 2H > 153 mg/dL ; FASTING > 92 (SEE PAGE 5)

Complete clinical history including:

Medications
Accuv'/Blood Sugar logs/HbA1C, symptoms of hypoglycemia

Physical Exam including fundoscopic, neurologic, cardiac and skin exam, thyroid palpitation, BP, peripheral pulses,
and reflexes/sensation.
P Baseline Labs — A1C, fasting lipid panel, serum electrolytes, LFTs, Scr, TSH, urine microalbumin, ECG

v v Vv <\

TREATMENT OPTIONS
® Therapeutic lifestyle changes (TLC): dietary education, exercise, wt loss if BMI > 25
e Start metformin (500 gd or bid) unless contraindicated (see table pg. 2)- titrate as indicated.

® |f goal not reached with full dose of metformin: Add second oral agent if HbA1C < 10 (usually sulfonylurea-glipizide or
glyburide; Actos use not well validated). Add basal insulin if HbA1C > 10. (Three oral agents not usually indicated.)

® |f 1 CV risk start ASA 81 mg (if no contraindication) especially & > 50 y.o. or @ > 60 y.o.

® For +microalbuminuria or hypertension, start ACE-inhibitor (lisinopril) if no contraindications. If intolerant to ACE-Inhibitor, can use
Angiotensin Receptor Blocker (losartan) if no contraindications.

e |f LDL >100 start simvastatin 20 mg unless contraindicated. Increase dose as needed to get LDL < 100 mg/dL.
® Consider offering glucometer to selected patients with difficult to treat diabetes for pre & post prandial & bedtime glucose monitoring.

MONITORING

P If a patient has achieved treatment goals and is clinically stable on at least two consecutive encounters, the patient may be
re-evaluated every 180 days unless the PCP determines the patient needs more frequent monitoring.

BLOOD SUGAR HGA1C AT LEAST Q 6 MONTHS OPTIMIZE CAPILLARY GLUCOSE (FINGERSTICK) USE
BLOOD PRESSURE EVERY VISIT IF NOT AT GOAL_I;EEZI; TBE\ ;E:EEE?EBETWEEN VISITS
LIPIDS FASTING LIPID PANEL ANNUALLY ONCE AT GOAL
OTHER LABS Q 6 MONTHS LFTs, SERUM CR ANNUALLY URINE MICROALBUMIN, (TSH)
FooT ExAm PRIMARY CARE FOOT EXAM ANNUALLY WITH DOCUMENTATION OF SKIN INSPECTION, VASCUALAR AND SENSORY INSPECTION (SEE PAGE 4)
EYE ExAM DILATED RETINAL EXAM ANNUALLY
IMMUNIZATIONS OFFER PNEUMOVAX AND ANNUAL INFLUENZA
DENTAL EXAM DENTAL EXAM AT LEAST ANNUALLY PER DCHCS PoLicy

Information contained in the guidelines is not a substitute for a health care professional’s clinical judgment. Evaluation and treatment should be tailored to the individual patient and the clinical
circumstances. Furthermore, using this information will not guarantee a specific outcome for each patient.

1
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SUMMARY D]e (o] BNV Je: 3 N PATIENT EDUCATION/SELF MANAGEMENT

MEDICATIONS:
USUAL .
MEDICATION CLASS MEDICATION SIDE EFFECTS CONTRAINDICATIONS A1C | CosT
INSULIN glipizide (Glucotrol®) Hypoglycemia; 1-2%
SECRETAGOGUES: glyburide (Micronase®) weight gain $
SULFONYLUREAS
BIGUANIDES metformin**(Glucophage®) Nausea; diarrhea; Renal insufficiency (do not use if Cris > 1.4 in women or 1-2%
Flatulence > 1.5 in men); conditions that predispose to acidosis
(e.g., liver disease, sepsis); stop during acute illness and
Modest weight loss before radiographic $
may occur procedures requiring intravenous dye (may restart 48
hours after procedure if serum creatinine levels are
unchanged)
THIAZOLIDINEDIONES pioglitazone (Actos®)-NF Weight gain; fluid Hepatic disease; alanine Transaminase level > 2.5 x 0.5-1.4%
TZD retention normal; pregnancy; congestive heart failure (New York
Heart Association class Il or IV); use with caution in
patients with edema
Consider consultation - - $589
Use not well supported- often better to initiate to insulin
after metformin and sulfonylurea.
Association between rosiglitazone and
cardiovascular events
ALPHA GLUCOSIDASE acarbose (Precose®) -NF Flatulence; abdominal 0.5-0.8%
INHIBITORS miglitol (Glyset®)-NF pain; diarrhea $%
Consider consultation
AMYLIN ANALOGUES pramlintide (Symlin®)-NF Nausea and vomiting; | Gastroparesis; lack of awareness of
anorexia; headache hypoglycemia; A1C > 9 percent $$
Consider consultation
INCRETIN ENHANCERS saxagliptin (Onglyza®)-NF Nausea and Adjust dosage in patients with renal 0.5-0.8%
sitagliptin (Januvia®)-NF vomiting impairment $
Consider consultation
INCRETIN MIMETICS exenatide (Byetta®)-NF Nausea and vomiting; | Not recommended in patients with severe renal disease 0.5-1.0%
diarrhea; dizziness (creatinine clearance < 30 mL per minute) $$$$
Consider consultation

*The following scale $-$$$ represents the relative cost of acquisition of medication only. Frequency and complexity of administration of medicine (workload, effect on
adherence) should be considered when determining overall cost-effectiveness of treatment.

**TITRATION OF METFORMIN

Begin with low-dose metformin (500 mg) taken once or twice per day with meals (breakfast and/or dinner) or 850 mg once per day.
After 5-7 days, if gastrointestinal side effects have not occurred, advance dose to 850, or two 500 mg tablets, twice per day (medication to be taken before breakfast
and/or dinner).
If gastrointestinal side effects appear as doses advanced, decrease to previous lower dose and try to advance the dose at a later time.
The maximum effective dose can be up to 1,000 mg twice per day but is often 850 mg twice per day. Modestly greater effectiveness has been observed with doses
up to about 2,500 mg/day. Gastrointestinal side effects may limit the dose that can be used.

INSULIN CLASS SPECIFIC INSULIN ONSET PEAK DURATION CosT*
Please see treatment algorithm on page 3
Insulin-Rapid Acting Regular-Humulin-R® 30-60 minutes | 2 to 4 hours 8 to 10 hours $
Insulin- Intermediate Acting NPH- Humulin-N® 1to 2 hours 4 to 8 hours 10 to 20 hours $
Insulin -mixed Humulin 70/30® 30 minutes Dual peak Up to 24 hours $
Insulin-Long acting glargine/Lantus® 1to 2 hours Relatively flat 20 to 24 hours $%
DM ORAL MED RECOMMENDATIONS WHEN STARTING INSULIN SWITCHING FROM NPH TO GLARGINE

metformin: CONTINUE — helps prevent weight gain when pt. on insulin.

On NPH once daily — May switch unit-for-unit (1:1).
secretagogues: (sulfonylureas): can CONTINUE when on basal insulin only

STOP when on basal and prandial insulin together. On NPH twice daily — glargine dose should be 80% of total NPH

TZD: STOP - possible increase MI risk and increase risk of edema from TZD when dose.

on insulin.

Every effort should be made to administer rapid acting insulin before meals. However in rare circumstances when patient movement may
be disrupted and risk of hypoglycemia is high rapid acting insulin may be administered shortly after meals.

Formulary Status - Bold = Formulary, NF = Non Formulary
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SUMMARY

DECISION SUPPORT PATIENT EDUCATION/SELF MANAGEMENT

Standards of Medical Care in
Diabetes- 2011 American
Diabetic Association

INSULIN DOSING nitiation and adjustment of insulin regimens

For Type 2 Diabetes start 10 units or 0.2 units/kg:
Long acting insulin (glargine-Lantus®) especially if concern for hypoglycemia- q a.m. or g hs at once a day dosing or Intermediate-acting
insulin (NPH) at bed time or bid

Fix the Fasting First Correlation between A 1C and mean
Patient/Nurse: Check fasting glucose (Fingerstick-FS) Usually daily while titrating- bring plasma glucose on multiple testing
. . . r'esults to hudfjle ' . A1C mg/dL
PCP: increase dose of basal insulin typically by 2 units q 3 days- until average fasting glucose 6 126
in target range(70-130 mg/dL) . 7 154
Can increase dose up to 4 units q 3 days. 8 183
9 212
If hypoglycemia occurs, or average fasting glucose <70 mg/dL reduce bedtime dose by 4 10 240
units or 10% - whichever is greater or consider switching NPH to Lantus 11 269
12 298

Once fasting is fixed ( i.e average fasting (70-130 mg/dL), determine
pre-meal & bedtime glucose level.

+Strongly consider issuing patient KOP glucometer since premeal
and 2 hour post prandial glucose FS can be difficult to obtain.

Is A1C < 8% after
3 mos?

NO Nurse: Check FS blood glucose before lunch, dinner and bed- only
need 2 or 3 days of readings- bring to huddle.

Sliding Scale
Sliding scale insulin dosing
has limited indications
outside of a hospital setting
May use temporarily for
insulin dose adjustments
Temporary use when patient
ill or NPO for any reason

PCP: Depending on results of premeal FS add second insulin
injection as below. Can usually start with 4 units and adjust by 2
units q 3 days as needed.

———m——p———— -

v

y

_______________ h 4 : : h 4

' Fingerstick Glucose 4 YES If pre-lunch glucose is If pre-dlnnheir ﬁ‘laus(iose SHhel o pre-bed time glucose
! - Mbonltormg ! the highest 9 is the highest
I : Add rapid acting i Add NPH insulin at Add rapid-acting NS
: patient and nursing staff. | at breakfast breakfast if not already on P di 9
= Daily testing is generally : am NPH at dinner.
I needed while titrating insulin |
: dose. 1
{ Once patient stable on basal !
[l S ey e e s ) Patient: Continues with diet
! frequently. 1 - i
1 . . | exercise and same
= If patient has fasting or pre- \ medication regimen v
I meal FS glucose ordered 9 i
: and eats before testing the 1 )
| result has little value so ; Patient/Nurse: Check "
1 defer the test. i fasting periodically. Bring ¢ vgs Is A1C< 8%
:- If, because of meal schedule | results to huddle. After 3 mos?
\ there is difficulty obtaining :
: fasting or pre-meal reading PCP: Evaluated at least

strongly consider issuing 1
1 . every 90 says or as
| patient glucometer for KOP : cIin'i’();aII inc)i/icated
| use | y i NO
e e e - - - - —-——— - - -

Recheck pre-meal glucose- if still out of range may need to add 3"
injection at lunch. If glucometer has not previously been issued consider
issuing now.

Once pre-meal and bedtime glucose are fixed and If A1C continues to be
out of range, check 2 hr post-prandial glucose and adjust with preprandial
rapid acting insulin.
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ANNUAL DIABETIC FOOT EXAM WORKSHEET

Goal: Identify high risk foot condition.
Referral: Podiatry if significant neuropathy, high risk foot deformities, open ulcers, etc. See InterQual® cri-
teria for details.

SUGGESTED FOOT EXAM ELEMENTS

Skin Integrity/Biomechanics:

Focal lesions: calluses, maceration, ulcers

Dystrophic nails and/or dry skin

Foot deformities (hammer toe, bunions, pes planus or pes
cavus) that will put the patient at higher risk.

Vascular Status Screening
Dorsalis Pedis/ Posterior Tibialis pulses

Neurologic (Sensory exam)

10 gm Monofilament testing, vibratory sensation testing
with 128 Hz tuning fork tested at hallux, Tactile sensation
(light touch):via cotton wool (dorsum of foot)

INSTRUCTIONS ON MONOFILAMENT TESTING

1. Place patient in supine or sitting position with shoe
and socks removed.

2. Touch the monofilament wire to patient’s skin on arm
or hand to demonstrate what the touch feels like.

3. Instruct patient to respond “yes” each time they feel
the pressure of the monofilament on their foot during
the exam.

4. Instruct patient to close their eyes with toes pointing
straight up during the exam.

Hold the monofilament perpendicular to the patient’s
foot. (See diagram A)

5. Press it against the foot, increasing the pressure until
the monofilament bends into a C-shape. (See diagram
B) Do not apply over ulcer, callus, scar, or necrotic
tissue. Do not slide
monofilament over the skin.

6. Hold in place for about 1 second. Press the filament to
the skin such that it buckles at one of two times as
you say "time one" or "time two." Have patients iden-
tify at which time they were touched.

7. Randomize the sequence of applying the filament
throughout the examination.

8. Record response on foot screening form with “+” for
yes and “-“ for no.

9. When the Monofilament is not felt, protective sensa-
tion is absent placing the person at high risk for de-
velopment of a neuropathic ulcer.
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HYPOGLYCEMIA IN THE CORRECTIONAL SETTING
(REFERENCE: DIABETES CARE, VOLUME 33, SUPPLEMENT 1, JANUARY 2010)

Hypoglycemia
Identification:
« Hypoglycemia is defined as a blood glucose level <70 mg/dL.
« Severe hypoglycemia is a medical emergency defined as hypoglycemia requiring assistance of a third party and is often associated with
mental status changes that may include confusion, incoherence, combativeness, somnolence, lethargy, seizures, or coma.
« Signs and symptoms of severe hypoglycemia can be confused with intoxication or withdrawal.
« Individuals with diabetes exhibiting signs and symptoms consistent with hypoglycemia particularly altered mental status, agitation, and
diaphoresis, should have their Capillary Blood Glucose (Fingerstick) levels checked immediately.
« Every attempt should be made to document CBG before treatment.
Treatment:
« Patients who are prone to hypoglycemia should have access to glucose tablets, glucogel, or other glucose containing foods.
0 Hypoglycemia can generally be treated by the patient with oral carbohydrates.
0 If the patient cannot be relied on to keep hypoglycemia treatment on his/her person, staff members should have ready access
to glucose tablets or equivalent.
0 In general, 15-20 g oral glucose will be adequate to treat hypoglycemic events. (Glucose is preferred but any for of carbohy-
drate that contains glucose can be used, added fat will retard then prolong the acute glycemic response.).
0 Capillary Blood Glucose (Fingerstick) and treatment should be repeated at 15-min intervals until blood glucose levels return to
normal (>70 mg/dL). Patient should then consume snack or meal to prevent recurrence of hypoglycemia.
« Severe hypoglycemia (where the individual requires the assistance of another person and cannot be treated with oral carbohydrate due
to confusion or unconsciousness) should be treated using emergency glucagon kits.
0 Staff should have glucagon for intramuscular injection or glucose for intravenous infusion available to treat severe hypoglycemia
without requiring transport of the hypoglycemic patient to an outside facility.
« Any episode of severe hypoglycemia or recurrent episodes of mild to moderate hypoglycemia require reevaluation of the diabetes man-
agement plan by the medical staff.
« In certain cases of unexplained or recurrent severe hypoglycemia or in the case of patients on long acting oral hypoglycemic agents or
insulin who have poor oral intake, admission to a medical unit for observation and stabilization may be appropriate.

DETECTION AND DIAGNOSIS OF GESTASTIONAL DIABETES

« Screen for undiagnosed type 2 diabetes at the first prenatal visit in those with risk factors, using standard diagnostic criteria.
« In pregnant women not known to have diabetes, screen for GDM at 24-28 weeks of gestation, using a 75-g 2-h OGTT.
« The diagnosis of GDM is made when any of the following plasma glucose values are exceeded:
0 Fasting 292 mg/dL (5.1 mmol/l)
0 1 h =180 mg/dL (10.0 mmol/l)
0 2h =153 mg/dL (8.5 mmolll)
« Screen women with GDM for persistent diabetes 6-12 weeks postpartum.
« Women with a history of GDM should have lifelong screening for the development of diabetes or prediabetes at least every 3 years.
« Target maternal capillary glucose concentrations in Gestational Diabetes:
0 Preprandial <95 mg/dL (5.3 mmol/l) and either
0 1-h postmeal <140 mg/dL (7.8 mmol/l) or 2-h postmeal <120 mg/dL (6.7 mmol/l)
« Patients with gestational diabetes are considered higher risk and should be referred for specialty management.

PREGNANCY AND DIABETES

According to the American Diabetes Association pregnancy in a woman with diabetes is by definition a high-risk pregnancy. Glycemic stan-
dards are more stringent, the details of dietary management are more complex, insulin is the only antidiabetic agent approved for use in
pregnancy, and a number of medications used in the management of diabetes comorbidities (e.g. ACE inhibitors) are teratogenic and must
be discontinued in pregnancy.

This Care Guide does not address the specific needs of pregnant patients with diabetes.

In general these patients should be followed as high risk pregnancies with appropriate obstetrical and medical management.
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SUMMARY DECISION SUPPORT

PATIENT EDUCATION/SELF MANAGEMENT

DIABETES: WHAT YOU SHOULD KNOw

WHAT YOU AND YOUR HEALTHCARE TEAM WILL FOLLOW: A1C CONTROL

A1C TEST (pronounced A-one-C) shows your average blood glucose level over the last 3 7\
months. You and your healthcare team should discuss the A1C goal that is right for you. 1 &l
For most people with diabetes, the A1C goal is less than 8. y -

Poor

FINGERSTICK BLOOD SUGAR is sometimes checked by the nurse or
patient, especially when the patient is taking insulin. Goal for
fingerstick blood sugar is less than 130 mg/dl before eating.

1

o | Control

10 240

BLooD PRESSURE in persons with diabetes should be less than

A1C

130/80. This will help keep kidneys healthy and prevent heart attacks g 210 Blood Glucose
and strokes. (Sugar)

4 180
LDL CHOLESTEROL is the “Bad” cholesterol. An LDL goal is less than
100. This will help prevent heart attacks and strokes in people with . 50 Good
diabetes. : Control
URINE MICROALBUMIN is a measure of protein in the urine. If a kidney is b 12
damaged by diabetes it leaks this protein. It is best to have a
microalbumin level under 5. 5 %0

60

Your weight and Boby MAss INDEx (BMI). The BMI helps you know
what a good weight is for you depending on your height. An ideal BMI
is under 25.

EYESs should be examined at least once a year. Diabetes can cause
bleeding and scar tissue on the back of your eye (retina) and is one of
the leading cases of blindness if it is not caught early.

FEET should be checked by your doctor at least once a year. In some
cases you may need to see a foot specialist (Podiatrist).

HYPOGLYCEMIA HYPERGLYCEMIA

WHAT CAUSES DIABETES?

TYPE 1 DIABETES HIGH BLOOD SUGAR

(MORE THAN 200)

Low BLOOD SUGAR

Cells in the pancreas are damaged (LESS THAN 70)

leading to a decreased release of

insulin. You CAN FEEL: Shaky, nauseated,

drowsy, hungry, and have a head-
ache.

You CcAN FEEL: Thirsty, have frequent
urination, blurred vision

Cell damage usually leads to a total
lack of insulin production. CAuUsEs: too much food, too little insulin
CAUSES: too little food, too much in- | or diabetes medicine, iliness or stress
sulin or diabetes medicine, or extra

TYPE 2 DIABETES .
exercise.

If it happens: You may need more
medication or less food. Healthcare
team should be informed if they are
not already aware.

Insulin is not used properly by the

body, so glucose is not absorbed. If it happens: Eat or drink a sugar
containing food or beverage. Tell

There maybe a problem with insulin the nurse.

being secreted by the pancreas
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DIABETES: WHAT YOU SHOULD KNOw

WHAT YOU AND YOUR HEALTHCARE TEAM WILL FOLLOW: HOW WILL YOU HELP YOURSELF?
A1c TEST: For most people with diabetes, the A1C goal is less I will:
than 8. Not smoke

= |f on medications take them as directed (if prob-
lems talk to your healthcare team)

Your A1 c__ Date— = Exercise: be active a total of 30 minutes most
days. Walk, jog, or do calisthenics. | will exercise
FINGERSTICK BLOOD SUGAR (FS) goal is less than in my cell on lockdown.
130 mg/dl before eating. = Eat a healthy diet: limit breads and pastas, can-

teen-junk foods, candy and ice cream
= |f requested | will check my blood sugar with a

Your FS blood sugar: Date: meter as requested by my healthcare team.
1 will:
BLOOD PRESSURE (BP) should be less than = |f on medication take them as directed (if prob-
130/80. lems talk to your healthcare team)
= Exercise: be active a total of 30 minutes most
. . days. Walk, jog, or do calisthenics. | will exercise
Your BP: Date: in my cell on lockdown.
c . 1 will:
LDL CHOLESTEROL goal is less than 100. = Eat a healthy diet: limit breads and pastas, can-
teen-junk foods, candy and ice cream
You LDL: Date: = |f on medication take them as directed (if prob-

lems talk to your healthcare team)

URINE MICROALBUMIN is best to have a level less I will:

than 5. = Remind my healthcare team | need a yearly urine
protein test.

= Keep blood pressure under control.

Your Microalbumin: Date:

, . I will:
Your Welght and Boby MAss INDEX (BMI)' An ideal = Eat a healthy diet: limit breads and pastas, can-

BMI is under 25. teen-junk foods, candy and ice cream
= Exercise more: see blood pressure above.

Your BMI: Date:
EYES should be examined at least once a year. I will:
= Remind my healthcare team | need a yearly eye
exam.
Your last eye exam: Date: *
1 will:

FEET should be checked at least once a year. = Check my feet everyday: tell my healthcare team

if any cuts, blisters, sores, swelling, redness or
Your last foot exam: Date: sore toenails develop.

My MEDICATIONS

METFORMIN: (Dose) NPH INSULIN: (Dose)
(decreases the amount of sugar the body makes itself, (Starts working in 2 hrs , peaks in 8 hrs.)
helps the body use the sugar it has better) - 2

REGULAR: (Dose)
GLYBURIDE OR GLIPIZIDE: (Dose): (Starts working in 30 minutes. peaks in 4 hrs)

(helps your pancreas make more insulin)

LANTUS: (Dose)
OTHER: (Starts in 2 hrs ,lasts 24 hrs, no peak)

OTHER: 70/30: (Dose)
(Mix of Regular 30% and NPH 70% )
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! ! HEALTH CARE SERVICES

Attachment 4- Example Institution Team Level Report- Diabetes

i ! HEALTH CARE SERVICES Performance Report - Diabetes

Diabetes Report for Care Team: Multiple Teams

% of Patients A1C <9 Diabetic Measures - 6 Month Trend - Multiple Teams ( Institutional Composite Comparison k
£ oo%
A1C<9 55% 58% 58%  70% % ——3 2 o
AlC<8 49% 46% 50% 49% 54% 54% \/ﬂ 8§ 70%
E  60%
%ofpatientsAlc<s  LDL<100  31% 28% 33% 32% 43% 48% | & _°
4%k 8oy MA < 30 86% 90% 8% 89% 87% 87% - Multiple Statewide
’ RO\ CLLLLLLLIT o Teams
S %  Composite 55% 54% 58% 57% 63% 65% _—] patient Grouping
3 - \":- ) \- j
g =8
k] __/ b f \
Institutional Care Team Composite Comparison
100%
g 90%
2 80%
£
g 70%
£
3 60%
50%
3A Clinic 3B Clinic 3C Clinic 4A Clinic 4B Clinic Level 1 Clinic Other
(22) (6) (48) (10) (9) (5) (12)
Care Team
(n) = Patient Count
. r
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'R HEALTH CARE SERVICES

Attachment 5 — Quality of Care Review Tool- Diabetes

CCHCS DIABETES QUALITY OF CARE REVIEW*

Reviewer: ~ Date of Review:

Patient Name: CDCR# DOB:

PCP: Date(s) of Visit(s):
1.) Isthe overall history/problem list documentation for diabetes adequate? | [ Yes L1 No

® Are current complaints documented? Pertinent symptoms reviewed?

¢ |5 a review of medications documented? Is adherence to medications reviewed?

* |5 a review of diabetic complications (i.e. retinopathy, neuropathy, hypoglycemia) decumented, if applicable?
® |5 a review of glycemic control documented (i.e. most recent HbAle or blood sugar logs)?

® |5 a review of vaccinations (Pneumovax, & annual Influenza Vaccine) documented?

2.) Is the overall focused clinical examination for diabetes adequate? | dvYes O No
® Are vital signs documented? Weight changes noted? BP on encounterdate=___ /
* Does physical examination include cardiac, lung, extremity exam at a minimum? Does physical examination expand to encompass complaints in history (i.e
fundoscopic exam, if visual changes stated, or foot inspection, if neuropathy symptoms mentioned)?
® |5 there documentation of a comprehensive foot examination, including observations of skin changes, deformities, peripheral pulses, and presence of
neuropathy via pressure sensation or vibratory sensation testing, within the last year?
3.) Is the overall t for diabetes adequate? | QYes O No
» |5 Diabetes Type 1 or Type 2 indicated?
* Does the assessment address all goals for diabetes management?
A. Blood sugar goal achieved (HbAle < 8%, typically)?
B. Blood pressure goal achieved (BP < 140/90, typically)?
C.  Lipid goal achieved (LDL <100, typically)?
* Does the assessment address microvascular complications, if applicable?
A.  Retinopathy, Nephropathy, and/or Neuropathy
4.) Is the overall plan for diabetes adequate? |  Yes 1 No
# If blood sugar management not at goal (HbAlc = 8%) is there clear therapeutic recommendations documented (i.e. medication started or dosage increased,
second agent started)? If not, is reason given?
A, Is Metformin recommended/prescribed as first line medication? If not, was reason given?
B. Issulfonylurea recommended/prescribed as second line medication if HbAle < 10%? If not, is reason given?
C. Is basal insulin recommended/ordered as second line medication if HbAle > 10%? If not, is reason given?
D. Is blood sugar monitoring orderad?
i HbAlc Q3 months, typically
iil. Fingerstick Blood Glucose monitoring, if on insulin therapy?
a.  Daily fasting if not on multiple insulin injection therapy
b.  BID or TID pre-prandial if on multiple insulin injection therapy
c.  Glucometer issued if blood sugars difficult to control or if average fasting blood sugar < 130, but HbAlc > 8%
® |f blood pressure management not at goal (BP »140/90) is there clear therapeutic recommendations documented (i.e. medication started or dosage
increased)?
A, Was ACE-| prescribed if BP not at goal? If not, was reason given?
B. \Was ARB prescribed, if ACE-| allergy or intolerance documented? If not, was reason given?

C. Was blood pressure monitaring ordered, if not at goal? If ordered, was follow-up on blood pressure monitoring appropriate (< 1week, if BP >159/99,
<60 days if >139/89)? If not, was reason provided?

 If lipid management not at goal (LDL >100) is there clear therapeutic recommendations documented (i.e. statin started/increased)? If not, is reason given?
« Does the plan appropriately address microvascular disease screening/managemeant?

A, Is annual screening ordered for retinopathy, nephropathy, and neuropathy, if indicated and not completed < 1 yr?

i. Microalbumin screening is not needed, if patient on ACE-l or ARB

A, If urine microalbumin screening +, is patient started on ACE-l or ARB?

B. s specialty referral made, if retinopathy present?

C. Is referral made for podiatry, if clinically indicated (i.e. significant deformity)?
® |s appropriate laboratory monitoring ordered?

A.  HbAlc Q6 months and LDL Q 6-12 months, if at goal.

B. More frequent monitoring, if not at goal.
» Are vaccinations appropriately ordered, if not up to date?
® |s appropriate follow-up ordered, and in accordance with CMDP policy?

A.  Ifall goals met over last two encounters, follow-up within 180 days

B. [Ifall goals not met, follow-up typically within 90 days or more frequently, if clinically indicated.
5.) Is the overall education and effective communication for diabetes adequate? | d Yes U No
® |nstructions/counseling on lifestyle modifications: weight loss, dietary changes, exercise, etc.
» Medication issues: adherence, side effects, etc.
* Diabetic complication avoidance and risk reduction.
¢ |s there documentation of effective communication, including identification of disal::ilit\.lI & accommodations’ employed to ensure effective communication,

of applicable?

RECOMMENDATIONS/COMMENTS:

Best Practices Library — Clinical Initiatives- Quality Improvement (Rev 07/12)
Quality Management Section Page 1






Attachment

5 — Example Standing Orders

HEALTH CARE SERVICES

NOTE: SEND COPY OF PHYSICIAN’S ORDER FOR MEDICATION
TO PHARMACY AFTER EACH ORDER IS SIGNED.

Order Date Time

Problem Physician’s Order and Medication
# (Orders must be dated, timed, and signed.)

no later than every 6 months)

Hemoglobin AIC (Interval: no sooner than every 4 months-

LDL (Once/year)

Urine Microalbumin (Once/vear-NOT needed if patient is

taking ACEI or ARB- check registry)

Follow-up with RN 2 weeks after labs drawn

Follow-up with PCP 2 weeks after labs drawn

Follow-up with PCP as previously scheduled

Other:
ALLERGIES: INSTITUTION ROOM/WING
CDC NUMBER, NAME (LAST, FIRST, MI)
Confidential
client information
See W & I Code, Sections 4514 and
BB12345
Doe, John

PHYSICIAN'S ORDERS 00/00/0000
CDC 7221 (2/00)
STATE OF CALIFORNIA L@ﬁ;!? QOSP 05 93459 PDEPARTMENT OF CORRECTIONS

Best Practices Library — Using Patient Registries (Rev 07/12)

Quality Management Section

Page 1






&R HEALTH CARE SERVICES

Attachment 6 — Example Master Chronic Care Registry

b
m®m HEALTH CARE SER"JICES Patient Count: 216

am-mm MIIIM.HMMAI
Rizk Ho Count LOC 5] Dther CV DPP
4A Qinic CCCMS Muls-3
3A linic 5 m Mulsi-2 DM
3A Clinic MED 5 COOMS AD m A=\l ACE
48 Clinic HIGH 2 5 CCCMS | Dm | B5  ACE DM
Other HIGH 1 5 CCOMS ori2n! [T Mult-3 Muti-2
3A Clinic MED 4 cooms EN | Hip [N
3A linic HIGH 2 4 an | Hie [EENEE
3A Clinic MED 4 cooMs EN Multi2  Muli-2
3A Glinic MED 1 EN [ Hip R Mutti-2
3C Clinic HIGH2 4 | Dm | 53 Mulss DNM
44 Clinic MED 4 cooMs EN Mul-3 Pw
3C Clinic HIGH 2 3 En | Hip [ENEE
3C Clinic MED 3 | pm [EERVE Mulsi-2
3C Clinic MED 3 | om | BTl sz
3C Clinic MED 3 En [ Hip Y
3C Clinic HIGH 2 3 EN | Hip [N
3C Clinic MED 3 En | Hie [EENEE
3A linic MED z EN Muls-2
3C Clinic MED 2 | Dm | [ HLP |
3C Clinic HIGH 2 z En | Hip |
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L CHRONIC CARE MASTER REGISTRY — USER GUIDE

> R

l. OVERVIEW OF THE CHRONIC CARE MASTER REGISTRY
1. What do the columns mean?

2. What data sources are used to populate this list?

Il. CCHCS PATIENT REGISTRIES

1. How do | get to the patient registries?

2. How do I filter by institution, care team, risk category,

Click on any of the
blue links on this page

or condition?

3. How do | find out why a patient was categorized as to skip to that section!

Medium or High clinical risk?
a. What is the Medical Classification System? Click the @ button
4. Why are some column headers underlined? to come back to
5. What information is provided in the Master Registry \_ this page. -/

and its sub-registries?

a. Master Registry definitions

o

Asthma sub-registry definitions

Breast Cancer sub-registry definitions

Colon Cancer Screening sub-registry definitions
Diabetes sub-registry definitions

Mental Health LOC sub-registry definitions

Potentially Avoidable Hospitalizations sub-registry definitions

@ - o o 0

h. Warfarin sub-registry definitions
6. How do | export, print, or save a copy of the report | am viewing?

7. What can | do with the data after | export a report? [clicking this link opens a new window]

Chronic Care Master Registry User Guide
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) CHRONIC CARE MASTER REGISTRY — OVERVIEW
R / - )

Since 2009, CCHCS has been producing lists of patients with specific chronic diseases, adding to these lists as
time progresses. In 2011, CCHCS created a Chronic Care Master Registry that combines information from
disease-specific patient lists into one document that captures most patients under treatment for many of the
prevalent chronic diseases.

CCHCS uses centralized pharmacy, laboratory, SOMS, MHTS.net, CADDIS, DECS, and claims data to create the
Chronic Care Master Registry and sub-registries. There may be instances where a patient with a chronic
condition is not included because practical, reliable, centralized data related to that condition are not yet
available, such as when a patient has seizure disorder, but has not been recently prescribed medication to
treat the condition.

The Chronic Care Master Registry can support day-to-day patient care in many ways. Among other functions,
the list:

e Offers important data that can be used to manage patients, such as recent laboratory results.

e Highlights results that are abnormal or services that are missing or expiring.

e Updates inmate movement and demographics daily, providing information about patients that may
have recently joined a care team’s assigned panel.

e I|dentifies patients who are considered high risk and are at the highest risk for poor health
outcomes and expensive complications.

e Details patients who have a mental health diagnosis and may benefit from co-management by
medical and mental health providers.

Patient Lists and Disease Management Scores

At least quarterly, CCHCS uses data in the Chronic Care Master Registry and sub-registries to report on
institution performance in the management of select conditions. As individual care teams address abnormal
diagnostic results or missing services flagged in the patient list, institutions should see an improvement in
patient outcomes and related disease management scores posted on the Health Care Services Dashboard,
individual Institution Scorecards, and related OIG scores. CCHCS incorporated information from existing
evidence-based practice guidelines to assign the flags/alerts found in the Chronic Care Master Registry and
sub-registries.

Manipulating Patient List Information for Use by Care Teams and Managers
The Chronic Care Master Registry can be sorted and filtered in many ways, such as by care teams or by alert

flags. This User Guide provides instructions on sorting and filtering patient lists. Managers can also use the
patient lists to compare performance on specific disease management performance measures between the
care teams at the institution.

Chronic Care Master Registry User Guide





EXPLANATION OF TERMS

The Chronic Care Master Registry is separated into three major sections, with multiple columns under them,

described below. Conditions noted with an asterisk (*) have a stand-alone patient sub-registry with more

detail available on the Quality Management SharePoint Portal.

SECTION COLUMNS

IDENTIFICATION
AND HOUSING -
Demographic data

RISK GROUP -
Clinical risk
information about
chronic care
patients,
utilization of
mental health
services, and
hospitalizations.

SELECTED CHRONIC
CONDITIONS -
Categories of
chronic disease,
which diseases are
applicable to each
patient, important
treatment
information, flags
for patients with
abnormal values,
and identifies
patients who have
a mental health
diagnosis.

Demographic data provided: CDCR number, last name, date of birth, cell bed, and care
team or yard.

Clinical Risk: Patient risk level based on the automated clinical risk stratification
system, including those considered to be at high risk for poor outcomes because they
have multiple chronic diseases or serious health care conditions, per pharmacy,
laboratory, and claims data.

Mental Health High Utilizers (MH High Util): Patients with > 2 admissions to higher
mental health levels of care within a six-month period.

Avoidable Hospitalizations: Number of potentially avoidable hospitalizations based on
criteria from the Agency for Healthcare Research and Quality (AHRQ) and classified by
ICD-9 codes, and also includes readmissions within 30 days of discharge from a
community hospital.

Condition Count (Cond Count): Total number of chronic conditions identified for a
patient.

Mental Health Level of Care (MH LOC)*: If the patient is an enrollee in the mental
health delivery system, this column indicates a patient’s current Mental Health Level of
Care.

Asthma*: If the patient has been identified as a “persistent asthmatic”, determined by
a count of medications dispensed over a period of time, the ratio of short-acting beta
agonist (SABA) to inhaled corticosteroid (ICS) is shown. Per guidelines, the ratio should
be <2:1; patients with a ratio higher than 2:1 are flagged.

Chronic Pain: Patients receiving various long-term prescriptions for pain medications
for > 3 months and are on the registry as “OP1” and/or “ADJ”, showing whether the
patient is taking an opioid, adjunctive, or both.

Diabetes*: Patients who receive diabetic medication and/or had a hemoglobin A1C
result of greater than or equal to 6.5%. Patients with a most recent HgA1C score
greater than 8.0% are flagged.

HCV: Patients who, using laboratory data, currently have hepatitis C virus or antibodies
present. The three indicators for hepatitis C (HCV) are: 1) Ab+, antibody presence, 2)

Chronic Care Master Registry User Guide



http://intranet/cphcs/hc/medical/primarycare/QI/default.aspx



VL+/VL-, indicating the presence of virus currently known, and 3) “On TX”, representing
a patient currently on HCV treatment, including Protease inhibitors (this is highlighted
as a flag).

HIV: HIV patient identified through lab screening or patients actively receiving anti-HIV
medications. The patient’s most recent CD4 count is shown when known. Patients
with a most recent CD4 result less than 200 are flagged.

Hyperlipidemia (HLP): Patients having been dispensed medications linked to
hyperlipidemia within the past six months. A patient’s LDL value is shown where
observed within the last six months, otherwise simply “LDL” will be shown. Patients
with a most recent LDL result greater than 130 (or greater than 100 if diabetic) are
flagged.

Hypertension and other Cardiovascular (HTN & Other CV): Patients having been
dispensed medications linked to hypertension or other cardiovascular diseases within
the past six months.

Seizure: Patients having been dispensed seizure medications within the past six
months by non-mental health providers. The name of the medication is indicated (i.e,
“Keppra”, “Dilant”, “Depako”, or “Multi” if on more than one seizure medication).

Warfarin*: Patients currently receiving anticoagulation therapy with medication such
as Warfarin. A patient’s most recent INR value is shown if available, otherwise “WAR”
is simply indicated. Patients with a most recent INR result greater than 3.5 or lower
than 2 are flagged.

ADA: Patients identified with a permanent disability such as immobility, blindness, etc.

DATA SOURCES

The following data sources were used to create the Chronic Care Master Registry and sub-registries:

Census and Discharge Data Information System (CADDIS) — Medical bed utilization data.
Disability and Effective Communication System (DECS) — Inmate disabilities data.
Foundation Laboratories — Historical laboratory results data.

Guardian Pharmacy — Prescription, dispensing, and provider data.

Mental Health Tracking System (MHTS.net) — Mental health housing and level of care data.
Quest Diagnostics — Laboratory results data.

Strategic Offender Management System (SOMS) — Inmate demographic, identification, and
location data.

Third Party Administrator (TPA) Claims — Specialty or hospital services data.

Chronic Care Master Registry User Guide
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Go to the Quality Management Portal
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The Quality Management (QM) Program coordinates the collection, analysis, and
sk Management dissemination of data that can be used to assess and improve performance at all
evels of the organization, in the form of an organizational dashboard and other
reports. QM supports interdisciplinary forums and other structures and proc
] by which CPHCS staff strategically prioritize, plan, design, implement, evaluate,
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C rg_Master - Repori Manager - Windows Internet Explorer

@ o A |E http:ffhcssglproddz fReports/PagesiReport . aspi?TkemPath="3

 Master Registry displayed

File Edit ‘iew Favorites Tools  Help

i:? H'"R? I @ rg_Master - Repart Manager ]

Home = QM = Registries = rg_Master

e Customizable, filterable

Institution | RID A4 Care Tez

Rizk Group |High Rizk 1, High Ri=zk 2, MedimIVl Select Cf

* Provides patient count

—

4 4 [t Jofes b Bl [100% vl | |Find INext B+ & &

_ l R.J. Donovan Corr. Fac. Rock Mtn.WR4D) °
| @ HEALTH CARE SERVICES Master Registry - Chronic Con%gons

Patient Count: 2669

Identification & Housing Risk Group Selected Chronic Conditions

Care Team Clinical
or Yard Risk

Clinic2

Show Alerts Only (O True @) False Choose 2

05/23/71 CCCMS 0311 ADJ apsvi- [ &5 cleniai 15  DFM

02/25/62 SINF  Other HIGH 1 7 5 CCCMS ADI Ab+yl+ 528 78 Ca-Blkr Kepprs oMY
0B/11/61 CO15 Clinic3 HIGH 1 B  EOP OPIADI 54  Ab+Vls 86  Multid 23  DNM
05/31/67 D020 Clinic 4 MED B COCMS 07:1 ADI 6.4 EMy runie  pitene DPW
12f01/55 A00L Clinicl HIGH 2 7 EOP ADI 5.6 B2  Multi2 Dilant DNM
02/26/59 A001 Clinicl MED 7 EOP 57 | AbsVI- RE@ iulti-3 Dilant DNM
01/06/62 A00L Clinicl HIGH 1 7 WHCB 55 Ab+ 38 Multi-4  Dilant DPM
09/01/70 A001 Clinic1 MED 7 EOP OFI ADJ 53 Multi-2 DRO
03/20/67 AO0DZ Clinicl MED 7  EOP 051 ADI 65 118 [EEE DNM
07/19/65 A002 Clinicl MED 2 7  EOP D4 70 ACE  Multi-2 DN
11/02/62 A002 Clinicl HIGH 2 7 EOP 71 apsvis 1077 [ Moz ki

11/08/52 A 004 Clinic1l HIGH 2 7 CCCMs ADI 76  AbsVls §1 Multid Kepprs

12/29/71 A005 Clinicl HIGH 2 7 CCCMS  DB:1 oPl 5.8 164 [ DPW
10/25/67 BOD6 Clinic2 MED 7 EOP ADI 58  AbsVls 57 Mui-z DNM






Home = QM = Reqistries = rg_Master

Institution RIC W
|

Risk Group CCWF
ZEM

Filter by Institution

Hia L =hTE =g dlN e, ~=

[ 3

2, Mediu

ZIM
Show Alerts Only |1y Choose Alerts Show All "ﬂ*]

CMC
_MF el

4 4 |1 foggg‘ v Find | Next \sz “L @

I cise R.J. Donc
.

W1

HEf s SERVICES

ISF
VESE

N LAC

MCSFP

MNEKSE . . . .
PBSP Care Team Clinical ; Chronic

Last Nam ezl or Yard Risk Pain
1D
AC Clinic 2 COCM 5
ATF Other CCCMS

ggf Clinic 1 EQP
30 Clinic 1 CCOMS

SWVEP Clinic 2 CCCM5 ALY

LW LA
SSF; Clinic 3 EOP OPI AD

i 1 3 ¥ X L1





Home = QM = Reqgistries = rg_Master

Institution

Risk Group

Show alerts Only

4 4 |1

ldentification & Housing Risk Group

-~
=

RID

Filter by Clinical Risk Group,

EOP, MH High Utilizer

High Risk 1, High Risk 2, Mediul ¥|

[¥] (select all)

[¥I High Risk 1

High Risk 2

of ¢ [¥] Medium Risk
[¥] Low Risk

Mental Health EQP

'. HE; {'F|M=m+=.l Hazlth Hiqk 1+l . b r|CES

LY

Care Team Clinic 1, Clinic 2, Clinic 3, Clinic_"f]

Select Conditions |MH Level of Care, Asthma, Chr _"ﬂ"]

Choose Alerts Show All _"ﬂ"]

I——

Find [next - 3 & B

[t [t
— —

Cell
Bed

i
=

Y

Care Team
or Yard

-~
=

-~
=

Clirical
Risk

R.J. Donc

[ [ [ (=]

MH Avoid | Cond MH Asthma | Chronic
High Uil | Hosp | Count | LOC | [SABA:ICS) Pain





Home = QM = Reqgistries Master

Institution Clinic 1, Clinic 2, Clinic 3, Clinid %

[¥] (select Al

Rizk Group High Risk 1, High Risk 2, Mediu| ™| Select Conditions & Clinic 1 E;E.'|
Show Alerts Only O True ®) False Choose Alerts Clinic 2 v
[¥] Clinic 3
[¥] Clinic 4
4 4 |1 of 66 [ [ 100% b Find-|-Nex [¥] Clinic 5
[¥] other

.7 wwiC

B HEALTH CARE SERVICES
| MeotfiotionRHowsing |  RiskGrow

o o i e o et o
= o

Care Team Clinical ; Chironic
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Home = QM = Registries = rg_Master

Care Team Climic 1, Clinic 2, Clinic 3, Clinic:\":

MH Level of Care, Asthma, Chr *ﬂ"
[¥] (select All) - |}
[¥]MH Level of Care
[¥] Asthma

i< 4 (1 of 66 [ ¥ 100%; w Find | Nex [¥] Chronic Pain

. Dial::etes

[¥] Hepatitis C NC

B HEALTH CARE SERVICES rry

Choose Alerts

dentification & Housing | RiskGow

Care Team Clinical i ; Chironic
or Yard Risk i i ; SABANC Pain






e You may chose to show only
patients with Alerts

Home = QM = Registries = rg_Master

Institution RID . .
A * Currently all Alerts will display
Risk Group High Risk 1, .
Show alerts Cnly () True () Falze Choose Alerts Show All
[#] Show Al
4 4 |1 of 66 [ 100% v Find | Ex

'@ HEALTH CARE SERVICES

Care Team Clinical i ; Chironic
or Yard Risk






EXAMPLE: Customizing

Home > QM_DEVELOFMENT = Registries = rg_Master Home = QM_DEVELOPMENT = Registries = rg_Master Home = QM_DEVELOPMENT = Registries > rg_Master

Institution Institution | S0L A | Institution | ZOL v |

b
N
Risk Group b | Risk Group High Risk 1, High Risk 2 Risk Group High Risk 1, High Risk 2
(Select All) & [ (select All)

High Risk 1 Show Alerts Only | & . 1 pisk 1

High Risk 2 High Risk 2

Medium Risk [IMedium Risk

Low Risk )

Mental Health EQP ClLow Risk

[ Mantsl Hazlth Hiahk 1l DMEHtE| Health EOP

£ il | [ Mantal Haslth Hink (sl 2

< T ] [ ]]
4

C
Show Alerts Only Show Alerts Only

2. Choose Risk Group: uncheck
box “(Select All)” to deselect all

1. Select SOL 3. Check boxeg of risk groups
you want to view






EXAMPLE: Customizing (cont.)

Care Team

Select Conditions

Choose Alerts

Annex MD1, Annex MD2, Other

[¥] (Select All)
[v] Annex MD1
[¥] &nnex MD2
[v] Other

[¥] Primary1 MD1
[Vl primary1 MD2

[¥] Primary2 MD1
Ll - T

i]

Care Team

Select Conditions

Choose Alerts

Annex MD1, Annex MD2, Other

L uTner
[1Primary1 MD1
[ primary1 MD2
[1Primary2 MD1
[ primary2 MD2
Satellite MD1
Satellite MD2
Satellite MD3

i]

1. Uncheck the box “(Select All)” to deselect all

2. Click the boxes In front of Care Team(s) desired






EXAMPLE: Customizing (cont.)

Home = QM_DEVELOPMENT = Registries = rg_Master

Care Team |Satellite MD1, Satellite MD2, Sz| ¥

oL v

Select Conditions |MH Level of Care, &sthma, Chr
| I L= ) | mll'.. railrtl
) ighRisk 1, HishRisk2 ¥ Select Conditions Dia

Choose Alerts Diabetes

> N
HEF*E't't'S = show Alers Only () True © Fase Chose Alets —|Shau Al
HIV

F Hyperlipidemia

F Hypertension
[ seizures
Warfarin

1. Click the box(es) in front of conditions you wish to view

2. In general, you will “Show All” patients, not just those
with “Alerts Only” so the “False” button will be selected

3. “Show All” alerts Is the default






EXAMPLE: Customizing (cont.)

> rg_Master - Report Manager - Windows Internet Explorer

= EX
@ v ﬂhttp:HhcssqlprudDZIReportsIPagesIReport.aspx?ItemPath=%2FQM_DEHELOPMENT%ZFRegistries°f02frg_Master |‘fHX‘ Live Search ‘ﬁ "
File Edt Yew Favorites Tools  Help

ﬁ r
* i'ﬁl' grg_Master-Report Maniager l_‘

Home = QM_DEVELOPMENT = Registries = rg_Master

@ v @ "@’F‘age'@hds' ]

Home | My Subscriptions | Help

Institution 50L ¥

CareTeam |Satelite ND1, Satelite MD2, 5%/

RiskGroup  [High Risk 1, HighRisk2  |¥|

Select Conditions ‘Diabetas, Hepatitis C, Warfarin M

Show Alerts Only () True ©) False Choose Alerts | Show Al v

When you finish customizing with the drop-down
menus, the screen will say “Loading” and go blank

DON'T PANIC!

Click on “View Report” on upper right of the screen






EXAMPLE: Customizing Results

P 1 f 2 New Tab (Ctrh+T) Home | My Subscriptions | He
g Care Team Satellite MD1, Satellite MD2, Sz|w|

Risk Group High Risk 1, High Risk 2 M Select Conditions |Diabete5, Hepatitis Z, Warfarin Iil

Choose Alerts |Sh|:uw Al

Here Is the custom registry
ool *SOL - High Risk

04/21/44

10/31/87 - = -

s i © Satellite Clinic
03/28/48 B8 Multi
05/10/60 . . 75 Multi
sl DM/HCV/Warfarin patients s
03/24/65 Multi
06/26/48 Multi
07/14/47 CO014  Satellite MD1 j Multi
04/21/64 CO15  Satellite MD1 OPI ADJ Vazadil
05/29/54 C015 Satellite MD1 L E-Blkr
09/24/38 CO13  Satellite MD1 I Multi

CDCR#E Last Mame






Identification & Housing Risk Group Selected Chronic Conditions

[=] [=] [=] [=] [=] [=] (=] [=] [=] (=] [=] [=] [=] [=]

& &

Care Team linical | MH |Avoid | Cond (| MH | Asthma | Chronic | Diabetes HIV | HLP | HTN& Warfarin | ADA/
or Yard Risk |HighUtil| Hosp | Count| LOC |[SABA:CS]| Pain | [HgAlC) | HCV | (CDd] | LDL) [Dther CV| Seizure | (INR DPp

Identification and Housing

Patient CDCR Number Note an asterisk (*) before CDCR number means
arrived at the institution within the last 30 days

Patient Last Name

Patient Date of Birth Hover your cursor over the date to see patient’s age
Cell Bed Updated each time custom report is requested

Care Team or Yard Updated each time custom report is requested






Clinical Risk

Mental Health
High Utilizers

Avoidable
Hospitalizations

Selected Chronic Conditions

“Automated” clinical risk level designations (High Priority 1 or 2,
or Medium, or Low) determined by factors including high risk
medications, diagnoses, procedures, specialty care,
hospitalizations, ED visits, cost, or abnormal laboratory results.

Patients with multiple admissions to higher mental
health levels of care during a 12-month period.

The number of hospitalizations that a patient has had in the
past 12-months for a diagnosis that the Agency for Health Care
Research and Quality (AHRQ) identifies as “Potentially
Avoidable”.





Clinical Risk Classification System

suggesting high clinical ris

e Criteria support present or future risk






Applying Clinical Factors to Assign Risk

High Risk - Priority 1

Patients who are Clinically Complex -- triggering at l=ast 2 flags from the selection criteria found in the table below

High Risk - Priority 2

Patients who are Near Clinically Complex — triggering only 1 flag from the selection criteria in the table below

If does not meet criteria for “High Risk” evaluate for “Low Risk”

= 4. If no HR flags are present, check to see if patient meets criteria indicating Low Risk:

Low Risk Criteria Description Timeframe
No Chronic Conditions Otherwise healthy patients, including:
Other Than Well Managed | Patients wno are not onan ICS and use <= 2 SABAS per 12 months
Asthma/Diabetes year ; Patients with an HgALC < 7.7 and not on insulin

= 5. If Low Risk flag is present, assign patient as Low Risk

If does not meet criteria for “High” or “Low ” remains “Medium Risk”






Criteria for High Risk

=» 2. Check to see if patient meets any of the below clinical flags indicating High Risk:

High Risk Flag Description Timeframe Pt. Meets Criteria
Sensitive Medical Medications associated with |m!:i0rtant diagnoses which, if not
condit taken, may lead to a serious adverse event (e.g. 6 months Yes
ondition immunosuppressants, chemotherapy Rx) (See Table 1 below)
High hospital, ED . . inici
& i prtal, =5 Patients whose care in the past 6 months has a cost of ) ME,'St often cl'mc'_an
Specialty Care and & months will not know this
more than $100,000 : »
Pharmacy Costs information
Multiple . . .
. P o 2 or more inpatient admissions 12 months Yes
Hospitalizations
Multiple Emergency
- 3 or more emergency department visits 12 months Yes
Department Visits* gency aep
2 or more appointments to ‘high risk’ specialist(s) e.g.:
High Risk Specialty Cardiac Surgery Neurosurgery Rheumatology
. Dialysis Oncology Thoracic Surgery 6 months Yes
Consultations
Hematology Pulmonary Vascular Surgery
Nephrology Radiation Oncology
1 or more abnormal lab value that suggests poor control
Significant Abnormal . . . g.g P ..
Labs of a chronic condition or serious medical condition (See See Table Below Yes
Table 2 below)
Age 65 years of age or older Current Age Yes
1 or more ICD-9 codes from ED visit, hospitalization or
Specific High-Risk e . . 19%P
specialist visit, suggesting serious condition (e.g., cancer, All Yes

Diagnoses/Procedures

SLE, dementia) (See Table 3 below)

*A patient with a point for 2 or more inpatient hospital admissions cannot receive a second point for 3 or more ED visits (and vice versa)

@_






Master Registry
Drilling Down on Clinical Risk Group

Home = QM = Registries = rg_Master Home | My Subscriptions | He

Institution | RID vl Care Team |Clir|ic: 1, Clinic 2, Clinic 3, Cliniclﬂ ‘iew Report

Rizk Group |High Rizk 1, High Risk 2, MEI:IiLuIil Select Conditions |MH Level of Care, Asthma, Chr|i|

Show alerts Only () True (&) Falze Choose Alerts |Show All Ill

I4 4 [t |ofes b Pl [100% v| | | Find | Next

a - e = ! Rizk Lewvel:
CALIFORNIA CORRECTIONAL h HIGH 1
HEALTH CARE SERVICES
ABMORMAL LABS
SEMNSITIVE MEDICAL CONDITION

Care Team
CD{CRE Last Name or Yard

05/23/71 Clinic 2 3% .

02/25/62 Other Ab+\L+ 528 TE Ca-Blkr Keppra
0B8/11/61 Clinic 3 0PIl ADJ A=V 96  Multi-4
05/31/67 Clinic 4 7 - i Multi-d  Dilant
12/01/55 Clinic 1 ADIJ ! 82  Multi-3  Dilant
02/26/59 Clinic 1 i Multi-3  Dilant
01/06/62 Clinic 1 L 38 Multi-4 Dilant

Click on a clinical risk code (such as High 1) and a
“pop-up” window will appear showing the factor(s)
that placed a patient in that particular risk group.






Identification & Housing Risk Group Selected Chronic Conditions

[=] [=] [=] [=] [=] [=] [=] [=] (A = = = [=] (=] = [=] [=] [=] [=]

Cell Care Team Clinical | MH |[Awoi Cond | MH wonic | Diabetes HIV | HLP | HTN& Warfarin | ADA/
CDCRE Last hame DoB Bed or Yard Risk |HighUtil| Hos Count| LOC |[SABA:JCS]| Pain | [HgALC) | HCV | {CD4) | {LDL) |OtherCV| Seizure | ([INE] | DPP

Selected Chronic Conditions

Condition Count Count of a total identified chronic conditions for a patient

Mental Health If the patient is enrolled in the mental health delivery
Level of Care  system, the patient’s current Mental Health Level of Care is
listed

Asthma Patient identified as having persistent asthma (by a count
of medications dispensed over 12 months). The ratio of
short-acting beta agonist (SABA) to inhaled corticosteroid
(ICS) is shown. Per guidelines, the ratio should be 2:1 or
less; (flagged if > 2:1).






Selected ronic Conditions

Selected Chronic Conditions

Chronic Pain  Patients receiving long-term prescriptions for various pain
medications are on the registry as “OPI” (opioid) and/or
“ADJ” (adjunctive) , or both.

Diabetes Patients who receive diabetic medication and/or had a
hemoglobin A1C result of greater than or equal to 6.5%.
Patients with a most recent HgA1C score greater than 8.0%
are flagged - . HgA1C to be done every 6 months, if
HgA1C coming due the date is flagged in | YELLOW






Identification & Housing Risk Group Selec’  Chronic Condit 5

&
=

CDCR# Last Name

[=] [=] [=] [=] [=] [=] [=] [=] [=] [=] (=] [ - = = [=] [=] [=] [=]

Cell Care Team Clinical | MH | Awoid | Cond | MH | Asthma | Chronic | Diabete HIV =~ HLP | HIN& Warfarin | ADA/
DoB Bed or Yard Risk |HighUtil| Hosp | Count| LOC |[SABA:JCS]| Pain | [HgAL(  HCV |{CD4) .DL) |OtherCV|Seizure | [INE] | DPP

Selected Chronic Conditions

HCV

Patients who have hepatitis C virus or antibodies present are

listed as Ab+ (HCV antibody present), VL+/VL- (had viral load test
and virus either present (+) or absent (-). Patients currently
receiving HCV treatment will be flagged in red as “On TX”.

HIV patient identified through lab screening or patients actively
receiving anti-HIV medications. Listed is the patient’s most recent
CD4 count and flagged when CD4 count < 200.





larfarin | ADA/
(CD (LDL] |OtherCV| Seiure  (INR]

Selected Chronic Conditions

Hyperlipidemia Patients receiving medications linked to hyperlipidemia within
(HLP) the past c-months. LDL vafdzS is shown if done in past c-

months, otherwise simply “LDL” will be shown. Patients with a
most recent LDL result > 130 (or > 100 if diabetic) are flagged.

Hypertension (HTN) Patients having been dispensed medications linked to
& Other CV hypertension or other cardiovascular diseases within the past C
-months.

Seizures Patients receiving seizure medications within the past c-
months from non-mental health providers. The name of the
medication is indicated.






Identification & Housing Risk Group Selected Chronic Conditions

[=] [=] [=] [=] [=] [=] [=] [=] [=] [=] [=] (=] [=] [=] (=] [=] [=] [=]

Cell Care Team Clinical | MH | Awoid | Cond | MH | Asthma | Chronic | Diabetes HIV | HLP | HTN&
DoB Bed or Yard Risk |HighUtil| Hosp | Count| LOC |[SABA:CS]| Pain | [HgAlC) | HCV | (CDd] | [LDL) [Dther CV| Seizure  [INE

Selected Chronic Conditions

Warfarin  Patients currently receiving anticoagulation therapy with
medication such as Warfarin. A patient’s most recent INR
value is included if available, otherwise “WAR” is simply
indicated. Patients with a most recent INR result greater than
3.5 or lower than 2 are flagged.

Patients who have been identified with a permanent
disability such as immobility, blindness, etc.






. A [
Identification & Housing Risk Gre Selecte hronic Conditions
) & & & ) & N B & ] & Bl &) & ) ) &
7 7 7 7 o 7 7 7 7 ‘ 7 2l @ = o 7 7
Cell Care Team Clinical | MH | Avoid  Cor MH | Asthma | wwoni  Diabetes HIV | HLP | HTN& Warfarin | DA/
CDCRE |  LastName DOB | Bed or Yard Risk |Highl |Hosp ou | LOC |[SABACS)| Pain  [HgALC)| HCV |(CD4)|(LDL) [OtherCV|Seizwi  [INR) | DPP

Click on one of the “underlined” headers and you will be
taken to the underlying sub-registry named - e.g. Diabetes

Notice new headings related to diabetes on that sub-registry

[X]

7

=

o =
5 &

7

o " " o o
5 & o 5 5

Cell
Bed

o
5

<1[

Microalbumin
Date

Microalbumin
Result

<1[

Current

Current Long-
ACEor ARB

Acting Insulin

Care Team
or Yard

AlCResult | AICDate |LDLResult| LDLDate

DO0B

CDCR# Last Name





DEMONSTRATION: Going to a sub-registry

Home = QM = Registries = rg_Master Home | My Subscriptions | H

Institution | RIC w Care Team |Clir|ic: 1, Clinic 2, Clinic 3, Cliniclil

Rizk Group |High Risk 1, High Risk 2, MEdimlil Select Conditions |MH Level of Care, Asthma, Chrlil

Show Alerts Only (O True () Falze Choose Alerts |Shuw All Iil

14 4 [t Jofes » Pl [100% v| | |Find |next B - & & B

. : )RNIA CORRE! N2 R.J. Donovan Corr. Fac. Rock Mtn. (RID
HEALTH CARE SERV'CES Master Registry - Chronic Conditions

Patient Count: 2665

* Chromic Conditions

Care Team Clinical i ; Asthma Chironi Diabetes
CD{CRE Last Mame or Yard Risk i { 5| ¥ > | [SABA:ICS) Pain [HgALC)

05/23/71 Clinic 2 0.3:1 ADJ Ab+\L+ k] B5  Clonidi
02/25/62 Other ADJ Lb+Vl+ 528 T2  CaBlkr Keppra
08/11/61 Clinic 3 0PI ADJ 54 Ab+\L= 86 Multi-2
05/31/67 Clinic 4 I - ADJ 6.4 I Multi-4 | Dilant
12,/01/55 Clinic 1 ADJ 5.6 82 Multi-3 Dilant
02/26/55 Clinic 1 57  Ab=VI- Al Multi-2  Dilant
01/06/62 Clinic 1 5.5 Ab+ 38 Multi-4 Dilant
09/01/70 Clinic 1 Ni - OFI ADJ . 53  Multi-2

We are looking at a custom Master Reqistry for RJD
Then we click on the Diabetes header...






DEMONSTRATION: Going to a sub-registry

Institution | RID Care Team |Clini|: 1, Clinic 2, Clinic 3, CIinicM

Filtering Enabled O True (&) Falze Choose Filters |Shnw All

I4 4 [ Jof7z » P [100% v| | | Find | Next

. CALIFORNIA CORRECTIONAL R.J. Donovan Corr. Fac. Rock Mtn. (RID)
[ HEALTH CARE SERVICES Diabetes Patient Registry

Patient Count: 284
ldentification & Housing Medication & Laboratory Data

Care Team Current Microalbumin | Microalbumin
CDCRE Last Name or Yard ALC Date LDL Date ACE or ARB Result Date
01/06/62 Clinic1 . 03/22{12 03/20/12 11/07711
08/22/53 Clinic1 02/27/12 12/30/11 i 12f30f11
09/29/70 Clinic1 . 12f20/11 12/20/11 . 10f22f10
03/05/62 Clinic1 04/13/12 04713712 i 09/13/11
10/20/62 Clinic1 12f09f11 12/14/11 . 08/13/11
08/31/62 Clinic1 A 03/12/12 03/12/12 i 03/12f12
02/16/58 Clinic 1 . 04/05/12 04/05/12 07f19f11

We now have the underlying RJD Diabetes
Registry with additional information about the
patients with diabetes.






Sorting Data in Each Column

ldentification & Housing Risk Group Selected Chronic Cond™ ...
y ra a ra a ay ra a & & a ay a
= = = = = = = = = = = = =
Cell Care Team Clinical MH Awvoid | Cond MH Asthma | Chronic | Diabetes

Clonidi

See these tiny up and down arrows on Q7= e

I Multi-2  Cilant

each column header?...

Dilant

Let’s click on the “HLP” column arrows

Identification & Housing Risk Group Selected Chronic Conditions
o 1 1 o a1 -

Now all the patients with LDL “Alerts”

(in red) will sort to the top of the list. ' :

HLP RaimiE-s

In this case means that no LDL
was done in the past 6 months.





How Might We Use this Data?

Institution | RID b Care Team |Clinic: 1

Risk Group |High Risk 1, High Risk 2, MEu:Iiullil Select Conditions |Diabete5 H e re We fi Ite red for
Show Alerts Only O True () False Choose Alerts |Shuw Al CI i n iC 1 pati e nts

14 41 Jofz b b [100% vl | |Find | next B~ @& & Wlth dlabetes
| ' HEALTH CARE SERVICES

In the Diabetes column we
see the most recent A1C.

If we click on the Header T o
“Diabetes” we will go to the

actual Diabetes Registry o a1 e LY

for more detall.






Institution |R_'ID w Care Team |Clinic 1, Clinic 2, Clinic 3, Clinic Wiew Report

Rizk Group |High Rizlk 1, High Rizk 2, Medile] Select Conditio

see Alerts |Show All Ivl

I

Atfirstyou will = =ee
_ R.J. Donovan Corr. Fac. Rock Mtn. (RJD)

get full Diabetes Master Registry - Chronic Conditions

RegIStry for your [ e

institution, filter .

again for desired =™

hose Alerts |Sh0w All

Ca‘re Team [ ] Find | Next A,T_'I: e

Clinic 1). R.J. Donovan Corr. Fac. Rock Mtn. (RID
(

Master Registry - Chronic Conditions
Patient Count: 108

Care Team
or Yard

12/01/55 Clinic 1 ! 82 Multi-2 Dilant
02/26/59 Clinic1 57 Al+V]- IR Multi-2  Cilant
01,/06/62 Clinicl Ab+ 38 Multi-4 Dilant

55
08/01/70 clinic 1 eor [JEEEN or 53 Multi-2






Using Data: Diabetes Management

: . CALIFORNIA CORRECTIONAL R.J. Donovan Corr. Fac. Rock Mtn. (RJD)
g HEALTH CARE SERVICES Diabetes Patient Registry

Patient Count: 111
identification & Housing Medication & Laboratory Data

Last Name r Yar SLIIT ALlC Date LDL Result LDL Date
01/06/62 Clinic 1 5 03/22/12 32 03/20/12 11/07/11
08/22/53 Clinic 1 2 02/27f12 B8 12/30/11 9.0 12/30/11
09/29/70 Clinic 1 : 12/20f11 23 12/20/11 36 10/22/10
03/05/62 Clinic 1 = 11/28/11 51 11/28/11 40 09/19/11
11/13/71 Clinic1 64 02/23/12 Yes 40 03/22/11
10/20/62 Clinic 1 12/09f11 a3 12/14/11 Yes 5.0 DE/19/11
08/31/62 Clinic 1 : 03/12f12 97 03/12/12 Yes 5.0 03/12/12
02/16/58 Clinic 1 £ S 07/19/11 Yes 230 07/19/11
08/13/65 Clinic 1 ha 93 06/03/11 ]
08/26/48 Clinic 1 6.7 03f01/12 60 03f01/12 Yes 20 og/o2/11
06/20/50 Clinic 1 10.8 03/09/12 53 03f09/12 Yes 3.0 05/16/11
08/28/53 I I I
i [) () 115 ) ) = ) )

C 40 & (W i = B.R

The Care team might want to see which patients
are overdue for A1C or have A1C over goal.

Will start by sorting the A1C column by clicking
on the small arrows.






— " ' - = - (=

h . R.J. Donovan Corr. Fac. Rock Mtn. (RJD)
@ B HEALTH CARE SERVICES Diabetes Patient Registry

Patient Count: 111

ldentification & Housing b x Laboratory Data

‘Current
ACE or ARB

Now the Care Team can — ————
see that 3 patients are e I W o o
overdue for A1C and they e —
can have team member I B
order that lab. (You can

see 2 of the 3 are also

overdue for LDL).

12/09/11 93 12/14/11 . 08/19/11
03/02/12 29 03/02/12 03/02/12
01/24/12 52 09/13/11 01/31/12
D3/21/12 B4 10/25/11 i 07/12/11
02/06/12 a1 02/06/12 . 09/21/11
7 09/15/10
12/08/11 82 12/08/11 12/12/11
02/08/12 68 11/04/11 ; 01/27/11
03/20f12 03/20/12 . 03/22/12
02/14/12 | o03/16/22 07/11/11
03/26/12 71 03/26/12 . 11/02/11
D1/09/12 67 10/10/11 . 10/10/11
11/29/11 82 11/29/11 11/29/11
01/09/12 B4 01/09/12 . 08/18/11
03/02/12 53 02/22/12 . 01/11/12
02/15/12 35 02/15/12 ; 06/24/11
o1/11/12 [ 12r19/11 . 07/08/11
7.8 02/16/12 76 11/16/11 . 02/16/12
77 72 09/09/11 07/25/11

[}

[}

-] -] -]

Team may want to see
which patients not at goal
are not already on a
long-acting insulin. s o o T

T n1f1171n 22 nefnad11 mf11/192






Get Some More Screen Viewing Room
Show/Hide Parameters

Click the small blue bar to
“Hide” or “Show” the filtering
parameters.

[Show Al

o B & &

If you hide you have more room
e to view your selected data.
OG- & . fai2ha Water oY

File Edt Wiew Favorites Tools  Help % B

2frg_Master [#][5¢] [uive searcn

P e [g,giMaste,,REW,tMa”agg, ] ] i - [ Page = {0 Teok ~ Fle Edt Vew Favortss Toos Help

Heme > QM > Registries > rg_Master

Home | My Subscriptions | Help * A IErg,Masterrﬂepwt HManager [7‘ (4R v |-k Page + ) Tools
T Ttion asp 2 — e Home > QM > Registries > rg_Master Home | My Subscriptions | Help
i S|

Show Alerts only OTrue @ Falze Choase Alerts ‘ Avenal State Prison (ASP) ©
Master Registry - Chronic Conditions

of 12 b bl 100% - Find |Next W+ @& & B Patient Count: 465
. A . > Selected Chronic Conditions
Avenal State Prison (ASP) ©

I CA >ORRECTIONAL = = =
I HEALTH CARE SERVICES Master Registry - Chronic Conditions Asthma isustes
58 ACE

Seizure

Patient Count: 465 =)
Identification & Housine Risk Group Selected Chronic Conditions Muli-3 - Dilant
Muli2  Dilant

Asthma
{sABAiCS] D seinre
CCCms 0803 ADJ . Depzke

Multi3
CCoMS 0PI ADJ Multi3 Dilant

Less room I e - More room ' e

Multi-2
AbVLs 99 Multi2 Multi3

ki3 otz

68  Multis

for data : ¥ for data -

100 Muhi3

OPI ADJ Mutti3

39 Muhie

Multi3
Multi-2

Dilanc.
53 Mukis






What else do | need to know?

02/26/59
01/06/62
09/01/70
03/20/67
07/19/65
03/01/62

Care Team Clinical
or Yard Risk

Clinic 1
Clinic 1
Clinic 1
Clinic 1
Clinic 1
Clinic 1
Clinic 1
Clinic 1
Clinic 1
Clinic 1

Avoid
Hosp

Hovering over a patient’'s DOB (Date of
Birth) will show his or her current age.






What else do | need to know?

14 4 [r Jofs b »I[100% v|

. CALIFORNIA CORRECTIONAL CA State Prison, Solano (SOL
g HEALTH CAHE SERVlCES Master Registry - Chronic Conditions

Patient Count: 338
Identification & Housing

12/25/61 A0D2 OF1 ADJ 6.5

Some function buttons are here
You can Save/Export @3 @ B (see next page)

Refresh, Print, and Export to Data Feed icons are
currently unavailable. a






Export Data

I4 4 [t Jofs » pI[100% vl | ind [ Next | -| & & B

XML file with report data

CALIFORNIA CORRECTIONAL cov tcomme aaminesy | CA State Prison, Solano (SOL
HEALTH CAHE SERV'CES PDF Master Registry - Chronic Conditions

MHTML (web archive)

Ewcel | Selected Chronic Conditions

isk Group
= TIFF“' :
' Excel
al o Wo - Diabetes
i hil | Hos APLETIL LU SFDME Pl

You can “Export” the selected custom registry to
any of the file types found on the menu.

Most commonly used file types:

PDF - to view or print registry

Excel - to filter, sort further, or create Pivot Tables
(Can also print from Excel)






Exporting Data to PDF

CA State P S cramen t (SAC]
= Chro n

N
Cul
Y
N
HTN
N

Care Team(s]: FacB Page lof 2

Rizk Groupi=}: High Rick 1. High Risk 2 Report run: 4/8/2012 10:42-52 AM
Conditions|s]: Chronic Pain, Disbetes

When you export to PDF and print, the parameters you have
selected and the date/time the custom registry was created
will be printed on the bottom of the sheet.

Will also give dates of most recent data in each category






Exporting Data to Excel

™ s I |_~.} @:} B @ ) = rg%SsFMaster[1]xls [Compatibility Mode] - Microsoft Excel

| Home | Insert Page Layout Formulas Data Review View Developer Acrobat @ - B X

~ =l—_ = General . ] = E‘“Insert - 3 - [ﬁ
— = <5 &4 ?“ Delete = D E
@:] ﬂ Conditional Format Cell - Sort & Find &
. | = Formatting ~ as Table = Styles ~ EjFOfmﬂt" 27 Filter~ Select~
Clipboard ™ | J Alignment J Mumber ] Styles J Cells J Editing

AL |
N | o[ PJa[R[sS [T] U]
l CA State Prison, Solano (SOL)
HEALTH CARE SERV|CES Master Registry - Chronic Conditions

Patient Count: 338

Identification & Housing Risk Group Selected Chronic Conditions

Cell Care Team Clinical MH Awvoid | Cond MH Asthma | Chronic | Diabetes HIV | HLP | HTN & Warfarin | ADAJS
CDCR# Last Name D08 or Yard Risk High Util | Hosp | Count LOC SABA:ICS Pain 1[ HCW CD4) | (LDL] Other INR] DPP

09/18/56 D 019 Annex MD1 HIGH 1 COCMS EEl - Multi-2

12/23/61 A 002 Primaryl MD1  MED COCMS opianl T 65 Ab= 57 ACE DN
03/13/63 A 003 Primaryl MD1 ~ MED coevs [JERERN Aol 72 ACE  Depako

07/01/64 A 002 Primaryl MD2 HIGH 2 CCCMS ADI 102 [ 97 ReBlkr CNM
01/13/56 B 007 Frimary2 MD1  MED CCCMS orl T 79 Ab+ [ 140 [EENHE DNM
08/07/58 B 008 Primary2MD1 HIGH 1 CCCMS ADI " 57  AbsVls Multi-5 DNM
08/17/52 B 012 Primary2 MD1  MED COCMS orianl " 62 AbsvLs 120 [N DNH
08/30/67 B 012 Primary2 MD2 HIGH 2 cCcems ap) " 73 XY ruis mutis DNM

Clicking on “Export” then selecting “Excel” will
open up an Excel spreadsheet with the data you
have selected. From here you can further sort
data or create Pivot tables/graphs.






Using the Registries:
New High Risk Mental Health Patients

Institution |R_'ID Vl Care Team |Clini|: 1, Clinic 2, Clinic 3, Clinic|i|

Risk Group |High Rizk 1. High Risk 2 |1| Select Conditions |MH Level of Care |i| FI Iter H Ig h
Show alerts Only ) True (&) Falzse Choose Alerts |Shnw All |i| R 2 k I - 2
isk, any clinic,

A MH provider might want

Master Registry - Chronic Conditions

to see If there are any new

“High Risk” patients who
are in the MHDS at the T T
institution. Sl s e o

55 38 Multi-4 Dilant
7.1 + 1077 Wl Multi-3 Multi-2
ADJ 76

Overall there are 294 High i oom ks

ADJ

Risk MH LOC patients A

AL 46

A currently at the institution. S






Using the Registries:
New High Risk Mental Health Patients
e @ 3 s . Now click

Rigk Group \High Risk 1, High Risk 2 _ = ) et “S h OW AI e rtS
Show Alerts Only (&) T4 dlee y .
Only” circle

4 4 [t Jefz b bl [100% v | ‘
o st g Choose Alerts
NOW says
NERR “New Patients” 4

I What is now displayed is the list of 14
High Risk patients (in the MH delivery
system) who are new to the institution
In the last 30 days (“*” denotes this)






Using the Registries:
Colon Cancer Population Management

Home = QM = Registries = rg_ColonCancer

SOL has

Institution | soL v Care Team  |Annex MD1, Annex MD2, Other|s|

Filtering Enabled ) True & False Choose Filters |5h'3W Al 1 3 9 1 p atl e n tS -
I -

You can use registries to
assist in population
management.

ate SCre-ere LrTere
06/06/11 YES  YES 06/06/12
YES  YES 13/10/12

This registry shows which §

patients have screening oo

up to date, what type of
screening and when the T S

MEG 060711 YES YES

next screening is due. w






Using the Registries:
Colon Cancer Population Management

Home = QM_DEVELOPMENT = Registries = rg_CelonCancer

SOL could decide to screen e fa g wn b meisi o s
all new patients right away. i —"

. . ; N N T I” Positive FOBT Test
Click Filtering Enabled then

I” Positive FIT Test

A CORRECTIOMAI I Screening Past Due

i LU 1V

éAHE SERVIC P ¥ New Patients

check “New Patients”. 1 HEALTH

II CALIFORNIA CORRECTIONAL CA State Prison, Solano (SOL) H ere are th e 11
B HEALTH CARE SERVICES et | “NeW PatientS”

. Identification & Housing

i =ee B over the age of 50
Edit| CDCR# Last Name: (?)I}E\;?adm 7 # 3 5 - 0
Edit 06/27/53 A6 Primaryl MDL YES  YES 0§/13/12 at S O L .

Eit 05/25/60 AOD5  Primaryl MDL [ N0 | no [os/as/uif

Edit 02/22/60 AOOG  PrimarylMD1  NEG NEG NEG 02/17/12 YES  YES 02/17/13

it 01/11/54 A004  Primaryl MDL [ N0 | No [o1/11/05] .

Egit 10/04/54 A0D2  PrimarylMD2  NEG 05/02/11 Colon 11/17/09 YES  YES 11/17/18 * 4 n e e d S C re e n I n

Eit 02/0g/54 009 Primar2iD1 [ oy | pos [WIRTER [ no | no [0y g
Edit 11/10/49 B0O9  Primary2MDL  NEG NEG NEG 06/03/11 YES  YES 06/09/12

it 04/08/50 BO0S  Primary2 MD2 | N0 | No [o4j08/10
it 09/10/57 BO1Z Primary2MD2  NEG NEG NEG 07/23/11 VES YES 07/29/12 * 1 . I t d
it 10/17/59 BOO7  Primay2MD2  NEG NEG NEG 09/1%/11 YES VES 09/19/12 IS a I I IOS u e

Esit 06/12/50 BO12  Primary2MD2  NEG NEG NEG 05/06/11 VES YES 05/06/12











Home = QM_DEVELOPMENT = Reports = Patient_Panel Detail me | My Subscriptions | Help
Institution | ASP v COTeam AD SEG Clinic, Other, Yard A CU 1. 5e I ect yO ur I nStItUtI on
V] (Select All
WA Jofzr b W [00% ¥ lAD SEG Clinic
V] Other
| I V] Yard A Clinic .
V] Yard B Clinic
HEALTH CARE SERV 51,04 c ciric

lYard D Clinic

_'_‘|.' =

Care Team [nstitution Clinical
CDCR# First Name Last Name 0 ici or Yard Arrival Date Risk Level

10/07/82 27 MEX  MEDA C3102019001L Yard C Clinic 06/16/11 Yes

05/8/53 58 BLA  MEDA ES201000088LP  Yard E Clinic 03/9/11 Yes In StItUtIOn
11171 4 WH  MEDA C310104008U  YardCClinic 10/25/07 Yes

/968 4 OTH  MEDA B2502022003U  Yard B Clinic 08/02/11 Total

05/14/66 45  WHI  MEDA ES102015002LP  YardE Clinic 07/22/09

10/12/66 45  WHI  MEDA B23010030060  Yard BClinic 11/15/11 —
1/04/64 47 WHI  MEDA B21020130050  Yard BClinic 02/02/06 Yes

05/04/79 32 OTH MEDA B2101007005U  Yard B Clinic 11/10/09

0430/71 40 WHI  MEDA C3201000050  Yard CClinic 03/16/07

04/14/8 27 WH  MEDA B2301005003U  Yard B Clinic 11/09/11 Yes

07/77/62 49 MEX  MEDA ES20100005LP  YardE Clinic 09/16/11

01/20/54 58 BLA  MEDA ES301003002LP  YardE Clinic 08/27/08 Yes

052481 30 MEX MEDA F6501003003LP  YardF Clinic 10/10/11

020571 41 MEX MEDA B2201000049L  Yard B Clinic 08/07/10

03/29/65 47  MEX  MEDA B2302019003U  Yard B Clinic 01/26/12

03/31/83 29 WHI  MEDA C3101008006L  YardCClinic 05/01/10 Yes

1/12/66 45  WHI  MEDA D4101007001L  Yard DClinic 012411 Yes

05/03/% 21 MEX  MEDA C3501010000  YardCClinic 10/14/08 Yes @

|l =

m7ales a7 Rl & MFEMA & 7110 IR0 Yard & Clinir 1171/ns Yac





Home = QM_DEVELOPMENT = Reports > Patient_Panel_Detail

Home | My Subscriptions | Help

Institution | ASP v|

Care Team ‘AD SEG Clinic, Other,

[J(select All

WA oz b 0 E
Other

D‘r’ard A Clinic

[¥ard B Clinic

[¥ard C Clinic

I I HEALTH CARE SERV
[¥ard D Clinic

AD SEG Clinic

wodfl 10 Select a specific
team, uncheck
“(Select All)” ﬁ

_ - =

CDCR# First Name Last Hame

06/26/83

P T T—

Clinical
Risk Level

[nstitution
Arrival Date

09/22/11

Care Team
or Yard

AD 5EG Clinic

A 140 20060011

123084 77 HIS  MAX AMD103001L  ADSEGClinic 09/22/11

100682 27 MEX  MAX A02010001L  ADSEGClinic 04/15/09

03/09/80 32 WHI MAX Al4D2033000L  ADSEGClinic 06/12/08 Yes

05/04/84 77 MEX  MAX AI4D2031001U  ADSEGClinic 03/18/09 Yes

WM % MEX MAX A402033001U  ADSEGClinic 03/06/06 Yes -
10/17/63 48 BLA  MAX  A401035001U  ADSEGClinic 11/30/11 Yes

0Y2/8 1 BLA MAX  ALAD000U  ADSEGClinic 02/09/12

09/30/57 54 BLA  MAX AL4DI03500AL  ADSEGClinic 08/25/11 Yes

BT 1/ HIS  MAX  ALADIOOSOOIL  ADSEGClinic 08/02/11 Yes

0276 36 MEX  MAX AL4DI00900U  ADSEGClinic 10711

087773 38 MEX  MAX A140205000U  ADSEGClinic 06/14/10 Yes

042563 42 MEX  MAX AL402026000U  ADSEGClinic 03/22/10 Yes

041878 B MEX MAX  ALAD202500L  ADSEGClinic 05/04/11 Yes

12/01/63 48 WHI  MAX  ALD1038001L  ADSEGClinic 07/01/09 Yes

07/22/80 31 MEX  MAX  AL4D202000L  ADSEGClinic 11/13/09

0281 31 MEX  MAX AI4DI00BDOIU  ADSEGClinic 10/21/11

030484 28 BLA  MAX AL401022000U  ADSEGClinic 06/06/11 Yes @

P P G m mm e g e = [ T .





Home = QM_DEVELOPMENT = Reports > Patient_Panel_Detail Home | My Subscriptions | Help

View Report

Institution | ASP v|  Care Team |AD SEG Clinic Other, Yard A C||

[ (select Al &
W4 Joftzr b M E’;thEGC'i”“ A 1. Check
I I YardACIin?c deSIred
HEALTH CARE SERV percne. = | Care Team

DYard D Clinic

Care Team [nstitution Clinical
CDCR# First Name Last Hame or Yard Arrival Date Risk Level

06/26/%3 414020060010 ADSEG Clinic 09/22/11

123084 77 HIS  MAX AMD103001L  ADSEGClinic 09/22/11

100682 27 MEX  MAX A02010001L  ADSEGClinic 04/15/09

03/09/80 32 WHI MAX Al4D2033000L  ADSEGClinic 06/12/08 Yes

05/04/84 77 MEX  MAX AI4D2031001U  ADSEGClinic 03/18/09 Yes

WM % MEX MAX A402033001U  ADSEGClinic 03/06/06 Yes -
10/17/63 48 BLA  MAX  A401035001U  ADSEGClinic 11/30/11 Yes

0Y2/8 1 BLA MAX  ALAD000U  ADSEGClinic 02/09/12

09/30/57 54 BLA  MAX AL4DI03500AL  ADSEGClinic 08/25/11 Yes

BT 1/ HIS  MAX  ALADIOOSOOIL  ADSEGClinic 08/02/11 Yes

0276 36 MEX  MAX AL4DI00900U  ADSEGClinic 10711

087773 38 MEX  MAX A140205000U  ADSEGClinic 06/14/10 Yes

042563 42 MEX  MAX AL402026000U  ADSEGClinic 03/22/10 Yes

041878 B MEX MAX  ALAD202500L  ADSEGClinic 05/04/11 Yes

12/01/63 48 WHI  MAX  ALD1038001L  ADSEGClinic 07/01/09 Yes

07/22/80 31 MEX  MAX  AL4D202000L  ADSEGClinic 11/13/09

0281 31 MEX  MAX AI4DI00BDOIU  ADSEGClinic 10/21/11

030484 28 BLA  MAX AL401022000U  ADSEGClinic 06/06/11 Yes @
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HEALTH CARE SER
Identification & Housing
Care Team Institution Clinical
CDCR# First Name Last Mame Ethnicity or Yard Arrival Date Risk Level

01/14/65 47  BLA MEDA A 110 20180011 Yard A Clinic 11/21/05
05/0/48 63  MEX  MEDA A 1201003003 Yard A Clinic 11/03/05
12/21/65 46  WHI  MEDA A 1102013003V Yard A Clinic 09/27/11
047773 3 MEX  MEDA A 11020200020 Yard A Clinic 09/04/08
12/05/63 42 BLA WEDA A 130 1000100L Yard A Clinic 10/24/11 Yes
11/13/78 33 MEX  MEDA A 1102015002V Yard A Clinic 08/22/07 3
12/05/73 38 QTH  MEDA A 1201009001 Yard A Clinic 05/25/11 Yes
05/12/8 25 BLA WEDA A 110 10050010 Yard A Clinic 04/06/11 Yes
05/29/68 43  BLA WEDA A 110 20210020 Yard A Clinic 07/13/09 Yes
03/03/54 58 MEX  MEDA A 1101009002L Yard A Clinic 122011 Yes
031860 52  BLA MEDA A 130 1000093U Yard A Clinic 10/18/10 Yes
107476 35 BLA WEDA A 11010100060 Yard A Clinic 122111
12/02/57 % WHI  MEDA A 1201003001 Yard A Clinic 01/18/05 Yes
04/21/67 44  WH  MEDA A 1101002001L Yard A Clinic 02/22/07 Yes
1870 4  BUA WEDA A 120 2015002L Yard A Clinic 09/03/10 Yes
04/16/76 35  WHI  MEDA A1202017003L Yard A Clinic 09/25/09 Yes
06/17/71 40 WH  MEDA A 12020180021 Yard A Clinic 06/15/11 Yes
06/14/82 29 OTH  MEDA A1102016003U Yard A Clinic 06/11/10 @
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Attachment 1
Clinical Risk Classification System
DEFINITIONS

High Risk - Priority 1

Patients who are Clinically Complex -- triggering at least 2 flags from the selection criteria found in the table below

High Risk - Priority 2

Patients who are Near Clinically Complex -- triggering only 1 flag from the selection criteria found in the table below

Flag Description Data Source  Timeframe

Sensitive Medical Condition Medications associated with important diagnoses which, if not [Guardian 6 months
taken, may lead to a serious adverse event
(e.g. immunosuppressants, chemotherapy Rx)

High hospital, ED, Specialty Care |Patients whose care in the past 6 months has a cost of more Guardian, TPA |6 months

and Pharmacy Costs than $100,000 Claims

Multiple Hospitalizations* 2 or more inpatient admissions CADDIS 12 months

Multiple Emergency 3 or more emergency department visits TPA Claims 12 months

Department Visits*

High Risk Specialty Consulations |2 or more appointments to ‘high risk’ specialist(s) (e.g., TPA Claims 6 months
oncologist, vascular surgeon)

Significant Abnormal Labs 1 or more abnormal lab value that suggests poor control of a [Quest All - Most
chronic condition or serious medical condition (most recent) Recent or Any

Age 65 years of age or older DDPS Current Age

Specific High-Risk 1 or more ICD-9 codes from ED visit, hospitalization or TPA Claims All

Diagnoses/Procedures

specialist visit, suggesting serious condition (e.g., cancer, SLE,

*A patient with a point for 2 or more inpatient hospital admissions cannot receive a second point for 3 or more ED visits (and vice versa)

Medium Risk

Patients with at least 1 chronic condition who do not meet any selection criteria for Clinical High Risk Priority 1 or Priority 2
Excluded from the Medium Risk group are patients with only 1 chronic condition and identified as well-managed asthma or well-
managed diabetes (consistent with the Medical Classification System Policy)

Description

Data Source

Timeframe

1 or More Chronic Conditions

1 or more chronic illnesses, based upon prescribed
medications, laboratory tests, or MHTS enrollment (Includes
MH High Utilization and Permanent ADA)

Guardian,
Quest, MHTS

6 months

Low Risk

All patients who do not meet the selection criteria for the High Risk Priority 1, Priority 2, or Medium Risk categories

Included are patients identified as well-managed asthma or well-managed diabetes

Description

Data Source

Timeframe

Well Managed
Asthmatic/Diabetic Patient

Otherwise healthy patients, including:
Patients who use less than 3 SABA dispenses and are not on an [Quest
ICS

Patients with an HgA1C < 7.7 and not on insulin

Guardian,

12 months






Table 1: Examples of Medications Indicating Sensitive Medical Conditions

e Immunosuppressant: TNF inhibitor e ALS: Riluzole
(Adalimumab) e Anticoagulant: e.g. warfarin
e Anti-rejection Medication: Cyclosporine e HIV/HBV: anti-retroviral
e Chemotherapy e Hemophilia
e Multiple Sclerosis: Interferon Beta 1A e Myasthenia Gravis: Edrophonium
Lab Name Labs Timeframe Values Queried
ANCA Anti RNP
Anti CCP Anti SCL 70
Anti Centromere Anti SM
Anti DS Anti-AchR
Anti DS DNA HBeAg
Anti LA HBsAG Any Recorded Abnormal Positive Lab Results
Anti RNA Polymerase Hgb SS Result
Anti RNP Anti SCL 70
Anti DS DNA Anti SM
Anti LA Anti-AchR
Anti RNA Polymerase HBeAg
Anti RO
Absolute Neutrophil Count <750
Albumin <2.8
Bilirubin Total >5
Calcium >12
CDh4 Most Recent Lab <200
Creatinine >2
Hemoglobin <9
INR >4
Platelet Count <75000 -OR- >1000000

Table 3: Specific High-Risk Diagnoses/Procedures
Diagnoses

ID: Sepsis ,Fungal Infections-Systemic, Coccidioidal/or Cryptococcal Meningitis, Endocarditis, Decubitus Ulcer

Cardiac: Acute MI, CAD CABG, Coronary or Myocardial Aneurysm, Pacemaker or AICD, CHF, PVD Aortic, lliac, Renal or other
aneurysm, CHD

Heme/Onc: Cancer, Lymphoma/Leukemia, Myelofibrosis, Aplastic Anemia, Sickle Cell Disease, Coagulation Factor Def

Neuro: Parkinson’s, MS, Quadra-, Paraplegia, Anoxic Brain Damage, Hydrocephalus, Huntington’s, Freidreichs Ataxia,
Dementia, Neurogenic Bladder, Head Trauma, Subarachnoid Hemorrhage, Intracerebral Hemorrhage-Infarct

Resp: COPD, H/O Respiratory Arrest, Primary Pulmonary Cocci, Primary Pulmonary Hypertension

Gl: Hepatic Coma, Biliary Cirrhosis, Hepatorenal Syndrome, Chronic Pancreas Disorder, Esophageal Varices, IBD

Renal: Intrinsic Renal Disease, Chronic Renal Failure Stage 3 or Above

Rheum: RA, Ankylosing Spondylitis, SLE, Scleroderma, Dermato-Polymyositis, Goodpasture’s, Wegner’s, Giant Cell Arteritis
Other: Cystic Fibrosis, Amyloidosis, Sleep Apnea

Procedures
Ventricular Shunt CABG or PTCA Coronary Thrombolysis Pacemaker or Defibrillator
Peripheral Vascular Bypass TIPS AV fistula Hemodialysis
Bone Marrow Transplant Abdominal Paracentesis Control Upper Gl Bleeding Hepatic or Pancreatic Surgery

©





Master Chronic Registry
Master Registry Definitions

CDCR#

Last Name

DOB

Cell Bed

Care Team or Yard

Clinical Risk

MH High Util

Avoid Hosp

Cond Count

MH LOC

Asthma (SABA:ICS)

Chronic Pain

Diabetes (HgA1C)

CDCR Number
Patient Last Name
Date of Birth

Cell Bed Number

Patient Assigned Care

Team
Clinical Risk

Mental Health High
Utilizer

Avoidable
Hospitalization /
Emergency
Department Visits
Condition Count

Mental Health Level of

Care

SABA to ICS Ratio

Chronic Pain

Hemoglobin A1C
(HbA1C) Result Value

Patient risk level based on the Clinical Risk Classification
System, including those considered to be at high risk for
poor outcomes because they have multiple chronic
diseases or serious health care conditions, per
pharmacy, laboratory, and claims data.

Patient with 2 or more admissions to a mental health
crisis bed, suicide watch, outpatient housing unit, or
intermediate care facility for mental health reasons
within the last 6 months

Potentially avoidable hospitalizations as classified by
ICD-9 codes and 30-day readmissions or Emergency
Department visits

The total number of conditions applicable to each
individual patient

If the patient is an enrollee in the mental health delivery
system, this column indicates a patient’s current Mental
Health Level of Care.

Use of SABA >2 times per week for symptom relief
generally indicated inadequate control. Typically used
as quick relief or as needed for symptoms.

Chronic Pain is persisting pain longer than 30 days (or
the anticipated healing time). Or pain of sufficient
intensity to adversely affect a patient's well being, level
of function, or quality of life.

HbA1C is a test that approximates the average blood
sugar level during the preceding 3 month period.
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< 2:1 Saba to
ICS Ratio

<8

CCCMS = Correctional Clinical Case Management
Services

EOP = Enhanced Outpatient Program

SABA to ICS ratio is a measure that can reflect asthma
control. The higher the ratio of SABA inhalers to ICS
inhalers, the more having more symptoms related to
asthma, and thus not considered to be at goal of
therapy

Types of medications prescribed to the patient for the
treatment of chronic pain include:

Adjunctive Pain Medications (ADJ)

Opiate Medications (OPI), including Tramadol

Higher HbA1C percentages translate to higher average
blood sugars, which have been shown to increase risk
of heart disease, kidney disease, and blindness.

SOMS,
Pharmacy, TPA
Claims,
Laboratory

CADDIS

TPA Claims

MHSDS

Guardian

Guardian

Quest






Master Chronic Registry

Master Registry Definitions

HCV

HIV (CD4)

HLP (LDL)

HTN & Other CV

Seizure

Warfarin (INR)

Hepatitis-C Virus

Human
Immunodeficiency
Virus

Low-density
Lipoprotein (LDL) Test
Result

Hypertension and
Other Cardiovascular
Conditions

Seizure

International
Normalized Ratio
Result

Hepatitis C is an infectious disease affecting primarily
the liver, caused by the hepatitis C virus (HCV). The
infection is often asymptomatic, but chronic infection
can lead to scarring of the liver and ultimately to
cirrhosis, which is generally apparent after many years.
In some cases, those with cirrhosis will go on to develop
liver failure, liver cancer or life-threatening esophageal
and gastric varices.

Human immunodeficiency virus (HIV) causes acquired
immunodeficiency syndrome (AIDS), a condition in
humans in which progressive failure of the immune
system allows life-threatening opportunistic infections
and cancers to thrive.

LDL is a test that approximates the amount of LDL (bad < 100
cholesterol) in the patient's blood.

CD4 > 200

Patients prescribed one or more medications for the -
treatment of hypertension or other cardiovascular
conditions such as: stable angina, irregular heart

rhythms, and heart failure.

An epileptic seizure is defined as a transient symptom of -
"abnormal excessive or synchronous neuronal activity in
the brain". The outward effect can be as dramatic as a
wild thrashing movement (tonic-clonic seizure) or as

mild as a brief loss of awareness (absence seizure).

The international normalized ratio (INR) is a blood test 2-3.5
that is done to monitor the degree of anticoagulation
("blood-thinning") for which medications, like warfarin,

are used. Many conditions require anticoagulation

therapy, and the desired goal of anticoagulation is

usually measured by an INR range.
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Screening for HCV usually is done by looking for the Quest
presence of an antibody (Ab) to the HCV in a patient's
blood. Presence of the virus in someone with a positive
screen for HCV usually signals chronic infection with
HCV. Ab+: Anti-HCV antibody present
(positive screen)

Ab-: Anti-HCV antibody screen

VL+: Hepatitis C Virus detected

VL-: Hepatitis C Virus not detected

On TX: The patient is currently on treatment for HCV to
try to eliminate chronic infection.

AIDS is defined by low CD4+ T cell counts (fewer than
200 per microliter), which places patients at risk for
various opportunistic infections, cancers and other
conditions.

Quest

High LDL values over long periods of time are Quest
associated with atherosclerosis (narrowing of blood
vessel due to plaque build-up), which increase the risk
of cardiovascular events, like heart attack or stroke.
Types of medications prescribed to the patient for the
treatment of hypertension or other cardiovascular
conditions, which include: a-Blkr, ACE, Antiarrhythmic,
ARB, Ca-Blkr, Clonidine, Digoxin, Diuretic, Lipotropic, Plt-
Inh, Ranolazine, R-Blkr, Vasodilator

Patients who have had more than one seizure are
usually recommended to take anti-seizure medications
to reduce the chance of future seizures. History of

head trauma and other factors increase risk for
developing seizure. Types of medications prescribed to
the patient for the treatment of seizures and epilepsy
include: Depakote, Dilantin, Keppra, Lamictal,

An INR above the desired range for the condition being Quest
treated indicates a patient's blood is "too thin" and puts

them at high risk of abnormal bleeding. An INR below

the desired range indicates the patient's blood is "too

thick" which puts them at risk of adverse events, such

as heart attack or stroke.

Guardian

Guardian






Master Chronic Registry
Master Registry Definitions

ADA

Americans with
Disabilities Act

Patients who have been identified with one or more

permanent disabilities.

DPW = Full Wheelchair User

DPO = Intermittent Wheelchair User
DPM = Mobility Impairment

DPH = Deaf/Hearing Impairment
DPS = Speech Impairment

DPV = Permanent Blindness

DECS
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Master Chronic Registry

Asthma Sub-Registry Definitions

Field Name
CDCR#
Last Name
DOB
Cell Bed

Care Team or Yard

SABA Count

Latest SABA Disp

ICS

ICS Count

Latest ICS Disp

LABA

SAAC

NO ICS

Full Name
CDCR Number
Patient Last Name
Date of Birth
Cell Bed Number
Patient Assigned Care
Team
Short Acting Beta-
Agonist (SABA) Count

Latest SABA Dispense
Date
Inhaled Corticosteroid

Inhaled Cortiosetroid
(ICS) Count

Latest ICS Dispense
Date

Long Acting Beta
Agonist

Short Acting Anti-
Cholinergic

No Inhaled
Corticosteroid

Definition

Short Acting Beta Agonists (SABA) are a class of inhaled Less than 2
medication used in the treatment of sudden asthma canisters in 12
symptoms, by relaxing the muscles surrounding the months
airways. Usually, the better a patient's asthma is

controlled, the less SABA use is required.

The date of most recent dispense of SABA inhaler. -

Inhaled corticosteroids (ICS) is a class of inhaled >=1

medication used in the treatment of asthma by reducing
inflammation occurring in the tissues lining the airways.

Inhaled corticosteroids (ICS) is a class of inhaled At least 1
medication used in the treatment of asthma by reducing canister in six
inflammation occurring in the tissues lining the airways. months

ICS medications help to "control" asthma, and reduce

the frequency of sudden asthma symptoms.

The date of most recent dispense of ICS inhaler. -

Designed to reduce the need for SABA medication, as -
they have a longer duration of action in comparison

with the shorter durations of Saba medications, treating
nocturnal asthma and providing symptomatic
improvement in patients with COPD.

Short-acting anticholinergics are a class of inhaled -
medication used for treating stable COPD in a person

with intermittent symptoms.

A patient receiving an SABA inhaler, but not receiving an -
ICS inhaler.
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Alert Flag Definition

The number of SABA inhalers dispensed during the prior
six months. SABA inhalers are used in the treatment of
asthma as a "rescue" medication providing quick relief
of asthma symptoms.

Persistent asthmatics should receive an ICS to treat
their asthma symptoms.

The number of ICS inhalers dispensed during the prior
six months. ICS inhalers are used in the treatment if
asthma as a "controller" medication providing anti-
inflammatory effects directly to the tissues of the
respiratory tract.

A LABA may decrease the frequency of asthma episodes
and severity of symptoms but a LABA can also make
asthma episodes more severe when they occur.

Persistent asthmatics should be dispensed at least 1 ICS
every 12 months, and preferably receive and ICS before
being prescribed a SABA.

Data Source

Guardian

Guardian

Guardian

Guardian

Guardian

Guardian

Guardian

Guardian






Master Chronic Registry
Asthma Sub-Registry Definitions

Field Name Full Name
SABA:ICS > 2:1 SABA to ICS Ratio
LABA Alone Long Acting Beta-

Agonist Alone

Definition g Definition Data Source
SABA to ICS ratio is @ measure that can reflect asthma  <2:1 Sabato Use of SABA >2 times per week for symptom relief Guardian
control. The higher the ratio of SABA inhalers to ICS ICS Ratio generally indicated inadequate control. Typically used
inhalers, the more having more symptoms related to as quick relief or as needed for symptoms.
asthma, and thus not considered to be at goal of
therapy
A patient receiving a LABA inhaler, but no other inhaled - - Guardian
medication
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Master Chronic Registry
Breast Cancer Sub-Registry Definitions

CDCR# CDCR Number - - - -
Last Name Patient Last Name = = = =
DOB Date of Birth - - - -
Cell Bed Cell Bed Number - - - -
Care Team or Yard Patient Assigned Care - - - -
Team
Test Date Date of Test Screening Breast cancer screening test date Once every 2 Women over the age of 50 should be screened for Quest /
years breast cancer at least once every 2 years Institution Submissions
Patient Refusal Patient Refusal of Test Date that patient refused test screening Once ever 12 Women over the age of 50 who refuse screening must  Institution Submissions
Screening months refuse every 12 months
Screened Patient Received Patient was screened / tested Screened Women over the age of 50 who have not been tested  Institution Submissions
Screening every 2 years and have no documented refusals are non compliant
Offered Patient was Offered Patient was offered testing Offered every A patient who accepted screening within 2 years or Institution Submissions
Screening year if not refused screening meet compliance
screened
within 2 years
Next Due Date The next due date for  Next due date for test screening - The next date a patient is required to be screened or Institution Submissions
either refusals (1 year) refuse screening.
or screening (every 2
years)
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Master Chronic Registry
Colon Cancer Sub-Registry Definitions

Field Name Full Name Definition Alert Flag Definition Data Source
Edit Edit Record Records that may be edited and stored in the database - - Institution Submission
CDCR# CDCR Number - - - -
Last Name Patient Last Name = = = =
DOB Date of Birth - - - -
Cell Bed Cell Bed Number - - - -
Care Team or Yard Patient Assigned Care - - - -
Team
FOBT #1 Fecal Occult Blood Test Fecal occult blood testing (FOBT) -guiaic is a stool test ~ Performed The test does not directly detect the presence of colon Quest and Institution
- guaiac based that is commonly used to screen for colon cancer. Stool within the last cancer but is commonly used to screen patients for Submissions
tests used for colon cancer screening are typically 12 months early stages of that disease. If three results are
recommended once a year for adults ages 50-75. negative, the patient should repeat screening annually,
Screening using the FOBT - guiaic method requires 3 as appropriate. If a positive result occurs in any number
unique stool samples to be tested, usually within a 2 of samples, the patient should undergo further
week period. evaluation to determine if colon cancer is present,
usually via colonoscopy.
FOBT #2 Fecal Occult Blood Test See FOBT #1 Test Performed - Quest and Institution
- guaiac #2 within the last Submissions
12 months
FOBT #3 Fecal Occult Blood Test See FOBT #1 Test Performed - Quest and Institution
- guaiac #3 within the last Submissions
12 months
Lab Date FOBT Laboratory Test Date of most recent FOBT results Performed FOBT Test Dates older than 12 months ago are not Quest and Institution
Date within the last compliant. Submissions
12 months
Refusal Date FOBT Refusal Date Date of most recent refusal for FOBT colon cancer Refusal must  FOBT Refusal Dates older than 12 months ago are not  Quest and Institution
screening be within the compliant. Submissions
last 12 months
Colonoscopy/Sigmoido Colonoscopy or Colonoscopy and Sigmoidoscopy are methods of Every 10 years Patients who have had a colonoscopy more than 10 Quest and Institution
scopy Sigmoidoscopy Test providing colon cancer screening by allowing visual for year ago or a sigmoidoscopy more than 5 years ago will Submissions
Scope Type inspection of the entire large colon (colonoscopy) or the Colonoscopy; be identified as being out of compliance, unless another
lower portion of the large colon (sigmoidoscopy). Every 5 years method of colon cancer screening as been performed
for (e.g. FOBT). A colonoscopy is usually performed as a
Sigmoidoscop diagnostic test when a patient has had a positive
y screening test for colon cancer (e.g. FOBT).
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Master Chronic Registry
Colon Cancer Sub-Registry Definitions

Colonoscopy/Sigmoido

scopy
Scope Date

Colonoscopy/Sigmoido

scopy
Refusal Date
FIT Lab Data
Lab Result

FIT Lab Data
Lab Date

FIT Lab Data
Refusal Date
Screening Compliance

Screened

Screening Compliance
Offered

Screening Compliance
Next Due Date

Colonoscopy or
Sigmoidoscopy Test
Date

Colonoscopy or
Sigmoidoscopy Test
Refusal Date

Fecal Immunochemical

Testing

Fecal Immunochemical

Testing Date

Date when FIT was
refused

The date of Colonoscopy or Sigmoidoscopy completion Every 10 years Shows the correlating date for the most recent
documented in the eUHR. for Sigmoidoscopy or Colonoscopy.
Colonoscopy;
Every 5 years
for
Sigmoidoscop
y
The date documented that the patient refused to have a -
Colonoscopy or Sigmoidoscopy done.

Fecal Immunochemical Testing (FIT) is a stool test used Performed The test does not directly detect the presence of colon
to screen for colon cancer. Stool tests used for colon within the last cancer but is commonly used to screen patients for
cancer screening are typically recommended once a 12 months early stages of that disease. If result is negative, the
year for adults ages 50-75. Screening using the FIT patient should repeat screening annually, as
method requires only one stool sample to be appropriate. If a positive result occurs, the patient
completed. should undergo further evaluation to determine if colon
cancer is present, usually via colonoscopy.

Labe date for latest FIT Test Performed

within the last

12 months
Refusal date for latest FIT screening test offered Refusal must

be within the

last 12 months

Patient received screening Performed Patient compliant with yearly colon cancer screening.
within the last
12 months

Patient offered screening Screening Patient compliant with yearly colon cancer offering.

performed or
refused within
the last 12
months

Next due date for screening offer or test -

Patients screened and patients who refused screening
during the required time frame are both counted as
compliant.

The next date required for continued patient
compliance.

Quest and Institution
Submissions

Quest and Institution
Submissions

Quest and Institution
Submissions

Quest and Institution
Submissions

Quest and Institution
Submissions
Quest and Institution

Submissions

Quest and Institution
Submissions

Quest and Institution
Submissions
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Master Chronic Registry

Diabetes Sub-Registry Definitions

CDCR#

Last Name

DOB

Cell Bed

Care Team or Yard

Current Long Acting
Insulin?

A1C Result

Al1C Date

LDL Result

LDL Date

Current ACE or ARB?

Microalbumin Result

Microalbumin Date

CDCR Number
Patient Last Name
Date of Birth

Cell Bed Number
Patient Assigned Care
Team

Long Acting Insulin

Hemoglobin A1C
(HbA1C) Result Value

Hemoglobin A1C Test
Date

Low-density
Lipoprotein (LDL) Test
Result

LDL Test Date

Long-acting insulin is used to approximate the secretion
of insulin by the pancreas.

HbA1C is a test that approximates the average blood
sugar level during the preceding 3 month period.

LDL is a test that approximates the amount of LDL (bad
cholesterol) in the patient's blood.

Most recent test date for LDL.

Angiotensin-Converting Two classes of anti-hypertensive drugs used to prevent

Enzyme Inhibitor/
Angiotensisn ||
Receptor Blocker

Microalbumin Test

Microalbumin Test
Date

or delay the progression of kidney damage due to
diabetes.

Microalbumin is a test that screens for early kidney
damage through the detection of a very small protein
(microalbumin) in the urine. Early detection of kidney
damage can lead to treatment with medications that
help preserve kidney function.

Most recent test date for microalbumin

<8

Within 6
months
<100

Within 12
months

<30

Within 12
months

Long-acting insulin is recommended to control blood Guardian
sugar levels throughout the day, when the pancreas

does not make sufficient insulin or when oral

medications are insufficient to lower blood sugar levels.

Higher HbA1C percentages translate to higher average Quest

blood sugars, which have been shown to increase risk of
heart disease, kidney disease, and blindness.

Most Recent Date Quest
High LDL values over long periods of time are associated Quest
with atherosclerosis (narrowing of blood vessel due to
plaque build-up), which increase the risk of
cardiovascular events, like heart attack or stroke.
Most Recent LDL ate Date Quest
Studies of shown improved clinical outcomes including: Guardian
prevention of diabetic nephropathy (kidney disease),
congestive heart failure, and prophylaxis of
cardiovascular events (independent of the blood
pressure-lowering effect).

Microalbuminuria (microalbumin in the urine) is often
caused by kidney damage from diabetes. Presence of
this protein signifies early damage to the kidneys which
can lead to chronic kidney disease or even kidney
failure.

Most Recent Test Date

Quest

Quest
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Master Chronic Registry
Mental Health LOC Sub-Registry Definitions

Field Name Full Name Definition Alert Flag Definition Data Source

CDCR# CDCR Number - - - -

Last Name Patient Last Name = = = =

DOB Date of Birth - - - -

Cell Bed Cell Bed Number - - - -

Care Team or Yard Patient Assigned Care - - - -

Team

Arrival Date - - - - -

Level of Care - Level of Care in Mental Health Services Delivery System. - Level of Care in Mental Health Services Delivery System MHSDS
often determines the amount of care services needed.
MHCB = Mental Health Crisis Bed
EOP = Extended Outpatient Program
CCCMS = Correctional Clinical Care Management
System

MH HU - Patient has 2 or more admissions/placements to mental - Define terms (MHCB, OHU, etc). MHSDS

health care settings including MHCB, OHU, CTC, ICF and
SW in any setting.
Dx NOS - Diagnosis Category is "Not Otherwise Specified". - In general, patients should not have a "Not Otherwise =~ MHSDS
Specified" diagnosis. Treatment recommendations may
vary, depending on the specifics of a type of mental
health condition.

AD/SGA - Anti-Depressant (AD) and/or Second Generation - Patient Prescribed AD or SGA in last month of pharmacy Guardian
Antipsychotic (SGA) Medication are pyschotropic data. Patients receiving these medications are required
medication classes used for the treatment of mental to undergo lab monitoring for patient safety.
health conditions.

Cloza - Clozapine, a psychotropic medication used for the - Patient Prescribed Clozapine in last month of pharmacy Guardian
treatment of mental health conditions. data. Patients receiving these medications are required

to undergo lab monitoring for patient safety.

Lithium - Lithium, a psychotropic medication used for the - Patient Prescribed Lithium in last month of pharmacy  Guardian
treatment of mental health conditions. data. Patients receiving these medications are required
to undergo lab monitoring for patient safety.
Carba - Carbamazepine, an anti-epilectic medication, prescribed - Patient Prescribed Carbamazepine in last month of Guardian
by a psychiatrist for treatment of a mental health pharmacy data. Patients receiving these medications
condition. are required to undergo lab monitoring for patient
safety.
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Field Name
Depakote

Lamictal

Anti-Epil

Full Name

Depakote, an anti-epilectic medication, prescribed by a -
psychiatrist for treatment of a mental health condition.

Lamictal, an anti-epilectic medication, prescribed by a -
psychiatrist for treatment of a mental health condition.

Anti-Epileptic Medication (not including -
Carbamazepine, Depakote, or Lamictal) prescribed by a

psychiatrist.

Master Chronic Registry
Mental Health LOC Sub-Registry Definitions

Definition Goal

patient safety.

Alert Flag Definition

Data Source

Patient Prescribed Depakote in last month of pharmacy Guardian
data. Patients receiving these medications are required
to undergo lab monitoring for patient safety.

Patient Prescribed Lamictal in last month of pharmacy
data. Patients receiving these medications are required
to undergo lab monitoring for patient safety.

Patient Prescribed any Anti-Epiletpic Medication in last Guardian
month of pharmacy data. Patients receiving these

medications are required to undergo lab monitoring for

Guardian

110f 13






Master Chronic Registry

Avoidable Hospitalizations Sub-Registry Definitions

CDCR#

Last Name

DOB

Cell Bed

Care Team or Yard

Hospital
Type

Admit Date
Discharge Date

ICD9 Code

ICD9 Diagnostic
Description

Potentially Avoidable
Category

CDCR Number
Patient Last Name
Date of Birth

Cell Bed Number
Patient Assigned Care
Team

Admission date

International
Classification of
Diseases - Ninth
Revision Code
Diagnostic description
of ICD-9

Name of Hospital for Inpatient Visit -

Type of hospital visit

Admission Date

Discharge Date from the Hospital -

The International Classification of Diseases were -
established by WHO and used by most of the countries

in the world

ICD codes are alphanumeric designations given to every -
diagnosis, description of symptoms and cause of death

attributed to human beings.

Potentially Avoidable Hospitalization Category -

INPT: Inpatient,

ER: Emergency Room

Date patient was admitted into the hospital and service
began

Date patient was discharged from hospital and returned
to their institution

ICD9 Code used to identify diagnosis and reason for
hospital stay

Describes the ICD9 Diagnosis Code and identifies reason
for hospital stay

Potentially Avoidable Hospitalization Category is a more
general disease condition to which many ICD-9 codes
are related.

Claims

Claims

Claims

Claims

Claims

Claims
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Master Chronic Registry
Warfarin Sub-Registry Definitions

CDCR# CDCR Number - - - -
Last Name Patient Last Name - - - -
DOB Date of Birth - - - -
Cell Bed Cell Bed Number - - - -
Care Team or Yard Patient Assigned Care - - - -
Team
INR Result Within 30  Most recent The international normalized ratio (INR) is a blood test  2-3.5 An INR above the desired range for the condition being Quest and
Days International that is done to monitor the degree of anticoagulation treated indicates a patient's blood is "too thin" and puts Institution
Normalized Ratio ("blood-thinning") for which medications, like warfarin, them at high risk of abnormal bleeding. An INR below  Submissions
Result (INR) are used. Many conditions require anticoagulation the desired range indicates the patient's blood is "too
therapy, and the desired goal of anticoagulation is thick" which puts them at risk of adverse events, such
usually measured by an INR range. as heart attack or stroke.
INR Date within 30 Date of most recent Date of most recent INR test (within 30 days) within 30 days Due to the importance of appropriate anticoagulation  Quest and
Days INR test therapy, and many factors that can alter the degree of Institution
anticoagulation, routine monitoring of the INR is Submissions
recommended, and is commonly checked once a
INR Result Next Most ~ Next most recent - 2-3.5 The INR of the next most recent score is displayed for  Quest and
Recent International comparison purposes. Institution
Normalized Ratio Submissions
Result (INR)
INR Date Next Most Date of next most Date of next most recent INR test - The next most recent INR Test date is displayed for Quest and
Recent recent INR test comparison. Institution

Submissions
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Attachment 7- Example Sub-Registry: Diabetes Registry

[ ]
&R HEALTH CARE SERVICES

HEALTH CARE SERVICES

Identification & Housing

Medication & Laboratory Data

Patient Count: 216

Eel l:l.lIl'H'l't hng— Current Microslbumin “crnalhumm
Last Name LOL Result LOL Date ALCE or ARB Result

3A& Clinic
34 Clinic
34 Climic
34 Clinic
34 Climic
34 Climic
34 Clinic
34 Climic
34 Clinic
34 Climic
34 Clinic
34 Climic
34 Clinic
34 Clinic
3A& Clinic
3A Clinic
34 Climic
34 Clinic
34 Climic
34, Clinic
34 Climic
34 Climic
3A Clinic
34 Climic
34 Clinic
34 Climic
34 Clinic
34 Climic
3A& Clinic
34 Clinic
34 Climic
34 Clinic
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! ! HEALTH CARE SERVICES

Attachment 8- Example Institution Team Level Report- Diabetes

i ! HEALTH CARE SERVICES Performance Report - Diabetes

Diabetes Report for Care Team: Multiple Teams
% of Patients A1C< 9 4 )

Diabetic Measures - 6 Month Trend - Multiple Teams Institutional Composite Comparison
0% 80%
e s 90%
\._: _ AIC<9  55%  52%  S8% 0% 7% | §
% AlC<38 49% 46% 50% 49% 54% 54% ~— g 0%
E  60%
%ofpatientsalc<s ~ LDL<100  31% 28% 33% 32% 43% 48% | S
805 MA < 30 86% 90% 89% 8% 8% 87% - Ty h:ultiple Statewide
i Jl"’-‘.', . eams
/‘%f Composite 55% 54% 58% 57% 63% 65% _/—/'l —
-8 e 5
9% of Patients LDL < 100 Institutional Care Team Composite Comparison
A 8oy 100% —
P .\”\..--.w.- -‘,r.rJ "
; : £ 90%
2 80%
8§ 70%
E
8 60% —
50%
3A Clinic 3B Clinic 3C Clinic 4A Clinic 4B Clinic Level 1 Clinic Other
(22) (6) (48) (10) (9) (5) (12)
Care Team
(n) = Patient Count
‘e J
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