INFANCY EARLY CHILDHOOD MIDDLE CHILDHOOD ADOLESCENCE
Ageﬂ Prenatal® Newborn’ 35d" Byimo 2mo 4mo 6mo 9mo 12m 15mo 18mo 24mo 30mo 3y 4y 5y 6y 7y 8y 9y 10y 11y 12y 13y 14y 15y 16y 17y 18y 19y 20y 21y
HISTORY
Initial/interval ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° °
MEASUREMENTS
Length/height and weight ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° °
Head circumference o ° ° ° ° ° ] ° ° ° °
Weight for length ° ° ° ° ° ° ° ° ° °
Body mass index ° ° ° ° ° ° ° ° ° ° o ° ° ° ° ° ° ° ° ° °
Blood pressure® * * * b A ¢ * b O S ¢ * * * ° (] ° o o o [ o o o L] o o o o o ° ° °
SENSORY SCREENING
Vision * * * *x ok * *x x X K * * o (] (] ° * (] * ° * ° * * ° * *x o * *x X
Hearing (] * * *x ok * b O S ¢ * * * * (] (] ° * (] * ° * *x *x ok *x % * *x %
DEVELOPMENTAL/BEHAVIORAL ASSESSMENT
Developmental screening” ° ° °
Autism screening’ ° °
Developmental surveillance” () () () () () ° ) () () ° () () ° () ° ° ° ° ° ° () ° ° ° () () ° °
Psychosocial/behavioral assessment [ o [ o o o ° o o ° ° ° ° ° . ° . ° ° ° ° ° ° . ° . ° ° ° ° °
Alcohol and drug use assessment b A ¢ * * * ok *x K * *x K
PHYSICAL EXAMINATION' [} ° [} ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° °
PROCEDURES"
Newborn metabolic/hemoglobin screening' °
Immunization™ ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° ° °

Hematocrit or hemoglobin®



Recommended Ages for Administration of Currently Licensed
Childhood Vaccines

This schedule indicates the recommended age for routine administration of currently licensed childhood vaccinations. Some
combination vaccines are available and may be used whenever administration for all components of the vaccine is indicated.
Providers should consult the manufacturers’ package insert for detailed recommendations.

Vaccine Age
Birth 1 mo. 2 mos. 4 mos. 6 mos. 12 mos. 15 mos. 18 mos. 4-6 yrs. 11-12 yrs. 14-16 yrs.
Hepatitis B1** Hep B-1 Hep B-3 f
Hep B-2
Diphtheria and Tetanus DTaP DTaP DTaP DTaP DTaP Td
R Or DTP Or DTP Or DTP Or DTP Or DTP
toxids and acellular
Pertussis®
Haemophilus Influenzae Hib Hib Hib Hib
Type b°
Polio\/irus6 Polio® Polio Polio Polio
Measles, Mumps, MMR MMR or MMR
Rubella’
Varicella virus® Var -:

Vaccines are listed under the routinely recommended ages.
Shaded areas indicate the range of acceptable ages for vaccination.
Solid black areas indicate catch-up vaccination.

'Hepatitis B vaccine is recommended for children 11-12 years of age who have not been previously vaccinated.

?Infants born to hepatitis B surface antigen (HbsAg)-negative mothers should receive 2.5 (g of Merck vaccine (Recombivax
HB®) or 10(g of SmithKline Beecham (SB) vaccine (Engerix-B®). The 2™ dose should be administered at least 1 month after the
first dose.

Infants born to HbsAg-positive mothers should receive 0.5 ml Hepatitis B immune Globulin (HBIG) within 12 hours of birth and
either 5 (g of Merck vaccine (Recombivax HB®) or 10 (g of SB vaccine (Engerix-B®) at a separate site. The 2" dose of vaccine is
recommended at 1-2 months of age and the 3" does at 6 months of age.
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Appendix B
Private Pay Agreement

EXAMPLE FORM

PRIVATE PAY AGREEMENT

| understand (Provider Name) IS accepting me,

(Member Name), as private pay patient for the period of

, and I will be responsible for paying for any services I receive.

The provider will not file a claim to Medicaid for services provided to me.

Patient Signature



Appendix C

Form 3087 and HEALTHfirst ID Cards



Appendix C
Form 3087 and HEALTHfirst ID Cards

Front of 3087 ID Form

P.O, BOE 1482030 S52-4 % RDEQ OL=0000
AUSTIN, TEXAS 28TL4=9030 Texas Health and Human Services Commissson
RETURM SERWKE REQUESTED MEDICAID IDENTIFICATION
00 MOT SERD CLANS TO THE ABOVE ADDRESS IDENTIFICACION DE MEDICAID
Tk Aer BN W |F |o3 |Lemhe GOUD TRROUEH:
5IHE90CAME | ALOCEE 45|02 | 123455799 |VALIDA HASTA JULY 31, 2007
952-K  LZ1456TED 45 D2 g707TiIl m— TS R A R —
JOHN DOE Sour HeothiPan ([l Vour Choce
741 GOLF [ROMS
COOLSYILLED T4 78703
ANYONME LISTED BELOW CADA PERSOAA NOMBRADA ABAID

CAMN GET MEDICAID SERVICES
fou are anmolled in the STAR Program. Your bealth plan’s nama
arvd tedephams numbar Arae listed under your mame. You have a
Primary Care Provider (PC®). Call your healih plan far your
PCP's mamse,
IT yais sein & Feminder under your name. please call your PCP ar
dentist bo scheduile & chackip. [ you do not see a reminder and
are 2 or older, you can get a medical checkup from your PCP
omce a year, You can @sa uke the STAR Program 1o get the
hemalth care that you mesd.
Questions about the STAR Program?

Plnasa call 1-B00-964-2777 for help. READ BACK OF THIS
DRM!

PUEDE RECIBIR SERVICIDS DE WMEDCAID
Usted asth nsciio pn el Programa STAR. El nombre y e eéfono de
su plan oe salud aparecsn debajo de su nombes, Usled ene un
Froveedn da Cukdado Primanio (PCP) Liams al plan de saisd pors
averigusr & norebee de s PCP
5 bajn au nmhea hay ina nohicackin, fame a su PGP o dentista
nara Facer una ok para un chesgqueso. Somo hay una nolificacidn ¥
uhed tere 71 Alcs oF MAs, pUedn NACRMRE UN Chagues madio con
=z PCP una var por aro. Tambidn pusde iBar ol Progiama STAR
nara recibir los servicios médicos gue nscesia,
iTiene pregunias sobre @l Programa STAR?

Por tewaor, lema &l 1-800-964-27T7 para conseguir ayuda.
{LEA EL DORSO DE LA FORMA!

DATL

Ll OF BFTH

ELEARLITY

"o [

TE543ZLEE JOHH DOE
THSTEFS MEDICAL AMD DENTAL CMECK-UF DUE / MECESITA Su
| BEST

Od=30=1990

K 04=-30-2003 P

EXAMEM MEDICD Y DEWTAL DE THSTEPS
PCA MAME OH OTHEH

H you have Medicare, effective January 1, 2006, you
are sligible far Medicans Rx amd your Madbcasd
| prascription dnsg coverage will be limited,

Si e Madicars, a partir del 1° de enera de 2008, usted Penara
las reqguisdos de Medcar Bx oy se lrlard @) cobais de
R icAmEnioG recetados or Medcad.

Form H38ET-8Tilanusan: 2006



Back of 3087 ID Form

PO THE CLIERT. About your Medizcasd 10 Ferm

This s yaur form. & new

form will ke malled 2 you ssch menlh Teke your mosl recenl Medicakd
KHantficalion form wiEh you when pou vieE your docion o recelse Bervices

trom any of your aelth cere providane. This [orm Bedps haaih <

pravidem Lnow which servicas you cen eeeive

¥ pzoo receiva @ ller from HHEC sisting st the Meticasd progeam will
nod pay for certin hesllh serslz e pou provider hinks pou faed, e
batter will el pou azaut pour righl to ik 1o @ 1en hearing 1o agseal 1he

denkal <l ®
whare pou can

£ 10 request o heating.

vicad. The letter will el you who 1o Sall and |l an address

KOTE:. ¥ you accepl Medicaid Sened s (sereicos or mupplas), tha HHEC
ham the Aght b= rezpive parpmant (o those sarvices of supplies from ot
irmurEncs companies gnd other Beble sourcas, o o e amownl pald by

PARA EL CLIEMTE Elormiachs a2l G ke de KerfPickcn da Wadcald

Esli g s I20ma 29 el cedin de Medcald Sa @ esshail pof ooiiea une
ram Pormia 2 |38 Tews 20 de Med e d ada nea Llase o caled b faind

il rec e Comnda Ve

| docize o rec bo wrebcics e uso de ace
posselond Se FESCOn Pidice Eils Cife spoch @ (S0 oesed on
S0 Ml CE e cud e Fivicos puade soikr usied

B orecte uro Caite < b Commds S Sl y Seec

# o e | HREZO)

InSicande que el pegme Medcs d i Sl ik ceaies seric o da salod gue
U prrepadhs crae U usles! o B, 8 carts b 2 scled sy deracho da el
Ul stk rpraichal pee apake’ B regecsn e sersic om L cailla e

indisa
el urm aadnc s

HOTA & acepts Benaloics 20 Medisakl [sas cies ¢ anlled

o geshs debe Rarras v leedil b Siesc Be a St s posle saibi maie

L b HHEEC Saim

el S rec Ll g R e s i s © BrBCoan S0 ol Corpe s e
U ¥ o Sl Tosas esporeetks, lasle b suTe gue oeg s Melca d

Medizaxd.
Gt Answars o Your O Meciba i s gty
Gz lion Cantact Phons g _nls Conftadie 1 abilcies
LA guln posds EFe Sl
Who can | cel fer help finding MECEE i de e poe encchle’ o
af contaciing & doctor, dentml
case mansger or olhar Texas Hasllth Steps 1T BT T Paseirs Sarers de Tases BT ERNERLNT
MeSicas providar lor samasag U o pioveadad 2 Ml o
X yeais old of yousgesT i guen Gue Base 20 alki o
i 2
Wbz can | call 12 find ol L’:T::';::;r:':‘_':lu.
which sarices e pald by Eatewide Medcald Lirema Esbatal e Sy a .
Wesicad or @ | ged @ Bl irem & |Heisling -y [ NAERCA i 1 R A - NI -
Wedias prosisa cuants de on pseadsl de
Hedisaal?
Whe can help me get 1o my Lo ==1=1] LUCEs e pusde breEr @ oml .
Wesiras provisar? PT T ———T— ATF-EE-RY T A Y pe TSP My HTF -y
Who can helpme H | have L0k P pusde ayudar sl
gquastiom o problema wilh my |STARLINE, Medizsid Ieng o paaguslas & roldarmes oos
heaih pan, o my Pricmary Care |Masaged Cara UL LB ] ol pan e aslud o c08 ml docker | STARMLIRE T-EEE-LEE.EGEY
Case Mamigsman! (FCON) Helgdim da Morasy Camn Case
deszloit Wa-agjeira-liPCLM
Véhs af | £all absiil hisplag |21 Iefmaicn 20t e g;“::‘;‘l‘: P |2 inbeimzn g B R
7 - g
mry Wedceid Cenedia aral Mefairal DT T8 e e P ——— & Herviziaa ETR 41 TE0N
H I e recateing help paying -
o medizal bils and | e R Sy rachen gl s v Cismcta s Clinnn
Infermatinn abeul my Mesealy |50 - L TR [RRGS S SRR Ar o Teaus Mad zas LR T
o Helgdim R wafl b
edy Pregran spead dasn o Pl i I
gain, whe can | call? b
L8 guldn e sans Slormmcss | Liraa Diecha &
Who can | cell o lind oul stowt |Capartment of &ging SONE FRSCKN 8N USE Cio petE | Desschos Sel Chants dal
nursing home care. sdull doy wred Diwsabdl ey toSviisciant Cubdeds Sa Lowrtmanto e
e or other loag-lerm e Esrvicas Consumar - EEutOE Aot le ol $a o oo Hervicon mare A b I
= VeeE and dupga ey Mights Hallee AR s e EReciin e | Mayoss § Persoses
Wigh papaT L
Texan Mescald ;
Whe can 1ol me abcul how my  |Haslthca ""'1.::" - w-ru::"“"" :.‘Ir— u“:_I*_
witrr it urenza allests my Farnershis Thind BB E-TA0T R A IRGRa IORrION Lupirieopiad 10045 TAET
[ i T Senefoice de o Teows Wadzaed
cusd benelila? Faily Rascuicas [t ol ity i
[P walleain wialig
Towhom Sol rapord Madicald  |CHlice ol nspecion 217 LA Guisn m Senunc o o Tacda, M b Fiecala B
FRRLIS, VAR 6. M ki ! A rE e @ alues da Masm it | Gareal e
Wihe can | falk 1o abeul galling  |Haslth Inssmnze Lo quidh halis Sokie dyude | Ll D Y
help & pay my grie Premium Pregmam 14440 E? i g e s de seguine | Piegsre da P de PB4 5 -04ET
irmurencs gramiuma ™ Hallira pleadsy Hegaro da Salad
Whs can | & foH I receres L auin halis sl e =
Eupglemenial Securiy Incema  |Bacial Secwrity LT I-I13 Ewgurided de Ingess & i a0 de w
1221} and | reed to change my  |Adminialralien Eusdaments’ oy recasil Hegaro Socwl
s reaar? CRTISE T sy
LA CuEn Dama B e P
ik “""::;"'I 'r:':" 1 ADO-HEDICARE poagpstas woki el Progreme de | Ht:u”:'“
Tox Prewcrplion Progam? (200 EI-H22T) Hefimie Nx piia Wl Care BB T 2T
rus Hpcaka T
Wi 2an | eill = wwe TOOF lar
¥ F LB Guiln Barrd Eare Ul i P
[ — Texim Malay 13007 25- 1000 FOOY i clie R o udtivad Tacia Rakay T-EUL-FI-2REG
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Members will get a Parkland Community Health Plan Identification (ID) card from us when they are enrolled in
the Parkland HEALTHfirst program. An example of the HEALTHfirst ID card is shown below.

How to read the Parkland HEAL THfirst ID Card

The front of the Parkland ID card shows important information about the member, as well as the name and
phone number of the members Primary Care Provider. The back of the card has additional information, as well

as important phone numbers to call if help is needed.

Check the monthly eligibility list to verify eligibility. Primary Care Providers may also verify eligibility, at the time of

the visit, by calling Member Services 1-888-814-2352.

Card Front:

% Parkland

Parkland Community Health Plan

. TEXAS X¢ STAR
HEALTHJ11ST a0 G AN

Your Heglth Alan @ ¥our Chooe

Attention DoctorHospital—You Must Call
1-888-672-227T For Precertification Or Case Management

MEMBER MAME:

FEDICAID ID: DoE:
EFF. DATE
PCR: PCRTEL:

PCP EFFECTIVE DATE
Carry this card with you and present It at time of serdice.

Card Back:

In a Medical Emargency

1. Go to the nearest haspital or emergency room Immedately.

2. Emergency room personnel Please notity the patient's
Primary Care provider wihin 24 howrs or as s0on a5
posslbie

Far agditienal Infarmation regarding emergency sanioss,
please refer to your Healthfirs? Plan member handbook

Address for Providers to asnd clalms |8:
Parkland Healtharst
Afin: Clalms Cept.
P.0. Bax 550003
Dallas, TX 75338-0005

In case of an emargency, plaass call 311

Member Zerdces f Seniclos para Miemibros: 1-888-672-2277
24 hours £ T days per week | 24 horas del diafslete dias de la 5emana
Parkland Murse Line / Linea de Enfermeras de Parkiand: 1-888-667-TA50
Bilock Wislon of Texas, Inc. Servicas line 7 Linea de Servicios para
Biembros de Block Wislon of Taxas, Inc 1-800-873-8301
Felay Texas TT/TOD: 1-800-T35-2383

MEMBER NOMERE:

RMEDICAID NUM: DCE:
EFFECTIVO
PCR: TELEFOMND DEL PCP:

FECHA DE EFECTIVIDAD EL PCR:
Llave aata tarjeta con usted y preséntsla antes de recibir sarviclos.

En caso de una emergencla medica
. Waya Inmediziaments 3 13 sala de emergenclas o al raspltal mas
CETCAND.
2. Persanal de I3 sala de emergenclas: favar de avisarle al Proves-
dar de Culdado Primario del Pacdents dentro de las 24 horas o o
mi3E pranta posiblie

Fara mas Informacion sobre servicios 02 emengencia, favor de
refermee al Manual para Mi2miproe del Flan de Salud de Parkiand
Health=irst,

Direccian dondes el provestor puade mandar la reclamacion:
Farsland Healthifrst
atn.: Claims Dept
0.0 Box 569005
Ciallas, TX 75356-2105
En caso de una emergencla, por favor llama al 311



TEXAS X STAR

RO GRA N —
Your Heaith Plan B Your Choice

Parkland Community Health Plan

Parkland

HEALTHfirSt

Attention Doctor/Hospital—You Must Call
1-888-672-2277 For Precertification Or Case Management

MEMBER MNAME:

MEDICAID 1D:

EFF. DATE

PCP:

PCP EFFECTIVE DATE: PCP TEL:

Carry this cand with you and present it at time of service. S8l Member

In a Medical Emergency

1. Go tothe nearest hospital or emergency room immediately.

2. Emergency room personnel Please notify the patiert's
Primary Care provider within 24 hours or as soon as
possible.

For additional information regarding emergency services,
please refer to your Heatthfisst Plan member handbook

Mail claims to this address:
TMHP

Attn: Claims Administrator
12365-A Riata Trace Parkway
Austin, TX 78727

In case of an emergency,

please calf 911

Mernber Services / Servicios para Miembros: 1-B88 6722277
24 hours £ 7 days perweek /24 horas del diafsiete dias de la semana

Parkland Murse Line / Linea de Erfermeras de Parkland 1888667 7890

Behavioral Health (MothSTAR) / Salud Mental. 1-888-800-6799
24 hours /7 days perweek / 24 horas del diafsiete dias de la semana

Relay Texas TT/TOD: 1-800-735-2989

MEMBER NOMBRE:
MEDICAID NUM:
EFFECTIVO:

PCP;

FECHA DE EFECTIWIDAD EL PCP: TELEFONO DEL PCP:

Lleve esta tarjeta con usted y preséntela antes de recibir servicios.

En caso de una emergencia médica

1. %Wayainmediatarnente a lasala de emergencias o al hospital mas
cercang

2. Personal de la sdla de emergencias: favor de avisarle al Provee-
daor de Cuidada Primario del Paciente dentro de las 24 haras o la
rmas pronto posible.

Para mas informacidn sobre servicios de emergencia, favor de
referirse al Manual para Miembros del Plan de Salud de Parkland
HealthFirst.

Envie reclamaciones a este
direccion.

TMHP

Attn: Claims Administrator
12365-A Riata Trace Parlway
Austin, TX 78727

Encaso de una emerngencia,

por favor flarma al 911
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PERMISSION TO RELEASE CONFIDENTIAL INFORMATION

PATIENT NAME

| give permission to () and/or (), and/or the following person/agency/group:

Provider/Agency/GroupAddressCityState ZIP

To give information and records regarding my treatment, medical and/or behavioral health condition to the following professional
person/agency, physician and/or facility:

Provider/Agency/GroupAddressCityState ZIP
Information to be released or exchanged includes (check all that apply):
_____ History and physical

Discharge and Summary

Behavioral Health Treatment Records
__ LabReports

Physical Health Treatment Records

Medication Records
_____Information on HIV /STD Treatment
_____ Other
The reason for this release is:

Diagnosis and Treatment

Coordination of Care

Insurance Payment Purposes

Other (specify)




PERMISSION TO RELEASE CONFIDENTIAL INFORMATION

I understand that my health and behavioral health records are protected from being shared under Federal and
state laws. | may change this permission. This permission is valid until changed or sixty (60) days after | have
completed treatment, whichever is sooner. Once I revoke this permission, no information can be released
except as allowed by law. A file copy is as good as the original.

This authorization was explained to me and | signed it of my own free will on:

The day of , 20

Signature of Client Signature of Witness

Signature of Parent/Guardian, or Authorized Representative if Required

The person signing this authorization is entitled to a copy.

TO PERSON RECEIVING THE CONFIDENTIAL INFORMATION:
PROHIBITION ON REDISCLOSURE

NOTICE OF CLIENT’S REFUSAL TO RELEASE INFORMATION:

I have reviewed the above release of information form. I refuse to authorize release of health and behavioral health
information to mental health or alcohol or drug abuse treatment providers or physical health providers.

Signed this day of , 20

Signature of Client Signature of Witness

Signature of Parent/Guardian, or Authorized Representative if Required
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Texas Referral/Authorization Form

Please fill out form completely in blue or black ink. Refer to instruction sheet.

This referral does not guarantee payment. Please contact health plan to verify member eligibility and covered benefits.

O CHIP OEPO OHMO OPCCM OPOS OPPO OW/C OOTHER

HEALTH PLAN NAME: DATE / /
Health Plan Fax# ( )
PATIENT INFO.
Patient name
LAST FIRST MIL.

DOB / / Sex MO FO Phone # ( )

Member ID # Member Social Sec. # - -
OPTIONAL

REFERRED BY

Physician name

LAST FIRST M.I.
Provider # O PCP O SCP O HOSPITAL
Fax # ( )
Contact name Phone # ( )
REFERRED TO
Provider name

LAST FIRST M.I.
Specialty type Provider/Facility #
Fax # ( ) Phone # ( )
Provider City , Texas

REFERRED TO LOCATION

O Office O Outpatient facility*** O Inpatient O 23 Hour observation
***Note for outpatient facility, List CPT4 at right
O ER/Post Stabilization 0 Other Date of service / /

Facility name

Facility # * * Required for ER/UCC, Therapy and Outpatient services.

COMMENTS/CLINICAL HISTORY

Clinical information attached: OY/N O # of pages
PHYSICIAN SIGNATURE-

The information contained in this form is privileged and confidential and is only for the use of the individual or
entities named on this form. If the reader of this form is not the intended recipient or the employee or agent
responsible to deliver it to the intended recipient, the reader is hereby notified that any dissemination, distribution, or
copying of this communication is strictly prohibited If this communication has been received in error, the reader shall
notify sender immediately and shall destroy all information received.

HEALTH SERVICES RESPONSE

O Approved as requested Authorization #
Expiration date / /
Days authorized

O ROUTINE 0O URGENT
O EMERGENCY

O OUT OF NETWORK

O REVISED REFERRAL
O NOTIEICATION-ONLY
Requested
Start date __ / /
Requested

End date / /

ICD-9/DSM4/Diagnosis

Scope of referral

O Consultation

O Diagnostic Testing

O Follow-up
Number of visits

SPECIFIC SERVICES REQUESTED**

**Refer to specific plan instructions.
Certification/authorization guidelines must
be followed.

Behavioral Health
Dialysis
DME/Prosthesis/Supplies
Case Mgmt.

Health Educ.

Home Care
Injections and IV Therapy
Maternity Services:

OooO0 O O0oO0

EDC
O Vaginal O C-Section

Lab/Pathology
Radiology/ Imaging

Therapy: indicate # of visits

Ooo

O Physical 0O Cardiac Rehab
O Speech 0O Occupational
Visits/Week

O Surgery (CPT4 code)
O Assistant Surgeon
TO AUTHORIZE ONLY (OR OTHER) SPECIFIC

SERVICES, INCLUDE CPT4 /MEDICAID LOCAL OR
HCPCS CODES HERE.

O Medical Director Review O Pending Info. O No referral needed O Denied O Approved with modification

NOTES Signature

Date: /]




Insert TP-1, TP-2 & DME
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Appendix F

Prenatal Guidelines for Normal Pregnancy
Based on ACOG Perinatal Guidelines 5" Edition
FIRST PRENATAL VISIT

Initial prenatal care visit as early in pregnancy as possible. Visit should include:

Initial history, including: current health problems or treatments; drug allergies; surgical history; family history; past pregnancies, if any;
gynecological conditions; sexually transmitted disease; dietary/exercise habits; tobacco, alcohol, and drug use; depression; and domestic
violence.

Physical examination, including: blood pressure; height and weight; head and neck; breasts; heart and lungs; abdomen; extremities; pelvic
examination for size and shape of uterus and adnexal areas, as well as the configuration and capacity of bony pelvis; and assessment for
unexplained injuries.

Initial Prenatal Lab Screening: Perinatal Plans/Education:

e  Pregnancy test, if pregnancy has not been confirmed e  Toxoplasmosis precautions (cats/raw meat)
. Pap smear, unless a normal screening has been . Childbirth classes
reported within the past six months e Notation of fetal activity
. Blood type and D (Rh) type . Physical/sexual activity
e  Antibody screen e  VBAC counseling, if appropriate
. HCT/HGB (CBC) . Nutrition counseling
. Rubella . Environmental/work hazards
e VDRL, GC, Chlamydia e  Travel/seatbelt use
e Urine culture/screen for glucose & protein e Lifestyle, tobacco, alcohol
e HbsAg e  Use of any medications
e  HIV counseling/ screening with consent e  Signs of labor/ danger signals requiring immediate physician
e  Special testing for high risk groups, sickle cell/CF notification

ANTEPARTUM CARE

The frequency of subsequent antepartum office visits is determined by the individual needs of the woman and the assessment of her risks,
according to ACOG guidelines. For an uncomplicated pregnancy, the ACOG guidelines suggest the following frequency of office visits:

e Monthly office visits from the initial prenatal visit until 29 weeks of pregnancy
e  Office visits every two to three weeks from 29 weeks to 36 weeks of pregnancy
e Weekly office visits from 36 weeks until delivery

Subsequent Office PrenatalPlans/Education: 8-18 Week Labs: 24-28 Week Labs: 32-36 Week Labs:
Visits Should Include: # Anesthesia # Ultrasound if indicated (When indicated) + Hematocrit
+BP +Breast or bottle feeding + MSAFP/ Multiple +HCT/HGB (CBC) +Ultrasound if indicated
+Weight #Select PCP for newborn Markers #Diabetes Screen +VDRL
# Urine for sugar and +Newborn car seat ¢ Amnio/CVS ¢GTT (if screen +Group B Strep Screen at

albumin +Tubal sterilization Karyotype abnormal 35-37 weeks or antibiotic
+Fundal height #Circumcision Amniotic Fluid +D (Rh) Antibody prophylaxis at delivery
+Fetal heart tones + Limitations or restrictions (AFP) if indicated Screen

Beginning at 10-12 e Prenatal Classes, Lamaze D Immune Globulin

weeks by doppler (RhIG) Given at 28

weeks

Note: Women whose GBS culture results are unknown at the time of delivery should be
managed according to a risk-based approach; delivery at <37 weeks, duration of
membrane rupture >18 hours, or temp >100.4.

POSTPARTUM CARE

Prior to Discharge: Physicians should encourage an appointment for postpartum exam within 42 days after delivery for a woman having a
routine uncomplicated delivery. Pospartum Plans/educations should include:

. Method of birth control

e Limitations and restrictions

e  Assessment for postpartum depression

Parkland Community Health Plan follows the guidelines of the American College of Obstetrics and Gynecologists (ACOG) for low-
risk, uncomplicated pregnancy. This is not intended as a substitute for medical judgment. Each prenatal care plan should be
individualized. (Developed January 2004)
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Appendix G
Treatment of Group A Streptococcal Pharyngitis

Based on Centers for Disease Control and Prevention recommendations

RATIONALE:

Acute diagnosis and treatment of Group A Streptococcal Pharyngitis is important, as it may prevent Acute Rheumatic
Fever and suppurative complications, may lead to more rapid recovery and helps limit the transmission of iliness. In
order to avoid antibiotic resistance the Centers for Disease Control and Prevention and the American Academy of
Pediatrics recommend treatment of only proven Group A Strep infections.
GOALS

e To ensure the accurate diagnosis of Group A Streptococcal Pharyngitis through rapid test or culture prior to prescribing

antibiotics
e To establish treatment guidelines for the management of Group A Streptocococcal Pharyngitis
e To reduce the use of antibiotic therapy in non-Group A Streptococcal infections.

Background Treatment Plan/Education
Among the pediatric population, most sore throats are e Antimicrobial therapy should not be given to anyone with
caused by viral agents; only about 15% are caused by pharyngitis in the absence of diagnosed Group A
Group A Beta Hemolytic Streptococcus (S. Pyogenes). Streptococcal or other bacterial infection.
The disease is especially rare among children less than 3 e Treatment pending culture results is discouraged for
years old. Among adults, most sore throats are viral as several reasons, but if initiated, antibiotics should be
well. Even among those who exhibit the classic discarded if cultures are negative. Discourage the patient
symptoms of a sudden onset of sore throat, fever, from “saving” antibiotics.
headache and tender, enlarged nodes, Strep is the e Patient education regarding the appropriate use of
causative agent in only about 50% of the cases. antibiotics is critical during these times of emerging
antibiotic resistance. Patient education materials are
Clinical Findings available from the CDC at www.cdc.gov
e Initial history, including: sore throat, fever, e If an antibiotic is prescribed, Penicillin is the drug of choice
headache due to its efficacy, safety, relatively low spectrum and low
e Physical examination, including: tender, cost.
enlarged cervical nodes » Treat older children and adults with Penicillin VK 500
e Clinical findings alone do not adequately mg BID x 10 days
distinguish Strep vs. Non-Strep pharyngitis BUT »  For younger children, treat with Penicillin VK 25-50
prominent rhinorrhea, cough, hoarseness, mg/k/d divided q 6 — 8 hours.
conjunctivitis, anterior stomatiitis or diarrhea eMay use Amoxicillin 40 mg/k/d divided g 8 hours. It is more
suggest a VIRAL etiology palatable and comparable in cost. It has a broader spectrum
with a greater selective pressure for the development of
Testing resistance.
e Testing should be performed on patients eFor patients allergic to Penicillin: Erythromycin can be used
suspected of having Group A Strep infection in although some areas have reported resistance to the
order to confirm diagnosis macrolides. Dosing for children is 30-50 mg/k/d divided gq 8
e Athroat culture, or a rapid antigen test with a hours and for adults is 250-500 mg g 8 hours.
back up throat culture for those patients with Note: NO group A step are resistant to penicillin. Treatment is 90%
suspected false negative rapid tests, should be effective at elimination of strep and may be higher in the prevention
performed on both tonsillar surfaces or fossae, of acute rheumatic fever (ARF). Carriers are at very low risk for both
and the posterior pharynx ARF and spreading infection.

Streptococcosis
Group A Beta Hemolytic Streptococcus (S. Pyogenes) can present in children less than five years old with low-grade fever,

generalized lymphadenopathy and coryza with crusting below nares with little or no evidence of phyaryngitis.
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Appendix H:

Preventive Health for Infants and Children (Birth through 9 Years)
Based on THSteps

INFANCY/EARLY CHILDHOOD

MIDDLE CHILDHOOD

KEY

Weeks Months Years
Age 1 Inpatient 2‘4‘6‘9‘12‘15‘18 2‘3‘4‘5‘6‘
History
Family ~
Neonatal -
Physical, Mental Health,
Developmental ~ ~ ~ ~ ~ ~ ~ ~ ]~~~ ~ ~

Required, unless medically contraindicated or
against parental religious beliefs.

Physical Examination 2

FOOTNOTES
1. If a child comes under care for the first time at any point on the schedule or if

Measurements

lany procedures are not accomplished at the appropriate age, the client must

Height/Weight/BMI

be brought up to date as soon as possible.
2. A complete unclothed physical exam is required at each checkup. Older
children are to be appropriately draped.

Head Circumference

3. In areas of low prevalence, administer the TB questionnaire annually
beginning at 1 year. In areas of high prevalence, administer the TB skin test at

B/P

one year and once between 4 years through 6 years. Administer the TB
questionnaire annually beginning at age 2 and thereafter at other visits.

Nutrition

4. Clients are not to be referred to a laboratory for completion of service. All
blood specimens are to be submitted to the TDH clinical chemistry lab for

Developmental

analysis.
. Newborn screening (hereditary/metabolic testing hypothyroidism, PKU,

Mental Health

galactosemia, sickle Hgb, CAH]) is required by Texas law before hospital

Sensory Screening

ischarge and again between 1 and 2 weeks old. Date and results of second
newborn screening are to be documented. Patients are not to be referred to

Vision Screening

the local health department for testing.

Hearing Screening

6. Hgb and Hct, done at a WIC clinic or in a provider’s office, is acceptable
within one month if date and value are documented.

Tuberculin Screening 3

7. Mandatory blood screens at 12 and 24 months. Questionnaire acceptable
at other visits. Refer to “Lead Screening” in Appendix D of the Texas Medicaid

4
Laboratory

Provider Procedures Manual - Texas Health Steps.
8. If Hgb type has been performed previously and results are documented in

Newborn Hereditary 5
Metabolic Testing

chart, it does not need to be repeated. Hgb type also is part of the newborn
screening.
9. Screen for risks of increased levels of cholesterol (no formal questionnaire

Hgb or Hct 6

provided by THSteps).

Lead Screening

10.Clients are not to be referred to the local health department for
immunization. Vaccines must be obtained from the Texas Vaccines for

Hemoglobin Type 8

Children Program at TDH. TDH requires that immunizations be administered at
the time of the checkup. See “Section 4" Immunizations Overview, for

Cholesterol 9

lexclusions from immunizations.

10
Immunizations

11.Dental referrals are required for all patients beginning at age 1. Patients are
eligible for preventive dental checkups every 6 months thereafter.
12.Counseling/anticipatory guidance is a required integral part of each visit and

Dental Referral 11

must be face to face with the child’s parent or guardian.

Anticipatory Guidance 1




Preventive Health for Adolescents (10 through 20 Years)

The columns across the top of the schedule indicate the age a client is periodically eligible for a medical checkup. The first column on the left of the chart identifies each procedure that must be performed at each appropriate age.

Age : CHILDHOOD ADOLESENCE
10 111 |12 |13 |14 | 15|16 | 17 | 18 | 19 | 20
History
Family
Physical,

Mental Health,
Developmental

Behavioral Risks 2

Physical
Examination

Measurements

Height/Weight/BMI

B/P

Nutrition

Mental Health
Assessment

Sensory Screening

Vision Screening

Hearing Screening

Tuberculin
Screening

Laboratory

Hgb or Hct s

Hemoglobin Type s

7

STD Screening

Pap Smear

Cholesterol s

Immunizations o

Dental Referral 10

Anticipatory Guidance 11

KEY

~Required, unless medically contraindicated or against parental religious beliefs.
Required as above, unless already provided on a previous checkup at the required age and documented
on the health record with the date of service.
If patient responses on risk assessment questionnaires or other screening show a risk factor, further
screening is required. Refer to footnotes for more information on items marked

FOOTNOTES

1. If a child comes under care for the first time at any point on the schedule or if any procedures are not
accomplished at the appropriate age, the client must be brought up to date as soon as possible.

2. Screening for adolescent lifestyle risk factors is to include eating disorders, sexual activity, alcohol,
(and other drug use), tobacco use, school performance, depressions, and risk of suicide.

3. A complete unclothed physical exam is required at each visit with client appropriately draped.

4. In areas of low prevalence, administer the tuberculin questionnaire annually beginning at 1 year. In
areas of high prevalence, administer the skin test between 11 years through 16 years; administer the
questionnaire annually at other visits.

5. Hgb and Hct, (if pregnant or breast feeding) done at a WIC clinic is acceptable within one month if date
and value are documented.

6. If Hgb type has been performed and results previously documented in patient’s chart, it does not need
to be repeated. (Hgb type is part of the newborn screening.)

7. For sexually active or high-risk adolescents, screening is to include, Pap smears for cervical cancer,
evaluation for genital warts, cultures for gonorrhea and chlamydia, and blood test for syphilis and HIV.
While all adolescents should be screened for the risk of HIV infection, actual testing is voluntary and
requires the consent of client. Refer to Section 5 of the Texas Medicaid Provider Procedures Manual -
Texas Health Steps for more information on HIV screening and to the Adolescent Screening section for
information concerning STD.

8. Screen for risks of increased levels of cholesterol (no formal questionnaire provided by THSteps).

9. Clients are not to be referred to the local health department for immunization. Vaccines must be
obtained from the Texas Vaccines for Children Program at TDH. Refer to the Texas Medicaid Provider
Procedures Manual - Texas Health Steps for information for vaccines for 19 through 20 years of age. TDH
requires that immunizations be administered at the time of the checkup. See “Section 4" Immunizations
Overview, for exclusions from immunizations.

10.Dental referrals are required for all patients. Patients are eligible for preventive dental checkups
every 6 months.
11.Counseling/anticipatory guidance is a required integral part of each checkup and must be face-to-
face. For adolescents, health guidance should include parenting, development, diet, physical activity,
healthy lifestyles and injury prevention, including information concerning high-risk behavior identified
during the checkup. See Section 2 of the Texas Medicaid Provider Procedures Manual - Texas Health Steps
for

further information.
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Attention-Deficit/ Hyperactivity Disorder (ADHD

RATIONALE:

Children naturally show inattention, impulsivity, distractibility and hyperactivity at certain times. True ADHD symptoms
present more severely and frequently in effected children than in children of the same age or developmental level. The
degree of these symptoms significantly impairs/disrupts academics, peer relationships, family dynamics and social
activities. ADHD must begin before age 7 and it can continue into adulthood. ADHD occurs in 3-5% of school age
children. ADHD runs in families with about 25% of biological parents having this neurobehavioral condition.
GOALS

e To ensure proper diagnosis and treatment of ADHD

e To address differential diagnoses and co-existing concerns related to ADHD

Presenting Symptoms Differential Diagnosis
1. Difficulty Focusing/paying attention 1. Sudden life changing event
2. Easily distracted 2. Seizure disorder
3. Unabile to sit still 3. Middle ear disease
4. Talks excessively 4. Underachieving because of learning disability
5. Trouble obeying multiple step commands 5. Anxiety/depression
6. Always “on the go” 6. Medical disorder affecting brain functioning
7. Poor organization (loses school supplies, 7. Medication side effect
forgets to turn in homework, etc.)
8. Does not finish tasks Note: All that is inattentive/fidgets is not ADHD
9. Fidgets
10. Impatience
11. Disrupted peer relationships
Assessment of Symptoms Co-Existing Psychiatric Concerns
1. Blood Chemistries (Complete Metabolic Profile,
CBC w/ EKG-baseline) 1. Low self-esteem
2. History-DX made after thoughtful, detailed 2. Depression
history from parent/guardian/primary caregiver 3. Anxiety
regarding above-mentioned symptoms. 4. Conduct issues
Symptoms must be present in more than one 5. Substance abuse
setting such as school. The symptoms must 6. Active physical/sexual abuse
also manifest at home, church, or in other 7. Risky, dangerous behavior (self harm, aggression toward

organized social activities. others)
3. Standardized Evaluation Forms (behavior rating
scales)-should also be used to support the
diagnosis. These scales can be completed by
parents, teachers, coaches, etc. A child who
“keeps it together” in the office of a clinician
should not be assumed to be free of a DX of
ADHD.
e Medication has clearly demonstrated an ability to improve attention, focus, goal directed behavior
Methylphenidate and amphetamine preparations and non-stimulant: atomexetine. Others such as guanfacine,
clonidine and some other antidepressants may also be helpful.

e Non medication treatments should ALWAYS be considered. These treatments consist of social skills training,
parent education, modifications to child’s education program, behavioral therapy, cognitive therapy, activity
recreational therapy, and supportive psychotherapy.

Rahul Mehra, MD, Board Certified Child and Adolescent Psychiatry, 2004 (For Comprehensive Behavioral Care, Inc.)
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Management of Urinary Tract Infections in Pediatric Patients
Based on PHHS Clinical Practice Guideline

RATIONALE:

UTI in young children and infants causes fewer recognizable signs and symptoms other than fever but has a higher potential for
renal damage than in older children. UTI should be considered in infants and young children, 2 months to 2 years with
unexplained fever.

GOAL: To prevent chronic renal failure and hypertension

Clinical Findings Testing

e  Foul smelling urine e Bagged urine culture specimen is unacceptable for

e Crying on urination diagnosis of UTI.

o Fever ¢ Negative urinalysis does not rule out UTI

e >2 years of age symptoms include altered voiding pattern, e  Suprapubic aspiration or transurethral catheterization to
dysuria, urgency, frequency or hesitancy. Also nonspecific obtain urine culture is essential to diagnosis.

symptoms of vomiting, irritability, diarrhea, failure to thrive.

Management & Treatment

Newborns and infants less than 3-4 months are at high risk for bacteremia and urosepsis. Parenteral antibiotics and
hospitalization is strongly recommended in these cases.

Infants and young children clinically evaluated as being toxic, dehydrated or vomiting or non-compliant should receive
parenteral antimicrobials (IM Ceftriaxone as a single dose if patient is vomiting, followed by 7-10 days of oral antibiotics) and
hospitalization should be considered. Switch to oral antimicrobials when patient is stable and able to tolerate oral nutrition.

Three classes of antimicrobials available: Amoxicillin, Sulfonamides (Trimethoprim-Sulfamethoxazole) and Cephalosporines.
First line therapy in local population, considering resistance patterns identified, is Suprax (Cefixime) 8mg/kg/day for
7-10 days. Pyelonephritis should be treated for 10-14 days.

Therapy should be re-evaluated within 48 hours based on clinical response of patient and sensitivities obtained on culture.
In older children with uncomplicated UTI 3-7 days antibiotic therapy can be given since recurrence rates are (20%) higher
with single dose or <3 day therapy.

Preventive non-medical management should include frequent and complete emptying of bladder, avoiding constipation,
increased fluid intake, acidification of urine and in young toddlers toilet training should be delayed.




Follow-up

Follow-up urine cultures are not routinely recommended if initial sensitivities predict effectiveness and clinical
response of patient is good. Follow-up urine cultures can be done at 3-5 days of therapy if needed and then
schedule imaging studies.

Risk of renal scarring is greatest in infants and children 2 months — 2 years, hence they should be kept on
therapeutic or prophylactic dosages of antibiotics until imaging studies are complete. Patients with encoparesis and
chronic constipation should also be evaluated. Siblings (<5 years) of patients with VUR should also be evaluated.

Ultrasonography should be performed in all children <5-8 years irrespective of sex along with fluoroscopic voiding
cystourethrography. VCUG is preferable initially, even in girls, over nuclear studies, since VCUG defines more
accurately smaller structures and reflux grades. Subsequent studies can be radionucleide scans to visualize scars
and follow-up on VUR. Children with renal scarring and/or Grade 1V or V VUR with or without calyceal dilatation,
intrarenal reflux, frequent breakthrough UTI, complicated UTI, e.g. renal abscess, persistent VUR beyond 9 years
should be referred to urologist/nephrologist. Patients with calyceal dilatation will also need a DTPA furosemide scan
to rule out obstruction. Children with Grade Il or Ill reflux should receive IVP or DMSA scan 4-6 months after
infection to evaluate for renal scars. All children with VUR with or without scars should receive antimicrobial

prophylaxis

All children with urological abnormalities, renal dysfunction/scars, recurrent UTI (even in the absence of structural
defects), dysfunctional voiders should receive prophylaxis. Itis recommended that serial urine cultures be followed
on patients with VUR and breakthrough UTI treated with therapeutic dosages of antibiotics and prophylaxis
continued after the treatment course has been completed. Repeat cystogram and sonogram is recommended yearly
for follow-up of VUR and new scar development. Blood pressure and creatinine should also be measured at least
annually in these patients.

Prophylactic antibiotics in children with UTI can be chosen from the following: TMP with SMX in <3 months at a
dosage of 1-2 mg/kg/day up to 40 mg of TMP component as a single bedtime dose, Nitrofurantoin in <1 month of
age at 1-2 mg/kg/day up to 50 mg as a single dose, Amoxicillin 10mg/kg/day g hs, Cephalexin 10mg/kg/day g hs. In
the first year of life prophylaxis should be given BID. Sulfisoxazole at 10-20 mg/kg BID and TMP at 1-2 mg/kg/day
can also be used.

Prophylaxis should be discontinued in patients 0-6 months of age with a normal wok-up and uncomplicated infection
(close surveillance recommended), until resolution of the urinary tract abnormality, renal scarring and resolution of
the symptoms of dysfunctional voiding followed by close surveillance.
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Severity Level

Appendix K

Adult Asthma Management Recommendations

Daytime
Symptoms

Night sxs

Lung Function

Long-term Control
Medications (see attached
formulary guidelines).

Quick Relief
(see attached
formulary guidelines)

Education

Note: All patients on long-term control must have quick relief medication.

Step 1: Mild sxs < 2 X’siwk <2 x’s/mo FEV, or PEF None needed Short-acting . basic asthma facts
Intermittent > 80% predicted bronchodilator: . MDl/spacer technique
no sxs; normal . roles of meds
PEF between . PEF variability . inhaled 8, . self-management plan
exacerbations <20% agonists prn sxs . action plan for acute
exacerbations and
brief (e.g., albuterol) prophylaxis during
o exacerbations viral illnesses
Minimum follow- (few hours — few . environmental control;
up 6 mos. days) avoid trigger exposure
Step 2: Mild sxs > 2 X’s/wk; > 2 x’s/mo . FEV, or PEF Daily anti-inflammatory med: Short-acting Step 1, Plus:
Persistent < 1x/day > 80% predicted N low dose inhaled bronchodilator: o
) o corticosteroid (e.g., . . teach self-monitoring
exacerbations . PEF variability beclomethasone HFA 40 | ® inhaled B, . refer to group
may affect 20 - 30% meg 2-6 puffs/day) agonists prn sxs education if available
activity . review and update self-
o OR (e.g., albuterol) management plan
Minimum follow- . leukotriene modifier
up 3 mos. (Restricted)
Step 3: Moderate daily sxs > 1 xiwk . FEV; or PEF Daily medications: Either: Short-acting Same as Step 2, Plus:
Persistent >60% <80% o med. dose inhaled bronchodilator:
daily use of predicted corticosteroid (e.g., o consider Case
short-acting 32 fluticasone 110 mcg 2-6 3 inhaled B, Management if
agonist . PEF variability puffs/day) agonists prn sxs exacerbations persist
> 30%
exacerbations OR (e.g., albuterol)
affect activity o low — med. dose inhaled
corticosteroid AND
exacerbations > long-acting inhaled B,
2 X’siwk; may agonist (e.g., Advair®
last days 100/50) and/or less
preferable to Advair®:
fluticasone PLUS
leukotriene modifier, or
theophylline.
. The inhaled
- bronchodilator
Minimum follow- combination is the
up 2 mos. preferred choice for
nighttime sxs.
Step 4: Severe continual sxs frequent . FEV, or PEF Daily medications: Short-acting Same as Step 3, Plus:
Persistent o ) < 60% predicted ehigh dose inhaled bronchodilator: o
limited physical corticosteroid (e.g., _ J refer to individual
activity . PEF variability fluticasone 220 mcg > 3 . inhaled R, education/counseling
> 30% puffs/day, restricted to agonists prn sxs and support services
frequent asthma clinic), for additional
exacerbations AND (e.g., albuterol) interventions
. long-acting inhaled 3,
agonist, and/or
leukotriene modifier or
theophylline,
AND, if needed,
. corticosteroid tabs long-
term (2 mg/ kg/day
generally not to exceed
Minimum follow- 60 mg/day). Wean
up 1 mo. ASAP; if unable,
specialist req’d.
Acute Exacerbation of usually well controlled asthma Steroid burst: 40-60 mg/day for 3-10 days
Symptom severity should be assessed by clinical features before treatment Peak flow meter readings should be done on all office visits as part of vital signs.
Step down therapy if well controlled Baseline spirometry is recommended for all patients.
Step up therapy if not well controlled Review spacer technique, adherence and environmental control at all visits
All asthmatics need an annual flu shot




Medications

Drug Class / Drug Streng Usual Dosing DAILY Comparative  Quantity / Day Comments / Restrictions

Name (Brand®) th Dosage Container  Supply
CORTICOSTEROI | ]
D INHALERS
Beclomethasone 40 1-3 puffs q 12 hrs Low 2-6 puffs/day | 100 puffs 17-50 Use for mild persistent
HFA (QVAR®) mcg/puff (7.3 gm) asthma
*Fluticasone 110 2-4 puffs q 12 hrs Low 2 puffs/day 120 puffs 60 Use for moderate
(Flovent 110®) mcg/puff Medium | 2-6 puffs/day | (13 gm) 20-60 persistent asthma
High >6 puffs/day <20
*Fluticasone 220 2-4 puffs q 12 hrs High >3 puffs/day 120 puffs <40 Use for severe persistent
(Flovent 220®) mcg/puff (13 gm) asthma
Restricted — Pulmonary,
Allergy/Asthma

Drug Class/Drug Name Dosing Strength Quantity / Day Comments /

(Brand®) Container Supply Restrictions
ICS + LONG ACTING
BRONCHODILATOR

Fluticatsone/Salmeterol 1 puff bid | 100 mcg Fluticasone / 50 mcg Salmeterol 60 doses 30 Max - 1 puff bid due
*(Advair®) **Unrestricted to potential for
250 mcg Fluticasone / 50 mcg Salmeterol salmeterol overdose.
**Restricted to Chest Medicine Breath activated
500 mcg Fluticasone / 50 mcg Salmeterol device.

**Restricted to Asthma & Chest Medicine

Drug Class / Drug Name Strength & Usual Dosing Quantity / Day Comments / Restrictions
(Brand®) Dosage Form Container Supply
LONG-ACTING 5,
AGONIST
*Salmeterol DPI (Serevent 50 mcg/puff 1 puff q 12 hrs 60 puffs 30 Max-1 puff bid. Patient must
Diskus®) have short B, for acute
symptoms.
Breath activated device.
LEUKOTRIENE MODIFIERS
*Montelukast (Singulair®) 10 mg tabs 10 mg qd (adult) 10 mg — Restricted —
(restricted) Pulmonary, Allergy / Asthma
or ENT
ANTICHOLINERGIC
*|pratropium (Atrovent®) 18 mcg/puff, 2 puffs q 6 hrs 200 puffs 25
500 mcg/2.5 ml (14.7gm)
premix neb. Soln. 25 amps/box
Tiotropium (Spiriva®) 18 mcg/dose 1 puff q 24 hrs 30 doses 30 Restricted to Chest Medicine /
(dry powder (30 caps per Pulmonary attending
capsule dosed via blister card)
handihaler)
SHORT-ACTING 5,
AGONIST
*Albuterol (Ventolin®, 90 mcg/puff, 2 puffs g 4-6 hrs prn 200 puffs 25 All patients need a short B, for
Proventil®) 2 mg/5 ml syrup, (17 gm) acute symptoms.
0.083% premix & 25 amps/box
5 mg/ml neb. soln. 20 ml bottle




Medications (cont.)

NASAL SPRAYS
*Mometasone (Nasonex®) 50 mcg/spray 1-2 sprays q 12 hrs 120 sprays 30-60 First line therapy for treatment
Aqueous (16 gm) of allergic and non-allergic
rhinitis
Pharmacy auto-exchange
Flonase® or Beconase AQ®
to Nasonex®
*|pratropium (Atrovent®) 0.03% nasal 2 sprays g 8-12 hrs 345 sprays 30-45 Indicated for treating rhinitis
Aqueous spray(21 mcg/sp) prn (30 ml) from the common cold
0.06% nasal 2 sprays g 6-8 hrs prn | 165 sprays 10-15
spray(42 mcg/sp) (15 ml)
Drug Class / Drug ‘ Strenth Usual Dosing Drug Class / Drug Strength Usual Dosing
Name (Brand®) Name (Brand®)
ANTIHISTAMINE ANTIHISTAMINES
S (non-sedating)
(sedating)
Hydroxyzine 10, 25 & 50 mg 25-50 mg q 6-8 hrs Cetirizine (Zyrtec®) 10 mg tabs 10 mg qd
(Atarax®) tabs Restricted to

Asthma/Allergy,

Dermatology, ENT,

Chest Medicine /
Pulmonary

Drug Class / Drug

Name (Brand®)

Strength & Dosage Form

Usual Dosing

Holding
Chambers /

Product & Size Availability /

Location

Theophylline
(Slo-Bid®,
Theo-Dur®,
Theo-24®) 5-
15mcg/ml

(range)

Prednisone

12 hr caps (Slo-Bid®):
125 & 200 mg

12 hr tabs: 100, 200, 300
& 450 mg

24 hr caps: 100, 200 &
300 mg

1,5, 10 & 20 mg tabs

g 12-24 hrs

q 12-24 hrs

PFMs
Adult Spacer

Peak Flow
Meter

Aerochamber® Large | Pharmacy ltem — Write

a Prescription

Asthma Check® Respiratory Therapy

Order

Medications labeled * are on the Medicaid Preferred Drug List.
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Severity
Level

Pediatric Asthma Management Recommendations

Daytime
Symptoms

Lung Function

*If able

Appendix L

Long-term Control (see
attached formulary guidelines)

Quick Relief
(see attached formulary
guidelines)

Education

Note: All patients on long-term control must have quick relief medication.

Step 1: Mild sxs £2x's/wk | £2x’s/mo. FEV, or PEF None needed Short-acting basic asthma facts

Intermittent > 80% bronchodilator: . MDl/spacer/nebulizer
no sxs; normal predicted technique
PEF between o inhaled with . roles of meds
exacerbations . PEF spacer, nebulized, . self-management plan

variability or oral 3, agonists . action plan for acute
< 20% prn sxs exacerbations and
brief prophylaxis during viral
exacerbations (e.g., albuterol) illnesses
(few hours — . environmental control;
) few days) avoid trigger exposure

Min follow-

up 6 mos.

Step 2: Mild SXs >2x’s/wk; > 2 x’s/mo. . FEV; or PEF Daily anti-inflammatory medication: Short-acting Step 1, Plus:

Persistent < 1x/day > 80% elow dose inhaled corticosteroid bronchodilator:

predicted (e.g., beclomethasone HFA 40 . teach patient monitoring
exacerbations mcg 2-4 puffs/day) o inhaled with . refer to group education if
may affect . PEF OR spacer, nebulized, available
activity variability or oral 3, agonists . review and update patient
20 - 30% eleukotriene modifier or cromolyn or prn sxs management plan
nedocromil
eUse spacer with face mask or (e.g., albuterol)
nebulizer for inhaled

Min follow-up medications

3 mos.

Step 3: daily sxs > 1 x/wk . FEV; or PEF Daily medications: Either: Short-acting Same as Step 2, Plus:

Moderate >60% <80% | . med dose inhaled bronchodilator:

Persistent daily use of predicted corticosteroid (e.g. . consider Case Mgmt if
short-acting fluticasone 110 mcg 2-4 . inhaled with exacerbations persist
32 agonist . PEF puffs/day) spacer, nebulized,

variability or oral 3, agonists
> 30% OR prn sxs
exacerbations . low — med. dose inhaled
affect activity corticosteroid PLUS long (e.g., albuterol)
. acting inhaled 3, agonist (e.g.,
exacerbations Advair® 100/50 >4yrs)
> 2 X's/wk; and/or less preferable to
may last days Advair®: fluticasone PLUS
leukotriene modifier or
theophylline
Min follow- . Use spacer with face mask
up 2 mos. or nebulizer for inhaled
medications

Step 4: continual sxs frequent . FEV;, or PEF Daily medications: Short-acting Same as Step 3, Plus:

Severe < 60% . high dose inhaled bronchodilator:

Persistent limited predicted corticosteroid with spacer . refer to individual
physical and face mask or by nebulizer . inhaled with education/counseling and
activity . PEF AND spacer, nebulized, support services for

variability ororal [, agonists additional interventions
frequent > 30% . long-acting bronchodilator prn sxs
exacerbations (salmeterol > 4yrs)
AND, if needed, (e.g., albuterol)
. corticosteroid tabs or syrup
long-term (2 mg/ kg/day
generally not to exceed 60

Min follow- mg/day). Wean ASAP; if

up 1 mo. unable, specialist req’d.

Acute Exacerbation of usually well controlled asthma Steroid burst: 1 — 2 mg/kg/day (max 60 mg/day) for 3-10 days

Symptom severity should be assessed by clinical features before treatment Peak flow meter readings should be done on all office visits as part of vital signs.

Step down therapy if well controlled Baseline spirometry is recommended for all patients.

Step up therapy if not well controlled Review spacer technique, adherence and environmental control at all visits

All asthmatics need an annual flu shot

Medications labeled “M” are on the Medicaid Preferred Drug List.



Medications

Drug Class/Drug Strength Usual DAILY Comparative Dosage Quantity / Day Comments /
Name (Brand®) Dosing Container Supply Restrictions
CORTICOSTEROI <12y.o. >12y.0.
D INHALERS
P Beclomethasone 40 mcg/puff | 1-2 puffs | Low 2-4 puffs/day | 2-6 puffs/day | 100 puffs 15-50 Use for mild
HFA (QVAR®) g 12 hrs (7.3 gm) persistent asthma
Triamcinolone 100 2 puffs Low 4-8 puffs/day | 4-10 240 puffs 20-60 Has built-in spacer;
(Azmacort®) mcg/puff g 6-8 hrs puffs/day (20 mg) cannot attach
facemask
Budesonide 200 1 puff Low 1-2 puffs/day | 1-3 puffs/day | 200 puffs 30-200 | Breath activated
(Pulmicort mcg/puff g 12 hrs Medium 2-4 puffs/day | 3-6 puffs/day administration
Turbuhaler®) High >4 puffs/day >6 puffs/day technique; no
spacer; do not use
if <6y.0.
M Flutciasone 44 mcg/puff | 1-3 puffs | Low 2-4 puffs/day | 2-6 puffs/day | 120 puffs 20-60 Use for mild
(Flovent 44 ®) g 12 hrs (13 gm) persistent asthma
(Medicaid)
P, M Fluticasone 110 2-4 puffs | Low 2 puffs/day | 120 puffs 60 Use for moderate
(Flovent 110®) mcg/puff g 12 hrs Medium 2-4 puffs/day | 2-6 puffs/day | (13 gm) 20-60 persistent asthma
High >4 puffs/day >6 puffs/day <20
P, M Fluticasone 220 2-4 puffs | High >2 puffs/day >3 puffs/day | 120 puffs <40 Use for severe
(Flovent 220®) mcg/puff g 12 hrs (23 gm) persistent asthma
Restricted —
Pulmonary, Allergy/
Asthma
CORTICOSTEROI
D NEBULIZED
P, M Budesonide 0.25mg/2ml | One Low 0.25 mg qd FDA 30 Highest
(Pulmicort and treatment or0.5mgqd | approved for | Respules/ recommended
Respules®) 0.5mg/2ml | qd or bid 1-8y.o0. Box dose — 1 mg bid
Medium 0.5mg qd or
0.5 mg bid Note:
Patients over
High 0.5mgbidor | 5y.0. -
1 mg bid consider
spacer with
inhaled
corticosteroid
Plan  Drug Class/Drug | Dosing Strength Quantity/ _Day ~_ Comments/
Name (Brand®) Container  Supply Restrictions
ICS + LONG ACTING
BRONCHODILATOR
P, M | Fluticatsone/Salmeterol | 1 puff bid | Low 100 mcg fluticasone / 50 mcg salmeterol 60 doses 30 Never use more than
(Advair®) (unrestricted) 1 puff bid due to the
P,M Medium 250 mcg fluticasone / 50 mcg salmeterol potential for salmeterol
(restricted to chest medicine for COPD) overdose.
P.M High 500 mcg fluticasone / 50 mcg salmeterol Breath activated; do
(restricted to asthma / chest medicine) not use if <5y.o0.




Medications (cont.)

Drug Class/Drug Name Strength & Dosage Usual to Maximum Quantity/ Comments /Restrictions
(Brand®) Form Dosing Container

LONG-ACTING 32

AGONIST
M Formoterol 12 mcg/capsule 1 aerolized capsule 60 blister pack 30 Max-1 cap bid

(Foradil Aerolizer®) g 12 hrs caps Patient must have short

(32 for acute sxs.

P, M Salmeterol (Serevent 50 mcg/dose 1 puff g 12 hrs 60 doses 30 Max-1 puff bid.

Diskus®) Patient must have short
32 for acute sxs.
Breath activated device;
do notuseif<5y.o0.
LEUKOTRIENE
MODIFIERS
P,M Montelukast (Singulair®) 4 mg tabs 4mgaqd (1-5y.0.) 4 and 5 mg — Restricted
5mg qd (6-14 y.0.) to pedi <14 y.o.
5 mg tabs 10 mg qd (adult) 10 mg — Restricted —
Pulmonary,
10 mg tabs Allergy/Asthma, ENT
CROMOLYN/NEDOCROM
IL
P Cromolyn (Intal®) 10 mg/ml (2 ml) neb. | 1amp q 6 hrs 60 amps/box MDI Auto Switch
soln. MDI: 2 puffs q 6 hrs (Cromolyn 2 puffs gid to
Nedocromil 3 puffs bid)
P Nedocromil (Tilade®) 1.75 mg/puff 2 puffs q 6 hrs 104 puffs (16.2 gm) 13 May also be dosed 3 - 4
puffs bid
ANTICHOLINERGIC
P,M Ipratropium (Atrovent®) 18 mcg/puff, 2 puffs q 6 hrs 200 puffs (14 gm) 25
500 mcg/2.5 mi 25 amps/box
premix neb. soln.
SHORT-ACTING 82
AGONIST
P,M Albuterol (Ventolin®, 90 mea/ouff 2 puffs q 4-6 hrs prn, 200 puffs 25 All patients need a short
Proventil®) g/putt, 0.1 mg/kg po tid (max (17 gm) 132 for acute sxs.
2 mg tid) 25 amps/box
2 mg/5 ml syrup, 20 ml bottle
0.083% premix &
5 mg/ml neb. soln.
Albuterol Sulfate 120 mcg/puff 2 puffs q 4-6 hrs prn 200 puffs (6.7 gm) 25

(Proventil HFA®) (egivalent to 90 mcg

albuterol base)

Pirbuterol (Maxair®) 200 mcg/puff 1-2 puffs q 4-6 hrs prn 300 puffs (25.6 gm) 40

Drug Class/Drug Strength & Dosage Product & Size

Name (Brand®) Form

Holding

‘ Usual Dosing Availability/Location

Chambers/PFMs

Prednisone 1,5, 10 & 20 mg tabs, 1-2 mg/kg/day for Adult Spacer Aerochamber® Pharmacy Item — Write a
5 mg/5 ml oral soln. 3-5 days Large (>4 yrs) Prescription
Pediatric Spacer Aerochamber® Respiratory Therapy
w/Face Mask Medium (1-4 yrs) Order
Infant Spacer w/Face | Aerochamber® Respiratory Therapy
Mask Small (<1yr) Order
Prednisolone 15 mg/5 ml syrup 1-2 mg/kg/day Peak Flow Meter Asthma Check® Respiratory Therapy
(Prelone®) for 3-5 days Order




Plan

Drug Class/Drug Name

Allergy Medications

Strength & Dosage
Form

Usual to Maximum Dosing

Quantity/
Container

Comments /
Restrictions

(Brand®)
NASAL SPRAYS

Beclomethasone
(Beconase AQ®) Aqueous

Budesonide
(Rhinocort AQ®) Aqueous

Fluticasone (Flonase®)
Agueous

Mometasone
(Nasonex®)

Aqueous

Triamcinolone
(Nasocort AQ®) Aqueous

Ipratropium (Atrovent®)
Aqueous

Ipratropium (Atrovent®)
Aqueous

Oxymetazoline (Afrin®)
Aqueous

Normal Saline (Ocean®,

42 mcg/spray

32 mcg/spray

50 mcg/spray

50 mcg/spray

55 mcg/spray
0.03% nasal spray
(21 mcg/spray)

0.06% nasal spray
(42 mcg/spray)

0.05% nasal spray
or drops

0.9% nasal spray or

(per nostril)
1 spray q 12 hrs (6-12 y.0.)
1-2 sprays q 12 hrs (>12 y.0.)

1-2 sprays q 24 hrs (6-12y.0.)
1-4 sprays qd (> 12 y.0.)

1 spray q 24 hrs (4-12 y.0.)
1-2 sprays q 24 hrs (>12 y.0.)

1 spray q 24 hrs (3-12 y.0.)
1-2 sprays q 24 hrs (>12 y.0.)

1 spray q 24 hrs (6-12 y.0.)
1-2 sprays q 24 hrs (>12 y.0.)

2 sprays q 8-12 hrs prn
(>12y.0.)

2 sprays q 6-8 hrs prn
(>12y.0.)

1-2 sprays q8-12 hrs prn X 3
days only (>6 y.0.)

1-2 sprays prn

200 sprays
(25 gm)

120 sprays
(8.6 gm)

120 sprays
(16 gm)

120 sprays
(7 gm)

120 sprays
(15 ml)

345 sprays
(30 ml)

165 sprays
(15 ml)

15 ml

45 ml

Ayr®)

drops

25-50

15-60

30-60

30-60

30-60

30-45

10-15

Auto-exchange to
Nasonex at PHHS

Auto-exchange to
Nasonex at PHHS

1 line therapy for
allergic and non-
allergic rhinitis

Indicated for treating
rhinitis from the
common cold

Drug Class/Drug
Name (Brand®)

ANTIHISTAMINE
S
(sedating)

Chlorpheniramine
(Chlor-Trimeton®)

Diphenhydramine
(Benadryl®)

Hydroxyzine
(Atarax®)

Triprolidine/Pseudo-
ephedrine (Actifed®,
Allerfrin®)

Strength

4 mg tabs

25 mg caps,
12.5 mg/5ml
syrup

10 & 25 mg
tabs, 10mg/5ml
syrup
1.25mg/30mg
per 5 ml syrup,
2.5mg/60mg
tabs,

Usual Dosing

Drug Class/Drug

Name (Brand®)

ANTIHISTAMINES
(non-sedating)

Y2 tab gq4-6 hr P, M* | Cetirizine (Zyrtec®)
(6-12y.0.), (restricted to
1tab g 4-6 hr children at PHHS)
(>12y.0.)
12.5-25mg Fexofenadine
q 6-8 hours (Allegra®)
2 mg/kg/day Fexofenadine/Pseudo-
divided q 6-8 ephedrine(Allegra-D®)
hrs
1.25 ml 3-4x/d M Loratadine (Claritin
(4 mo-2y.0.), Reditabs®)
2.5 ml 3-4x/d
(2-4y.0),
3.75 ml 3-4x/d
(4-6y.0.),
5 ml 4x/day M Loratadine/Pseudo-
(6-12y.0.) ephedrine
1tabq6 hr (Claritin-D®)
(>12y.0.)

Strength

5 mg/5ml
syrup

30 mg
tabs,
60 mg
tabs

60mg /
120 mg

10 mg
reditabs,
1 mg/1ml
syrup

5mg/
120 mg
(12 hour)

Usual Dosing

2.5 mg qd (6-23 mos)*
2.5mg qd — 2.5 mg bid
(12-23 mos)*
2.5-5mgaqd (2-5y.0.),
5-10 mg qd (6-11 y.0.)
30 mg bid (6-11 y.0.)
60 mg bid (>12 y.0.)

1 tablet bid (>12 y.0.)

5mg qd (2-5y.0),
10 mg qd (6-11y.0.)

1 tablet g 12 hours
(>12y.0.)
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Appendix M

Prevention of RSV lliness
Based on American Academy of Pediatrics recommendations

RATIONALE:

Respiratory Syncytial Virus (RSV) is the leading cause of infant hospitalizations and a leading viral cause of deaths in infants.
The use of Palivizumab (Synagis®) for the prevention of RSV in certain infants has been shown to reduce hospitalizations
and reduce morbidity and mortality in at risk infants.
GOALS

e Toincrease the numbers of at risk infants receiving Synagis prophylaxis

e Toincrease the number of Synagis injections during the RSV season

e To reduce hospitalizations in at risk infants due to RSV infection

e To reduce morbidity and mortality in at risk infants due to RSV infection
Background Protocol
RSV season runs concurrently with flu season from Prior to the start of RSV season and ongoing throughout the season:
November through April. A complete series of injections
gﬁgggﬂ'ﬁ%jgﬁ Shfé?c?\f. OIQ?CSS Ztrg:jvfz?ten;c;nrsgl)érfé?nn;ture « PCHP Data Analysts will identify members who may fit the Synagis®

. . - ) criteria.
infants should typically be given the first shot before they - - o
are discharged from the hospital if it is during RSV % A letter will be sent to the PCP of record notifying the PCP that the member

season has been identified as a potential candidate for RSV prophylaxis. The letter
) will include a list of Synagis® providers within the PCHP network to whom

Clinical Indications . the member may be referred.

Infants born at or below 32 weeks of gestation
Patients up to 2years of age who have chronic lung
disease requiring supplemental oxygen,
bronchodilator, diuretic or corticosteroid therapy
within 6 months before the start of RSV season
Congenital abnormalities of the airways

< Members who have been identified by the PCP, but not meeting the listed

criteria, will require prior authorization from the PCHP Medical Director for
reimbursement to be made.

Parents of identified members will receive a letter notifying them that their
child may be a candidate for RSV prophylaxis and instructing them to
contact the child’s PCP for evaluation.

Authorization will extend from October through March and cover injections

e  Severe neuromuscular disease
Children 24 months and younger with
hemodynamically significant cyanotic and acyanotic
congenital heart disease.

¢ Infants between 32-35 weeks gestation if two of the
following risk factors exist:
«+Child care attendance
«»+School-aged siblings
«+Exposure to environmental air pollutants

every 28-30 days, to include no more than six total injections in a single
season.
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Parkland Community Health Plan follows the guidelines of the American Academy of Pediatrics and the
Centers for Disease Control and Prevention. This is not intended as a substitute for medical judgment. Each
patient’s treatment plan should be individualized. (Developed June 2005)








