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CHAPTER 1  

Pulmonary Disorders

OVERVIEW
• DDx of Pulmonary Symptoms
• Acute Bronchitis
• Community Acquired Pneumonia
• COPD
• Lung Cancer Screening
• Asthma
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COUGH
A 58-year-old male presents with a chief complaint of cough. Consider:
• Differential diagnosis
• ABCs
• thorough history and physical

Chief Complaint
COUGH
• Duration? Associated Symptoms?

Differential Diagnosis
• respiratory

 $ infection – upper respiratory 
infection (uri), pneumonia, 
tuberculosis (TB)

 $ Lung inflammation
 $ tumors

 $ Postnasal Drip
 $ Foreign Body

• Cardiovascular – heart failure, aortic aneurysm
• Gastrointestinal – GErD
• medication side effects – ACE-inhibitors

SHORTNESS OF BREATH/DYSPNEA
• Origin (resp, Cardio, heme, etc.)
• Acute? Chronic?

 $ Acute Differentials
• Bronchitis
• Pneumonia
• Anaphylaxis

• myocardial infarction
• heart failure
• Pulmonary Embolism

• tamponade
• Bronchospasm

Differential Diagnosis
• Clues to diagnosis

 $ “Chest tightness”  asthma, cardiac 
ischemia 

 $ “Suffocating”  pulmonary edema

 $ “increased work to breath”  COPD, 
asthma, myopathy

 $ “Air hunger”  hF, PE, asthma, COPD
 $ “Winded” or “breathing heavy”  

deconditioning

A DAY IN CLINICAL PRACTICE

A 52-year-old female presents to your clinic with 6 days of productive cough and congestion. 
She feels “very tired,” and the cough is keeping her up at night. She denies shortness of breath 
and takes no other medications.
• BP 122/74 mm hg
• heart rate 78/min
• respiratory rate 16/min

• Temperature 37.2° C (98.9° F)
• SaO2 98%
• Bmi 25

Based on the patient’s most likely diagnosis, what should be done next?
1. Prescribe ciprofloxacin.
2. Order a chest x-ray with posterior-to-anterior (PA) and lateral views.
3. Administer a prednisone injection.
4. Encourage rest and fluids.
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A DAY IN CLINICAL PRACTICE

joloei/iStock

A 67-year-old patient presents to the clinic 
with 3 days of cough. the patient’s chest 
x-ray report indicates “bilateral pulmonary 
congestion.” What is the nP’s interpretation?

1. heart failure
2. Pneumonia
3. Acute bronchitis
4. Pulmonary embolism

What diagnosis would be suspected if the 
chest x-ray report identified a “left lower lobe 
infiltrate”?

 

COMMUNITY-ACQUIRED PNEUMONIA (CAP)
• Acquired outside of hospital! 
• major cause of morbidity and mortality
• risk factors

 $ Older age
 $ Chronic comorbidities
 $ Viral respiratory infections
 $ impaired airway protection
 $ Smoking, alcohol excess
 $ Environmental factors
 $ toxins, social determinants of health

Evidence-Based Strategy for 
Outpatient Pneumonia Treatment
ATS/IDSA CLINICAL GUIDELINE ON COMMUNITY 
ACQUIRED PNEUMONIA | OCT 2019

A DAY IN CLINICAL PRACTICE

An otherwise healthy 58-year-old has community-acquired pneumonia. he denies shortness of breath.
• BP 126/72 mm hg
• hr 82/min
• rr 18/min

• temp 38.8° C (101.8° F)
• Bmi 23

Should you prescribe an antibiotic?

Before you answer… What does evidence say?

 

You should ALWAYS answer 
exam questions based on one 
of the following.
• Clinical guideline
• Standards of care
• Evidenced based practice
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ATS/IDSA Guidelines for Community-Acquired 
Pneumonia: No Comorbidities
HEALTHY OUTPATIENT ADULTS WITHOUT COMORBIDITIES
• Amoxicillin 1 g three times daily — BESt EViDEnCE!
• Doxycycline 100 mg twice daily — Conditional recommendation; Low-Quality Evidence
• macrolide* (azithromycin, clarithromycin) — Conditional recommendation; mod-

Quality Evidence
*Only if local resistance less than 25%.

CAP in a Patient with Comorbidities
• Comorbidities

 $ COPD
 $ Cirrhosis
 $ Diabetes
 $ Chronic Kidney Disease

 $ Congestive heart Failure
 $ Alcoholism
 $ Asplenia
 $ immunosuppression

 $ Smoking!
 $ Antibiotics in prior 

3 months

A DAY IN CLINICAL PRACTICE

An otherwise healthy 58-year-old has community-acquired pneumonia. he denies shortness 
of breath. 
• BP 126/72 mm hg
• hr 82/min
• rr 18/min

• temp 38.8° C (101.8° F)
• Bmi 23

Which antibiotic will you prescribe? Choose the antibiotic with the best evidence!

A 52-year-old patient with community-acquired pneumonia has a penicillin allergy (hives). 
Which evidence-based alternative could be used? (Select all that apply.)

1. Doxycycline 100 mg twice daily
2. Clarithromycin 500 mg twice daily
3. Cefpodoxime 200 mg twice daily
4. Azithromycin 500 mg on day one, then 250 mg QD
5. Augmentin (amox/clav) 875/125 mg twice daily

A 39-year-old patient was prescribed doxycycline by another provider for CAP 2 days ago. 
She has now developed severe nausea, diarrhea, and dyspepsia. What should the nurse 
practitioner do? (Select all that apply.)

1. Switch to amoxicillin.
2. Stop the doxycycline. 
3. Obtain a stool culture.
4. Advise to take on an empty stomach.
5. Get a chest x-ray.
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	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 
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	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.
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	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.
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	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	A DAY IN CLINICAL PRACTICE COMMUNITY-ACQUIRED PNEUMONIA (CAP)
	Evidence-Based Strategy for 

	

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	ATS/IDSA Guidelines for Community-Acquired Pneumonia
	How long should the patient with CAP be treated with antibiotics?
	Common Antibiotics for CAP

	

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	Pneumonia Prevention: Vaccinations!

	CHRONIC OBSTRUCTIVE PULMONARY DISEASE (COPD)
	2023 Global Initiative for Chronic Obstructive 
	2023 COPD Definition
	Risk Factors

	

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	Differential Diagnosis
	How is COPD confirmed?
	Spirometry
	GOLD “ABE” Therapeutic Strategy

	

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	COPD Therapeutic Strategy
	Beta Agonists
	Inhaled Anticholinergics (Antimuscarinics)

	

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	Combination Agents
	GOLD “ABE” Prescribing Strategy

	

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	COPD Exacerbations

	

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	LUNG CANCER SCREENING
	United States Preventive Services Task Force (USPSTF) 2021 Guidelines

	

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	A DAY IN CLINICAL PRACTICE ASTHMA
	Characteristics
	Suspected Asthma

	

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	Asthma Diagnosis (Age 5 years and older)
	Spirometry – Asthma
	Starting Asthma Treatment Based on Symptom Severity

	

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	Which Guidelines to Follow? (Age 12 years and older)
	Inhaled Asthma Medications

	

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	Asthma Management
	Other Asthma Considerations

	EXAM CHECKLIST
	

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	SUPPLEMENTAL MATERIAL
	GINA Guidelines for Asthma Treatment (Greater Than 12 Years Old)

	

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	CHAPTER 2 
	OVERVIEW
	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
  ANEMIA
	Anemia is NEVER normal!
	Normal Doesn’t Always 
	Classifying Anemia
	How do you know the size of RBCs?

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	How do you know the color of RBCs?
	Anemias are categorized by describing size and color of RBCs
	A DAY IN CLINICAL PRACTICE Reticulocytes

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	Red Cell Distribution Width (RDW)
	Iron Panel
	Another way to think about TIBC
	Peripheral Smear

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	Microcytic Anemias
	Iron Deficiency Anemia (IDA)

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	Which iron is the best supplement to prescribe?
	Thalassemia

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	Comparison of Thalassemia & Iron Deficiency Anemia
	Anemia of Chronic Disease
	Normocytic, Normochromic Anemia: 

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	Underlying disorders that may lead to ACD/AI
	Common Macrocytic Anemias
	B12/Folate Deficiency

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	Etiology of B12/Folate Deficiencies
	Vitamin B12 Management
	Folate Deficiency Management

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  

	THROMBOCYTOPENIA
	Etiology of Thrombocytopenia
	Management

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	Leukocytes

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 
	White Blood Cell Count

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 
	Now let’s look at the WBCs

	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	A DAY IN CLINICAL PRACTICE EXAM CHECKLIST
	

	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	CHAPTER 3 
	OVERVIEW
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
  VERTIGO
	Clinical Features
	Is Vertigo Peripheral or Central?
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Medications for Acute Vertigo
	Consultation/Referral
	Imaging/ER Referral
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	CONCUSSION
	Graduated Return to Play
	Outpatient Management

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	BELL’S PALSY
	Management

	HEADACHES
	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity
	Headache Red Flags
	Papilledema
	Secondary Headaches

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity
	Trigeminal neuralgia. 
	Migraine Without Aura

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity
	Migraine Headaches
	Migraine With Aura
	Migraine: Acute Treatment

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity
	Medication Overuse Headache
	Prescribing Principles: Migraine Prophylaxis
	Migraine: Prophylactic Agents

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity
	Primary Headaches

	DIABETIC NEUROPATHY
	Differential Diagnosis of Neuropathy

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity
	Pharmacological Treatment

	TREMORS
	Essential Tremor vs. Parkinson’s Disease

	

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	A DAY IN CLINICAL PRACTICE: EVALUATING TREMORS DEMENTIA
	Memory Impairment
	Risk Factors

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	Evaluation
	Depression
	Differential Diagnosis: Dementia “Look-Alikes”
	Delirium vs. Dementia

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	Differential Diagnosis
	Presumptive Dementia Diagnosis
	AD Pharmacologic Management
	Nonpharmacological Management of Neurocognitive Issues
	Neuropsychiatric Symptoms

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	Pharmacological Management of Severe, Persistent Symptoms

	EXAM CHECKLIST
	SUPPLEMENTAL MATERIAL
	The Cranial Nerves

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	Tips for Head Imaging 

	

	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	CHAPTER 4 
	OVERVIEW
	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  GRAM-POSITIVE AND GRAM-NEGATIVE ORGANISMS
	Gram-Positive vs. Gram-Negative
	Gram-Positive Bugs
	Gram-Negative Bugs
	Atypical Pathogens
	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	Staphylococcus: Gram-Positive Bugs
	Streptococcus: Gram-Positive Bugs
	Enterococcus: Gram-Positive Bugs
	The “Other” Gram-Positive Bugs

	IMPORTANT CONCEPTS FOR PRESCRIBING ANTIBIOTICS
	Antibiotic Stewardship
	Empiric Therapy
	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	BETA-LACTAM RING
	What is a “Beta-Lactam” Antibiotic?
	Three Rules for Penicillin Allergy

	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	

	Hives vs. Morbilliform Rash
	Beta-Lactamase

	THE ANTIBIOTICS
	Penicillin

	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	

	Cephalosporin Generations

	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	

	Sulfonamides

	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	

	Tetracyclines
	Macrolides
	Fluoroquinolones

	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	

	Miscellaneous

	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	

	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	CHAPTER 5 
	OVERVIEW
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
  MENTAL HEALTH IN PRIMARY CARE
	What Controls Mood?
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	DEPRESSION
	Depression Screening Instruments
	Lab Studies to Consider
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	Diagnosis
	Comorbid Conditions 
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	Before Prescribing for Depression, Screen for Bipolar Disorder
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	BIPOLAR DISORDER
	SSRIs
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	Serotonin-Norepinephrine Reuptake Inhibitors (SNRIs)
	Norepinephrine-Dopamine Reuptake Inhibitors (NDRIs)
	Suicidality

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	GENERALIZED ANXIETY DISORDER
	Diagnosis
	Things That Masquerade as Anxiety
	Pharmacologic Management

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	POSTTRAUMATIC STRESS DISORDER (PTSD)
	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 
	Screening

	SUBSTANCE USE DISORDER
	Substances of Abuse

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 
	DSM-5-TR Diagnostic criteria
	Alcohol Use Disorder
	Opiate Use Disorder
	Mainstreaming Addiction Treatment (MAT) Act

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	ADHD
	Assessment
	Diagnosis
	Subtypes
	Management

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	EXAM CHECKLIST
	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	

	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	CHAPTER 6 
	OVERVIEW
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  ABDOMINAL PAIN
	The Abdomen is a Poor Historian
	History
	Physical Exam
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	Abdominal Pain Clues

	ACUTE CHOLECYSTITIS
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	Diagnosis

	CHRONIC CHOLECYSTITIS
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	GASTROESOPHAGEAL REFLUX DISEASE
	Pathophysiology
	Alarm Symptoms
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	Diagnosis

	BARRETT’S ESOPHAGUS
	Risk Factors
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	Medication Classes
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	DIVERTICULAR DISEASE
	Uncomplicated Diverticulitis: Management

	IRRITABLE BOWEL SYNDROME
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	DIARRHEA
	Differential Diagnosis
	History
	Infectious Diarrhea
	Red Flags
	Hematochezia
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	COLORECTAL CANCER
	Colorectal Cancer 
	Liver Function Tests
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	METABOLIC-ASSOCIATED FATTY LIVER DISEASE (MAFLD)
	Managing MAFLD
	NAFLD Management
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 
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First, draw thyroid stimulating hormone, aka TSH, labs.
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	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
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	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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First, draw thyroid stimulating hormone, aka TSH, labs.
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If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
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	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
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	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
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	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 
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	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	URINARY TRACT INFECTION
	Uncomplicated vs. Complicated UTI
	Etiology
	Uncomplicated Cystitis: Presentation
	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.
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	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.
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	ASYMPTOMATIC BACTERIURIA
	

	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	I
	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.
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	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	Etiology in Adults
	Risk Factors for Urinary Malignancy
	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	


	KIDNEY ISSUES
	Complicated UTI: Acute Pyelonephritis
	


	

	

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.
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	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.
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	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.
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	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.
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	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	CHAPTER 8 
	OVERVIEW
	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
  SEXUALLY TRANSMITTED INFECTIONS
	STI Statistics: CDC 2021
	For Each STI, Be Sure You Know

	HERPES
	U.S. Stats: CDC 2021
	Types of HSV Infection
	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Genital Herpes Testing: NEW CDC 2021

	HUMAN IMMUNODEFICIENCY VIRUS INFECTION (HIV)
	U.S. Stats
	Screening Per CDC
	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	A DAY IN CLINICAL PRACTICE Diagnostic Tests
	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	HIV Infection
	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Management of Sex or IV Drug Partners
	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	BACTERIAL VAGINOSIS (BV)
	Associated Problems
	Causative Organisms
	Symptoms
	Assessment Findings
	Diagnostic Studies
	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Treatment Regimens (2021)
	Management
	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	CHLAMYDIA
	Assessment Findings
	Diagnostic Studies
	Management (CDC 2020)
	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	GONORRHEA (GC)
	Assessment
	Diagnostic Studies
	Updated (2021) CDC Gonorrhea Treatment Guidelines
	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	PELVIC INFLAMMATORY DISEASE (PID)
	Diagnosing (CDC)
	Regimen for Treating PID Outpatient Treatment: IM, Oral
	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Criteria for Hospitalization
	Follow-Up (2021)

	TRICHOMONIASIS
	Assessment
	Diagnostic Studies
	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Treatment Regimens

	SYPHILIS
	Stages
	Assessment Findings
	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Who Gets Syphilis Testing
	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Types of Tests
	Syphilis Testing Algorithms
	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening With History of Prior Infection

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.
	Management
	History of Prior Syphilis Treatment

	SEXUAL ASSAULT
	Evaluation after Sexual Assault (or Exposure)
	Post Treatment (2021)

	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.
	Aftercare
	Follow-up 

	EXAM CHECKLIST
	

	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	CHAPTER 9 
	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.
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	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.
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	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.
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	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.
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	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.
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	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.
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	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	A DAY IN CLINICAL PRACTICE: MR. METCALF 2019 AHA/ACC Cardiovascular Disease

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   

	HEART FAILURE (HF)
	Signs and Symptoms
	Primary Care 
	Abdominal Aortic Aneurysm (AAA)

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	ECG Rhythms

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   

	HEART MURMURS
	Valves
	Assessment

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	Diastolic vs. Systolic
	Mitral Regurgitation

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   

	A DAY IN CLINICAL PRACTICE EXAM CHECKLIST
	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   

	SUPPLEMENTAL MATERIAL
	Chest Assessment Points

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 
	Aortic Regurgitation

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 
	Mitral Stenosis

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 
	Mitral Valve Prolapse

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	CHAPTER 11 
	OVERVIEW
	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
  ORTHOPEDIC CONDITIONS
	Osteoarthritis

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	Rheumatoid Arthritis

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	Fibromyalgia

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	COMMON ORTHOPEDIC INJURIES
	Shoulder

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	Elbow
	Wrist

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	Low-Back Pain

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	Hip

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	Knee

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	Ankle

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	CAUDA EQUINA SYNDROME
	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	WHAT CONDITION? EXAM CHECKLIST
	SUPPLEMENTAL MATERIAL
	RA: Differential Diagnosis

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	Specific Tests for Rotator Cuff
	Lateral Epicondylitis: Diagnosis
	Assessment of Knee Pain: Tests

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	Ottawa Ankle Rules
	Plantar Fasciitis

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	Sciatica
	Shoulder Specific Tests

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	De Quervain’s Tenosynovitis
	Popliteal (Baker’s) Cyst

	

	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	CHAPTER 12 
	OVERVIEW
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
  BREAST CANCER
	Risk Factors
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Breast Masses
	Workup: Breast Imaging
	Breast Cancer Screening
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	MENSTRUAL DYSFUNCTION
	Dysmenorrhea
	Abnormal Uterine Bleeding (AUB)
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Polycystic Ovarian Syndrome (PCOS)
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	A DAY IN CLINICAL PRACTICE CONTRACEPTION
	Selection/Counseling

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.
	Hormone Tips

	CERVICAL CANCER SCREENING
	Tips for the Pelvic Exam
	Collection of Cervical Cells

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.
	Cervical Cancer
	HPV Vaccination: Gardasil
	Cervical Cancer Screening
	Cervical Cancer

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.
	Cervical Screening Recommendations
	Abnormal Cervical Cancer Screening Results

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	VULVOVAGINITIS
	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.
	Differential Diagnosis

	MENOPAUSAL CONCERNS
	Genitourinary Syndrome of Menopause (Vulvovaginal Atrophy)

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.
	Osteoporosis

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	RESOURCES
	Apps
	Websites

	EXAM CHECKLIST
	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	SUPPLEMENTAL MATERIALS
	Contraceptive Options

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	CHAPTER 13 
	OVERVIEW
	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	Joshua lanclos/APEA MALE SEXUAL DYSFUNCTION
	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	ERECTILE DYSFUNCTION
	Medical Evaluation

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	TRUE OR FALSE? PDE5 Inhibitors

	BENIGN PROSTATIC HYPERPLASIA
	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	Assessment Findings
	Management

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	PROSTATE CANCER
	Risk Factors
	Screening Principles

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	Factors Affecting PSA
	Assessment

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	ACUTE PROSTATITIS
	History
	Assessment
	Etiology
	Assessment/Diagnosis
	Management

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	EPIDIDYMITIS
	Acute Scrotal Pain

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	Etiology
	Clinical Presentation
	Diagnostic Studies
	Management

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	TESTICULAR TORSION
	HERNIAS
	Diagnosis

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	TESTICULAR CANCER
	GYNECOMASTIA
	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	EXAM CHECKLIST
	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	

	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	CHAPTER 14 
	OVERVIEW
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  DIABETES MELLITUS
	Classification of Diabetes Mellitus (DM)
	Caring for Patients With Diabetes
	Risk Factors for DM
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	Diagnostic Criteria
	Prediabetes Management
	ADA – A1C Goal Selection
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	Estimated Average Glucose
	Target Measures for Glucose Control in DM
	Diabetes Monitoring
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	DM Monitoring: Complications/Comorbidities
	Comprehensive Evaluation
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	Meds for DM2
	Medication Summary Very High to Intermediate Efficacy
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	Type 2 DM: First Medication
	Patient Characteristics?
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	A DAY IN CLINICAL PRACTICE
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   When should insulin be considered?
	Types of Insulin
	Comparing Insulins
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Basal Insulin Formulations
	Initiating Basal Insulin
	Blood Glucose Goals: ADA Recommendations
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	ADA Recommendations for Managing Insulin, 2023
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.

	OVERWEIGHT AND OBESITY
	Obesity Epidemic
	Obesity Workup
	Approach to Overweight/Obesity Management
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Interventions for Weight Loss
	Comparing Weight Loss Interventions
	FDA-Approved Medications for Weight Loss 
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.

	THYROID DISORDERS
	Normal Thyroid Function
	Thyroid Stimulating Hormone (TSH)
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Thyroid Hormones - T3 and T4
	How we think of T3 and T4
	Thyroid States
	Subclinical Hypothyroidism
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	A DAY IN CLINICAL PRACTICE Primary Hypothyroidism
	Levothyroxine 
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Hyperthyroidism
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Laboratory Assessment of Thyroid

	EXAM CHECKLIST
	

	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.
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	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.
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	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.
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	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.
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	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	Bacterial Skin Infections

	BITES: HUMAN AND ANIMAL
	Management of Bites
	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	FUNGAL RASHES
	Dermatophyte
	Candida

	VIRAL RASHES
	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	Herpes Zoster Management
	Shingles Prevention Recombinant Zoster Vaccine (RZV): Shingrix
	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	BUGS
	Insect Bites
	Bed Bugs
	Scabies

	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	

	Pediculosis (Lice) 

	DERMATITIS
	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	

	Dermatitis Features
	Topical Steroids

	SKIN TUMORS
	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	

	Skin Lesion Evaluation
	Seborrheic Keratosis
	Actinic (Solar) Keratosis

	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	SKIN CANCERS
	Skin Cancer Types

	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	SYSTEMIC LUPUS ERYTHEMATOSUS (SLE)
	ITCHY SYSTEMIC PROBLEMS
	DERMATOLOGIC EMERGENCIES
	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	

	Stevens-Johnson Syndrome and Toxic Epidermal Necrolysis

	EXAM CHECKLIST
	SUPPLEMENTAL MATERIAL
	Terms

	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	CHAPTER 16 
	OVERVIEW
	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
  NASAL AND SINUS CONDITIONS
	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	Acute Rhinosinusitis
	Presentation
	Acute Viral Rhinosinusitis

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	Acute Bacterial Rhinosinusitis (ABRS)
	Allergic Rhinitis

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	Decongestant Adverse Effects
	Epistaxis

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	THROAT CONDITIONS
	Pharyngitis/Tonsillitis

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	Epiglottitis

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	MONONUCLEOSIS
	Testing

	EAR CONDITIONS
	Three Functions 

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	Hearing Loss

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	EYE COMPLAINTS
	Red Eye
	Macular Degeneration

	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	Retinopathy

	EXAM CHECKLIST
	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	

	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	CHAPTER 17 
	OVERVIEW
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
  PEDIATRIC IMMUNIZATIONS
	Live Attenuated Vaccines
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Spacing of Vaccines
	CDC Advice: How to Address Caregiver Concerns
	CDC Vaccine Resources
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	EENT CONDITIONS
	Acute Otitis Media (AOM)
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	NEURODEVELOPMENTAL
	Autism Spectrum 
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Headaches
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Seizures

	HEMATOLOGY
	Lead Toxicity
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Neonatal Hyperbilirubinemia
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	G6PD Deficiency
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Sickle Cell Disease (SCD)
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Failure of bone marrow 
	Leukemia
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.

	PULMONARY
	Children’s Airways
	Pneumonia
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Influenza
	Bronchiolitis
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Croup
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Asthma
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Cystic Fibrosis
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.

	CARDIOVASCULAR DISORDERS
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Congenital Heart Disease (CHD)
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.

	ENDOCRINE
	Dyslipidemia
	Childhood Obesity
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Diabetes
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.

	GASTROINTESTINAL
	Colic
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Pyloric Stenosis
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Infant Reflux
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Intussusception
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Constipation
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Encopresis
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Viral Gastroenteritis
	Dehydration
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.

	GENITOURINARY
	Pediatric UTI
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Undescended Testes
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Hydrocele
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.

	DERMATOLOGIC
	Rashes
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Erythema 
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Hand, Foot, Mouth Disease
	Roseola
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Rubella (German Measles)
	Measles (Rubeola)
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Koplik Spots

	MUSCULOSKELETAL SYSTEM
	Developmental Dysplasia of the Hip (DDH)
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Polio (IPV only)
	Club Foot
	Metatarsus Adductus
	Nursemaid’s Elbow

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
	Scoliosis

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
	Osgood-Schlatter Disease
	Hip Pain in Children

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
	Trendelenburg Test

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	CHAPTER 18 
	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	A DAY IN CLINICAL PRACTICE Personal-Social
	Language
	Reflexes Present at Birth

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	9-Month-Old

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	12-Month-Old

	TODDLERS
	15- to 24-Month-Old

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	PRESCHOOLER DEVELOPMENT: AGES 3-5 YEARS
	What to Assess

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	MIDDLE CHILDHOOD DEVELOPMENT: AGES 6 TO 10
	What to Assess

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	ADOLESCENT DEVELOPMENT: AGES 11 TO 21
	What to Assess

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	SPORTS PRE-PARTICIPATION EVALUATION (PPE)
	Visit Goals
	Components
	Medical History
	History

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	Physical Exam
	Participation Recommendations

	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	CHAPTER 19 
	OVERVIEW
	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	
  
	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	
  
	Preterm Premature Rupture of Membranes (PPROM)
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	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	
  
	Postpartum Depression Screening

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	
  
	Second Trimester: 14 to 28 Weeks

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	
  
	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	
  
	Third Trimester: 28 to 40 Weeks

	

	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	
  
	CHAPTER 20 
	OVERVIEW
	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.
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	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	
  
	
  
	Assessing Goals of Care
	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	
  
	
  
	PREVENTIVE CARE
	Primary Prevention
	Secondary Prevention
	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	
  
	
  
	Tertiary Prevention
	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	
  
	
  
	Medicare Initial Preventive Physical Examination (IPPE)

	MAXIMIZING SAFETY FOR OLDER ADULTS
	Most Common Safety Concerns
	Injury Prevention
	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	
  
	
  
	Fires and Burns
	Poisoning
	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	
  
	
  
	Elder Abuse and Neglect
	Transitions of Care (Medicare)

	PRESCRIBING FOR OLDER ADULTS
	Medications in the Geriatric Body
	Pharmacokinetics and Aging
	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	
  
	
  
	Pharmacodynamics and Aging
	Polypharmacy
	Prescribing Principles
	Prescribing Strategies
	Potentially Inappropriate Meds (PIMs)
	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	
  
	
  
	Prescribing Cascade

	GERIATRIC SYNDROMES
	Frailty

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	
  
	
  
	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.
	Sleep Disturbances

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	
  
	
  
	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.
	A DAY IN CLINICAL PRACTICE: MR. MAXWELL Renal Function and Aging

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	
  
	
  
	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.
	   

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	
  
	
  
	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.
	   
	Orthostatic Hypotension
	Pain in Older Adults

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	
  
	
  
	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.
	   

	END-OF-LIFE PLANNING
	Palliative Care

	
  
	
    
	  
	 

	  
	
   
	Day 1 to 6 displayed as ascending stair steps. Day 1: A.D.L. increase activity. Day 2: Light aerobic exercise, increase H.R. Day 3: sport-specific exercise, add movement. Day 4: non-contact training drills, exercise, coordination, thinking. Day 5: Full contact practice, restore confidence, coach assesses functional skills. Day 6: full activity

	

	
  
	


	
   
	A flow chart of suicidal ideation. Start by assessing whether sucidial ideation is active or passive. If the ideation is active, ask if the patient has a plan. If they do have a plan, ask if they have intent. If they do have intent, activate E.M.S. to ensure immediate safety and access to a thorough psych evaluation. If the suicidal ideation is active and the patient does not have a plan or they have a plan but not intent, or if the ideation is passive, determine if the patient can adhere to a safety plan and if they heave a support system. If not, activate E.M.S. If yes, refer to psych with quick F.U. 1 to 2 weeks. 

	
  
	A flow chart for H.C.V. Testing. First, screen with H.C.V. anitbody testing. If nonreactive, no H.C.V. infection. If reactive, perform H.C.V. R.N.A. testing. If detected, current H.C.V. infection. If not detected, no current H.C.V. infection.

	

	

	


	
   

	Screening with history of prior infection flow chart. Start with nontreponemal test. If nonreactive, no evidence of active syphilis. If reactive, determine if patient was treated with appropriate regimen. If no, treat for syphilis. If yes, results of nontreponemal test performed after treatment? Results available? If yes, management depends. If no, management options include empiric treatment or additional monitoring.

	
  
	
   
	   
	 

	
   
	
    
	Flowchart of selection and counseling. Patient expresses desire for contraception. Perform U.P.T. If negative, ask patient preference. If first day of L.M.P. is 7 days or less, then start today back up method times 1 week. If first day of L.M.P. is more than 7 days and unprotected sex since L.M.P. then emergency contraception 5 days or less, educate patient, and repeat pregnancy test in 2 weeks, and if patient desires start today back up method times 1 week. If there has not been sex since last L.M.P., then start today back up method times 1 week. Side list states: efficacy, change in menses, impact on sexual experience, and effect on future fertility.

	

	
  
	  
	   
	Insulin flow chart. Indication of injectable. Consider G.L.P.-1 or G.I.P slash G.L.P 1 before starting insulin. Add basal insulin 10 units or zero point 1 to zero point 2 units per kilogram. Increase by 2 to 4 units every 3 days if not at F.P.G. goal. If hypoglycemia, reduce by 2 to 4 units. Assess adequacy of basal insulin. Basal coverage may be inadequate if the patient requires more than zero point five units per kilogram per day, if there is a wide difference between bedtime and morning, or elevated F.P.G. slash postprandial glucose levels, or if hypoglycemia. If basal coverage is inadequate, and A.1.C is less than 8 percent, then consider decreasing daily basal insulin by 4 units or 10 percent. If A.1.C is 8 percent or greater or daily basal insulin has been decreased, initiate 4 units of rapid-acting insulin or 10 percent of basal dose with largest meal. Increase meal time insulin dose by 1 to 2 units 2 times per week until post prandial glucoses are in target range.
	Flowchart shows which labs to order to determine thyroid function.
First, draw thyroid stimulating hormone, aka TSH, labs.
If initial TSH is normal, stop there.
If initial TSH is low, order free T3 and T4 levels. If this shows hyperthyroidism, refer to an endocrinologist to get the patient's TSH receptor blocking antibody, aka TRAb, levels checked via the thyroid stimulating immunoglobulin, aka TSI, assay.
If initial TSH is high, double check the TSH and order free T4 levels. If this shows either hypothyroidism or subclinical hypothyroidism, continue to monitor TSH levels and consider testing levels of thyroid peroxidase, aka TPO.
In general, reverse T3 testing is not recommended.


	
   
	


	
    
	
   
	Flow chart of neonatal hyperbilirubinemia. R.B.C. hemolysis is increased after birth trauma. Releases unconjugated indirect bilirubin. Immature liver converts to conjugated direct bilirubin. Increased indirect bilirubin levels less than milligram per decilitre. Conjugated direct bilirubin travels through the bile duct to intestines. Eliminated in the stool. Increased direct bilirubin may indicate liver or gallbladder disease, patholpogic jaundice.
	Two adults each holding the hand of a child between them. The adults are lifting the child in the air by the arms and the child is swinging forward.

	
  
	
  
	
  
	prescribing cascade chart. New condition diagnosed, leads to new medication prescribed, which leads to new side effect, which leads to new medication prescribed, which leads to new side effect, which leads to a stop sign.
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