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Section 1 Program Overview

Introduction and Background

The Well-Integrated Screening and Evaluation for Women Across the Nation (WISEWOMAN)
program was a result of the 1993 legislation that expanded the services offered within the
National Breast and Cervical Cancer Early Detection Program (NBCCEDP). The Centers for
Disease Control (CDC) funds 21 WISEWOMAN programs, which operate on the local level in
states and tribal organizations. In 1994, the Wisconsin Department of Health and Social
Services received a cooperative agreement from CDC to implement the NBCCEDP at a state
level. This program is now called the Wisconsin Well Woman Program.

In 2008, the Centers for Disease Control and Prevention (CDC) awarded the Wisconsin Well
Woman Program funding to implement the WISEWOMAN Program. The funding award was
for a five-year period ending June 30, 2013. The program was awarded a new four-year

cooperative agreement beginning July 1, 2013, and ending June 30, 2017.

WISEWOMAN and NBCCEDP At-A-Glance

The NBCCEDP and WISEWOMAN Program are "sister" programs offering two distinct health
services. The table below gives a comparison of WISEWOMAN and NBCCEDP.

Topic NBCCEDP WISEWOMAN
Year first 1990 1995
funded
Number of 50 states, District of Columbia, 5 | 20 states and 2 tribal organizations
nationwide territories and 12 tribal
funded organizations.
programs
Program CDC’s Division of Cancer CDC’s Division of Heart Disease and Stroke Prevention,

Administration

Prevention and Control
Program, Services Branch,
National Center for Chronic
Disease

Prevention and Health

Program Development and Services Branch

Promotion.
Focus of Early detection of breast and Risk reduction counseling, lifestyle programs and other
Program cervical cancer; population- healthy behavior support options to improve control

based approaches to improve

of hypertension and other cardiovascular (CVD) risk
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systems that increase high

quality breast and cervical

cancer screening and

management consistent with

current guidelines.

factors.

Services
Provided

Cancer screening:
°  Breast exam and
mammography
°  Pap test

Diagnostic tests to pinpoint
problems

Referrals to health care
providers for medical
management of conditions
for women with abnormal or

suspicious test results

CVD risk factor assessment/screening including:
°  Blood pressure
°  Blood lipids

o

Blood glucose or Alc (if known diabetic)
° Optional Alc to screen high risk clients

°  Body Mass Index (BMI) (height/ weight)
Assessment of CVD history, healthy lifestyle habits
and readiness to change status

Referrals for women with abnormal screening
values to health care providers for medical
evaluation and management (funds cannot be used
for treatment)

Follow-up for uncontrolled hypertension
Evidence-based lifestyle programs and/or health
coaching to promote behavior changes and CVD
risk reduction

Client linkage to free/low-cost medical care,
medication, community-based nutrition, physical
activity and tobacco cessation resources

Where clinical
services are
provided

Health care providers are
recruited to offer regular
pelvic, pap and clinical
breast exam screening tests
and procedures

Providers must be willing to
coordinate the care of
women enrolled in the
program from screening and
clinical follow-up to a final
diagnosis

Mammography facilities and
clinical laboratories are
recruited to provide services

Health care providers are recruited from those
offering NBCCEDP screening services

Health care facilities that employ clinical systems
of care with demonstrated success in hypertension
management, such as through use of electronic
health records, medication therapy management,
clinic staff training, team-based care, and quality
assurance processes

Providers with staff skilled in providing patient-
centered risk reduction counseling and chronic
disease management support
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Burden of Cardiovascular Disease

Cardiovascular disease remains among the leading causes of death and disability among
women of all racial and ethnic groups in Wisconsin. Hypertension, high cholesterol, diabetes,
smoking, exposure to secondhand smoke, obesity, and sedentary lifestyle all contribute to
CvD.

The risk factors for cardiovascular disease in Wisconsin have increased dramatically since
1990. Overall, nearly 57 percent of Wisconsin women are overweight and 26 percent are
obese. Nearly 19 percent of women are current smokers, one third report high cholesterol
levels, 29 percent have hypertension, 43 percent are physically inactive, and nearly 73
percent report inadequate fruit and vegetable consumption.

The 2012 Wisconsin Diabetes Surveillance report estimates suggest that nearly 10 percent of
Wisconsin residents have diabetes, many of these yet undiagnosed. To add to this significant
burden, Wisconsin is also estimated to have about 1.5 million residents with a condition
called pre-diabetes. Research has shown that long-term complications can develop during
pre-diabetes and that people with pre-diabetes will develop type 2 diabetes within 10 years
unless they take steps to reduce their risk.

In the United States, nearly twice as many women die of heart disease, stroke, and other
cardiovascular diseases as from all forms of cancer, including breast cancer. In 2008, for the
first time, more women than men died from cardiovascular disease. Less than half (46
percent) of people with high blood pressure have their condition under control and only 33.5
percent of people with high cholesterol have the condition controlled.

People with heart disease and diabetes are at risk for serious complications, many of which
can be prevented, delayed, or slowed by good control and early identification of problems,
intervention, and good management.

WISEWOMAN Framework

It is increasingly recognized that individual health is influenced by social factors and that
healthy people tend to live in healthy communities. In addition to strong medical care
systems, healthy communities have a range of environmental supports that promote and
protect health across the lifespan and give people opportunities to take charge of their
health.

The WISEWOMAN program outcomes are aligned with the CDC’s National Chronic Disease
Prevention and Health Promotion Center’s intervention domains described below and
provide the framework for the WISEWOMAN program goals and objectives. The four
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domains align with Healthy People 2020 and national strategies to improve the quality of
health care, reduce health inequities, and contain health care costs. The domains are:

Health Systems Community-Clinical Epidemiology and Environmental
Linkages Surveillance Approaches
Assuring equity in the | Assuring equity in Gathering and Supporting
delivery of quality access to community analyzing data to approaches through
health carein a resources. contribute to the effective partnerships
culturally, and knowledge base to to address the social
linguistically support effective and physical
appropriate manner. strategies to reduce environments in which
and eliminate individuals live, work,
disparities in and play that are often
cardiovascular disease | drivers of health
risks. inequities.

WISEWOMAN Program Goals

The goals of the WISEWOMAN program are to:

1. Assure that cardiovascular screening is provided to women ages 35-64 who are
participants in the Well Woman Program.

2. Work with community-based organizations to provide evidence-based prevention
services to those women in need of them.

3. Improve the management and control of hypertension by integrating innovative health
system-based approaches, such as team-based care and pharmacy medication
management programs; and strengthening community-clinical linkages.

4. Gather and report program-related evaluation data, including impact measures.

WISEWOMAN Program Focus

1. The WISEWOMAN program focuses on reducing cardiovascular disease risk factors among
high-risk women.

2. Addressing risk factors such as elevated blood pressure, glucose and cholesterol, obesity,
physical inactivity, diabetes, and smoking greatly reduces a woman’s risk of CVD-related
illness and death.
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Section 2 Eligibility and Recruitment

Client Eligibility Criteria

In order to be eligible for the WISEWOMAN Program the woman must:
e Be enrolled in the Well Woman Program

e Live in Wisconsin

e Be age 35-64 years

e Be under-insured or un-insured

e Have income at or less than 250 percent of the federal poverty level (See Well Woman
Program Income Eligibility Guidelines.)

e Sign a WISEWOMAN Client Consent form.

Client Enrollment

The provider agency may recruit clients from women who are new to the Well Woman
Program and women who are scheduled for their Well Woman breast and cervical screening
office visit. The provider agency will initiate the enrollment form for the Well Woman
Program and send a copy to the WISEWOMAN central office to put it into the ForwardHealth
Systems.

Enrollment Requirements

In order for a client to be enrolled in the WISEWOMAN Program she must:

1. Be enrolled in the Well Woman Program.

2. Be willing to make changes in her lifestyle that support the prevention, delay, or control
of cardiovascular, diabetes and other chronic diseases.

3. Complete the WISEWOMAN Program Client Consent form.

Participate in an Integrated Office Visit (IOV) with the Well Woman Program screening
visit. An Integrate Office Visit is defined as preforming WISEWOMAN and Well Woman
screening services during the same office visit.

5. Complete all WISEWOMAN program assessments, including the Health History and the
Healthy Lifestyle Assessment.

6. Be willing to be tested for cholesterol and blood glucose levels. The client must come to
her appointment fasting for at least nine hours prior to the blood draw. If she has not
fasted, her appointment must be rescheduled.

7. Have blood pressure, height and weight measured.
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Client Termination

The client must remain eligible with the Well Woman Program in order to maintain eligibility
in the WISEWOMAN Program. If a client is terminated from the Well Woman Program for any
reason, she is simultaneously terminated from the WISEWOMAN Program and is not eligible
for any WISEWOMAN follow-up materials or screening services.

Client Recruitment Process

Reaching eligible and motivated women to take part in Well Woman WISEWOMAN is critical
to the success of the program. Clients who enroll in Well Woman WISEWOMAN should be
ready to make lifestyle behavior changes to improve, prevent, delay or control

cardiovascular, diabetes and other chronic diseases. Recruitment strategies may include:

Sending an annual rescreen reminder letter emphasizing the importance of making
lifestyle behavior changes to Well Woman WISEWOMAN clients.

Placing promotional and/or engaging tools, incentives, materials in waiting rooms, or
displays at community events, community organizations, community forums, health fairs,
etc.

Working with community newspapers especially around the months:

o February (Heart Health Awareness Month) to get personal stories written

o May (Mother’s Day)

o October (Breast Cancer Awareness Month)

o November (Diabetes Awareness Month)

Encouraging clients to discuss Well Woman WISEWOMAN with other women.

Increasing Client Participation

Clients who are not ready to access a healthy behavior support intervention

The WISEWOMAN provider agency should implement strategies aimed at increasing

motivation or removing barriers (transportation, location, or time of programs) to

participation.

Clients who enroll in a Healthy Behavior Support intervention

The provider agency should use the following strategies to encourage and support

completion of the intervention:

1.
2.

3.

Involving family members, and friends for additional support.

Using motivational interviewing particularly when an individual is having difficulties
maintaining behavior change.

Establishing a feedback loop mechanism with the screening provider to reinforce goals.
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Providing tips and tools for self-monitoring of progress.

5. Offering additional materials/items to support maintenance of heart healthy behaviors
(e.g., cookbooks, healthy tips newsletters).

6. Referring women to other community-based resources to support their goals.

7. Supporting environments that reinforce behavior change.
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Section 3 Program Roles and Responsibilities

Wisconsin Department of Health Service State Office

Program Management and Implementation

1. Develop guidelines and reporting requirements based on national CDC guidelines.

2. Maintain ongoing communications with the WISEWOMAN provider agency regarding
program policies, procedures, screening and diagnostic data, and other issues as they
arise.

3. Provide WISEWOMAN Program forms, lifestyle program, and health coaching materials

and program implementation manual.

Provide training, technical assistance, and professional education resources.

Set, monitor, and maintain quality assurance standards.

Maintain client confidentiality.

N o vk

Maintain a central data system for program evaluation and reporting required Minimum
Data Elements (MDE) to CDC.
Provide promotional items, literature, and other educational materials as needed.

00

9. Conduct program evaluation.

WISEWOMAN Screening Provider

Training/Orientation
1. Participate in WISEWOMAN Program orientation and training sessions.

2. Maintain skills in conducting appropriate screening services, such as use and maintenance
of point-of-care testing and lab equipment, accurate blood pressure, waist and hip
measurement, biometric testing procedures, and patient-centered risk reduction
counseling using motivational interviewing techniques.

3. Meet licensing and certification requirements.

Perform medical evaluation based on the National Clinical Care guidelines pertaining to
blood pressure, cholesterol and diabetes, and lifestyle recommendations for obesity, diet,
physical activity, and tobacco cessation. (See National Clinical Care Guidelines Handout.)

Screening

1. Provide screening services in accordance with national clinical guidelines.

2. Utilize patient-centered risk reduction counseling for all clients screened. This includes:

a. providing screening results both verbally and in writing;

b. explaining each client’s health risk based on screening results;

c. linking clients to a healthy behavior support intervention and community resources to
help them reduce their risk of heart disease, stroke, and diabetes.
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Rescreening

Provide rescreening services to clients using the client’s previous screening information

(health history and healthy lifestyle assessments, screening activity form, healthy behavior

support form, etc.) for comparison and to appropriately confer with the client.

Follow-up Services

1. Provide timely and appropriate medical follow-up (unless the woman refuses) including
fasting lab tests and/or diagnostic office visits as indicated by the assessment and
screenings.

2. Conduct Diagnostic Office Visits (DOV) for clients who have alert values (defined by CDC’s
guidance) immediately or within seven calendar days.

3. Conduct optional DOVs for clients who have abnormal values (defined by CDC'’s guidance)
within six weeks.

4. Refer clients with uncontrolled hypertension to a hypertension management program
and track their involvement.

Community Clinical Linkages

1. Refer clients to low-cost or free medications if they require medication therapy and
document whether clients in need of medication resources were linked to these services.

2. Refer clients with no medical home and in need of ongoing medical care to free or low-cost
sources.

Program Data and Reports

1. Document all screening and diagnostic office visits.

2. Participate in quality assurance reviews and monitoring by the central office.

3. Support program evaluation as needed.

Provider Agency Manager/Coordinator

Program Implementation

1. Act as the central point of contact between the provider agency and the Wisconsin
Department of Health Services.

2. Assure provider agency meets or shows significant progress toward meeting
performance measures established by CDC.

3. Assure WISEWOMAN Program protocols for service delivery, case management, and
reporting are being followed.
Participate in WISEWOMAN Program orientation and training sessions.

5. Assure laboratory services used for screening meet Clinical Laboratory Improvement
Amendments of 1998 (CLIA) or are CLIA-waived. Assure adherence to the manufacturer’s
guidelines in the use of laboratory technology.
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6. Assure providers are skilled in implementing appropriate screening services, such as use

and maintenance of point-of-care testing and lab equipment, accurate blood pressure
measurement, accurate biometric testing procedures, waist and hip measurement, and
patient-centered risk reduction counseling using motivational interviewing techniques,
etc.

Client Recruitment

1. Recruit clients from the Well Woman Program for WISEWOMAN services.

2. Enroll clients for WISEWOMAN services using the WISEWOMAN Client Consent form and
Well Woman Enrollment form.

3. Encourage clients to return for annual rescreen visit.

Screening

1. Assure patient-centered risk and health coaching are delivered in accordance with
program protocols.

2. Coordinate recruitment efforts to ensure that eligible women are enrolled in both
programs.

3. Schedule clients for WISEWOMAN services at the same appointment time as for the Well
Woman breast and cervical cancer screening services. Instruct clients to fast for at least
nine hours prior to their screening lab work.

4. Assure clients are notified of whether recommended services are covered or not covered

by the WISEWOMAN Program prior to receiving them, and clients are not billed for any
service that is covered by the WISEWOMAN Program.

Rescreening

Schedule women for annual screenings at 12-18 month intervals. Provider must have the

client’s previous screening information (health history and healthy lifestyle assessments,

screening activity form, healthy behavior support form, etc.) available for comparison, and

appropriately confer with the client.

Follow-Up Services

1.

3.

Assure clients receive timely and appropriate medical follow-up (unless the woman

refuses), including fasting lab tests and/or diagnostic office visits as indicated by the

assessment and screenings.

a. Assure that clients who have alert values (defined by CDC’s guidance) have access to
medical evaluation and treatment immediately or within seven calendar days.

b. Assure that clients who have abnormal values (defined by CDC’s guidance) are
referred for a DOV if deemed necessary by the provider within six weeks.

c. Assure documentation of three attempts to contact clients for follow-up of alert
findings and/or healthy behavior intervention before designating the client as “lost to
follow-up.”

Assure that clients with uncontrolled hypertension are referred to a hypertension

management program, and track their involvement.

Assure case management services as needed.
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Community Clinic Linkages

1.

Assure clients needing ongoing management are linked to reduced fee or low-cost
ongoing medical treatment as indicated based on screening or DOV visit
recommendations.

Assist clients in gaining access to low-cost or free medications, if they require medication
therapy. Assure and document whether clients in need of medication resources were
linked to these services.

Conduct community scans with assistance from the central office. The scans should
identify existing resources in the community that support healthy lifestyle changes.
Provide referral to community resources to help clients achieve their lifestyle behavior
change goals.

Program Data and Reports

1.
2.
3.

Track client services (screening, health coaching, lifestyle programs).

Assure client confidentiality and protection of medical records as required by law.
Assure documentation of all screenings, assessments, healthy behavior intervention, and
client communications.

Maintain copies of all WISEWOMAN forms in the client’s Well Woman Program medical
record.

Participate in quality assurance reviews, program evaluation, and monitoring by the
central office.
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Section 4 Program Services

Program Delivery

WISEWOMAN services must occur as part of an IOV in conjunction with the Well Woman
Program breast and cervical cancer early detection office visit. The rescreening visit should
be an integrated office visit to the extent possible. In addition to clinical screening, patient-
centered risk reduction counseling, and referrals, WISEWOMAN clients are provided access
to healthy behavior support options (health coaching, lifestyle program or linkage to
community resources) based on their readiness to change and risk factors.

WISEWOMAN funds may pay for additional office visits based on specific program criteria.

(See Section 8 Screening Follow-up Recommendations for more information.)

The provider agency must link clients who are in need of additional diagnostic service,
ongoing management, or medication to a source of low-cost or free medical care, medication
assistance, and community-based resources as appropriate.

The WISEWOMAN CVD risk reduction efforts will focus on control of high blood pressure
including support for strategies such as team-based health care, health systems changes (i.e.,
electronic health record tracking of patients with hypertension, medication management
counseling, clinic staff training, and quality assurance processes).

Follow-up of Uncontrolled Hypertension

Uncontrolled Hypertension is defined as:
e Cases of Stage 1 or higher where treatment has not achieved/maintained blood pressure

readings of <140 mmHg systolic and <90 mmHg diastolic.

e C(Clients with diabetes and hypertension should be treated to a systolic blood pressure goal
of <140 mmHg.
o Lower systolic targets, such as <130 mmHg may be appropriate for certain individuals,

such as younger patients, if it can be achieved without undue treatment burden.
o Clients with diabetes should be treated to a diastolic blood pressure of <80 mmHg.

WISEWOMAN central office staff will work with the provider agency to establish standard
protocols for follow-up of uncontrolled hypertension. The aim is to help the provider agency
establish or strengthen practical methods to track and improve control of hypertension. The
protocol will vary depending on the capacity of the provider agency, but at a minimum
should include medication counseling. The protocol may also include:
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e Team-based care with pharmacists, nutritionists, nurse educators, community health
workers or others

e Use of electronic reporting and tracking of blood pressure trends

e Self-measured blood pressure monitoring

e Other strategies

(See Section 9 Uncontrolled Hypertension)

Counseling Framework

The CDC WISEWOMAN Program has adopted the use of patient-centered risk counseling and
health coaching using motivational interviewing techniques. Motivational interviewing (Ml) is
a client-centered behavior change counseling approach. The primary goal of motivational
interviewing is to guide the client in understanding the reasons for her mixed feelings about a
desired behavior change and to identify internal motivations that will help her move past her
hesitance or unwillingness to make a behavior change. The four major principles of
motivational interviewing are:

1. expressing empathy

2. supporting hope and possibility

3. rolling with resistance

4. developing discrepancy

With motivational interviewing the provider seeks to understand the client’s perspective,
recognizing that clients who need to make changes are at different levels of readiness to
make changes. It affirms that the client has the freedom to choose whether to make
behavior changes and that the way changes are made are self-directed by the client.
Motivational interviewing is non-judgmental and involves collaboration not confrontation,
evocation not education, autonomy rather than authority, and exploration rather than
explanation. Effective processes for change focus on goals that are client-identified, specific,
and realistic.

Motivational Interviewing

An initial motivational interviewing training is required for all WISEWOMAN provider agency
staff. The one to two-day training will be provided through the central office staff.

Annually, WISEWOMAN central office staff will assess provider skills and provide an Ml
update as needed. Providers are also strongly encouraged to access self-study on-line
training opportunities such as those listed below whenever possible. Some of these trainings
offer CEUs and have pre and post assessments.
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Motivational Interviewing Resources

1. The Doctor’s Channel
Motivational Interviewing in Tobacco Cessation and Chronic Disease; 10-part free video
series sponsored by the Doctor’s Channel. Includes self-paced sessions on Intro to
Motivational Interviewing; Patient-Centered Communication; Guiding vs. Directing; Spirit
of Motivational Interviewing; Decisional Balance; Resistance and Ambivalence;
Dissonance and Other Key Concepts; Motivational Interviewing Case Study; Empathy,
Discrepancy, Self-Efficacy; and Other Ml Tools and Summary
http://www.thedoctorschannel.com/collections/cme-collections/tobacco-cessation-cme/

2. Michigan WISEWOMAN Program
Scroll down to training documents and motivational interviewing training videos

http://www.michigancancer.org/bcccp/wisewomanprogram/Training.htm

3. Medscape
Addressing Behavior Change in Patients with AMA Online Resource
http://www.medscape.org/viewarticle/770434_2

4. University of Wisconsin, Center for Tobacco Research and Intervention
Free Videos - ongoing
http://www.ctri.wisc.edu/HC.Providers/healthcare ondemand mi.htm

5. The Utah Cancer Control Program hosted a four-part series on motivational interviewing
during the fall of 2011. Recordings of this series are available and can be accessed at:

http://www.cancerutah.org/providers/professional-education/LSl.php
Session #1 covers Motivational Interviewing as a style and spirit, Underlying Principles of

Motivational Interviewing, Stages of Change, and Change Talk
Session #2 covers Change Talk, Exploring Ambivalence: The role of and rolling with
resistance, How to Overcome Resistance, Introduction to Developing Empathy and the
OARS Approach
Session #3 covers the OARS Approach, Concept of Readiness and Methods of Measuring
Session #4 covers Supporting Self-Efficacy, Readiness to Change, Developing a Change
Plan, Role of Information and Advice, Transitioning to the How, Menu Options, and Asking
for Commitment

6. Clinical Training Institute
Free Motivational Interviewing Tools
http://www.motivationalinterviewing.info/video/

http://www.motivationalinterviewing.info/mi resources.htm

7. Copies of training videos you can access on YouTube
e Ineffective Physician: http://www.youtube.com/watch?v=80XyNE89eCs

e Effective Physician: http://www.youtube.com/watch?v=URiKA7CKtfc

e Mr. Smith’s Smoking Evolution: http://www.youtube.com/watch?v=0z65EppMfHk
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e Benjamin Zander “How to Give an A” (talks about how to help people realize their full
potential, useful for the Spirit of MI; inspirational and enjoyable viewing; 14 minutes
long): http://www.youtube.com/watch?v=gTKEBygQicO&feature=youtu.be

e Coaching with Compassion (describes brain research that supports using a
compassionate approach to teaching; also useful for Ml Spirit — 22 minutes long):
http://www.youtube.com/watch?v=ZFjgAxmRaYo

8. Videos that are not specific to chronic disease management but show examples of Ml
and basic Ml skills
e Scenario One (23 min.): https://www.youtube.com/watch?v=P3JUXQ4kkHs#t=0
e Scenario Two (16 min.): http://www.youtube.com/watch?v=IrnkEQRUyJM
e Scenario Three (18 min.): https://www.youtube.com/watch?v=jxNBQKMW 1wg#t=0

16|Page


http://www.youtube.com/watch?v=qTKEBygQic0&feature=youtu.be
http://www.youtube.com/watch?v=ZFjgAxmRaYo
https://www.youtube.com/watch?v=P3JUXQ4kkHs#t=0
http://www.youtube.com/watch?v=lrnkEQRUyJM
https://www.youtube.com/watch?v=jxNBQKMW1wg#t=0

Section 5 Service Flow

Flow Diagram for WISEWOMAN Program Services

The WISEWOMAN services depicted below are within the Health Systems and/or
Community-Clinical Linkages Domains.

| Breast / Cervical . Eligible Client |
! Screening = ¢ '

» Screenings and Medical Support
e Conduct CVD screenings and

! Delivered by health care providers |
| with systems that optimize control i

| Interim assessment of patient progress and reinforcement of goals

Rescreen (12-18) months after previous screening
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Office Appointment Process

1. The provider agency should send a reminder of the appointment time, date, and location of
the IOV to the client at least one week prior to the appointment date, if the visit was scheduled
in advance. This will help to remind the woman to fast nine hours prior to the appointment for
best results.

2. The provider agency should also arrange to call the woman on the telephone the day
prior to the appointment date to again remind her of the time and location of the IOV
and fasting needs for the best screening results.

3. If the client is on medication for blood pressure or cholesterol, the client is strongly
advised to take her medication with a sip of water (non-caloric intake) prior to the
appointment, however, the client should always comply with her doctor’s directions
related to taking her medication.

4. If needed, the provider agency should arrange for assistance with transportation to help
the woman participate in WISEWOMAN services.

5. If the client does not keep her appointment, attempts to reach her for rescheduling the
appointment by phone or by mail should be implemented.

Screening - Integrated Office Visit Protocol

Client Consent
The WISEWOMAN provider agency must have the client review and sign the WISEWOMAN

client consent form prior to receiving services. The program consent form will give clients
adequate information on the services provided; including screening, rescreening, medical
follow-up (if required), possible risks and the potential benefits of their involvement in the
program, protection of identifiable information, and use of information for monitoring and
evaluation.(See F-01218 WISEWOMAN Client Consent form.)

Health Risk Assessments (Health History and Healthy Lifestyle)

Responses to the Client Health History and Healthy Lifestyle Assessment must be available to
the WISEWOMAN screening provider at the time of the I0V.

Health risk assessments are used to provide data to calculate individual cardiovascular risk;
support the patient-centered risk reduction counseling interaction and health coaching
process; establish baseline health behaviors to measure any changes at interim visits and
rescreening; and identify health needs.

18|Page



The provider agency can mail these assessments to the client prior to the IOV or have the
medical staff ask the health history and healthy lifestyle assessment questions at the time of

the Integrated Office Visit. (See F-01219 WISEWOMAN Client Health History Assessment form and F-01220
WISEWOMAN Client Healthy Lifestyle Assessment form.)

The WISEWOMAN provider agency must make sure that the client has answered all of the
relevant questions on the assessment forms as specifically as possible so that the answers
will provide meaningful program data.

Clinical Screening Measurements

Ideally the client will get her blood tests and lab results the same day, during the Integrated
Office Visit. If “point of service” testing is not available, the provider may have the client’s
blood drawn prior to the visit; however, the provider still must comply with conducting IOV
procedures (e.g., reviewing health history, healthy lifestyle and tobacco assessments, lab and
clinical procedures, patient-centered risk reduction counseling, and making appropriate
referrals as needed) all at the same visit. Fasting tests are required. Clients should fast a
minimum of nine hours prior to fasting tests.

Time Frame for Completing Screening Services

Since all screening measurements and assessments are to be used to determine participation
in a healthy behavior support program and referrals to community-based resources, it is
expected that all labs and other screening services will be completed within as short a time
frame as possible. No more than 30 days is acceptable for WISEWOMAN fasting lab values if
they were done prior to the screening office visit.

Providers may use a previous Alc test up to three months due to the nature of that particular
test as it reflects glucose over the past two to three months.

The medical provider will assess and document the following during the I0V: (see F-01221
WISEWOMAN Screening Activity form.)

1. Client Health History (CVD, medication usage, blood pressure self-monitoring)

2. Healthy Lifestyle (food groups, eating patterns, physical activity levels, tobacco use,
secondhand smoke, physical and mental health, education level)

3. Blood Lipids: CPT codes: Fasting: 80061 (lipid profile)
Blood Glucose: CPT code: Fasting - 82947
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5. Alc
a. CPT code: Screening for known diabetic - 83036

b. Screening high risk for diabetes — 83036

(See P-00915 Issues Related to the use of the Alc with Screening And/or Diagnosis of Diabetes
publication.)

6. Height and weight measurements to calculate BMI.

7. Two blood pressure measurements separated by a minimum of two minutes. If the first
two blood pressure readings differ by more than 5mmHg, additional measurements are
to be taken and documented on the reporting form.

(See Uncontrolled Hypertension Management Section 9 for Recommendations for Accurate Blood Pressure
Measurement.)
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Section 6 Risk Reduction Counseling

Risk Reduction Counseling Using Motivational Interviewing

Patient-centered risk reduction counseling is a major component of the WISEWOMAN

Program. Risk reduction counseling skillfully provided can help WISEWOMAN participants

become effective and informed managers of their health and health care.

Studies indicate that patients who are engaged, and actively participate in their own care
have better health outcomes. During the face-to-face counseling, the provider should:

Consider the client’s language, health literacy, and cultural background in the interaction.
Discuss the client’s screening and health risk assessment results, using the WISEWOMAN
Screening and Healthy Behavior Support pamphlet to give the results in writing.

(See P- 00909 WISEWOMAN Screening Results and Healthy Behavior Support pamphlet.)

Assure the client understands her cardiovascular risk.

Determine the client’s readiness to make behavior changes(s)

The WISEWOMAN medical provider will ask the client what changes she is ready to make

and document them on the Screening Activity Reporting form. (See F-01221 Screening Activity
Report form.)

CLIENT READY

1.

If the client is Ready to make a change (meaning that she is in a “Preparation” or “Action”
stage), the WISEWOMAN medical provider will discuss healthy behavior support options
(health coaching or lifestyle programs).
a. Provider should offer options not directives.
b. Action steps should be acceptable to the client, explicit and achievable.
c. The discussion should recognize the provider’s limited role and focus on increasing
the patient’s skills and providing resources needed to achieve behavior change.
(See P-00909 WISEWOMAN Screening Results and Healthy Behavior Support pamphlet.)
Provide the first Healthy Behavior Support intervention by collaboratively identifying a

SMART goal and strategies to support the client’s priority goal (e.g., nutrition, physical
activity, smoking cessation, blood pressure control, weight loss, reducing risk of diabetes).
(See Healthy Behavior Support Intervention Section.)

Facilitate access to ongoing Healthy Behavior Support options (Lifestyle Program or
Health Coaching)

Review Healthy Behavior Support options referral criteria in the “WISEWOMAN Screening
Results and Healthy Behavior Support” pamphlet with the client.

Indicate which Healthy Behavior option the client selected on the Screening Activity
Reporting form.
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CLIENT NOT READY

If the client indicates that she is Not Ready in (“Pre-contemplation” stage), or that she might

be interested in the future (“Contemplation” stage):

1. The WISEWOMAN medical provider will provide the client with a community resource
guide or other appropriate education materials for future reference.

2. Obtain permission to check back in 30 days to determine if she is ready for a health
behavior support intervention. Indicate permission response on the Screening Reporting
form.

3. Do the one-month follow-up contact with the client and document using the Community

Resource Linkages Usage and Behavior Change Readiness Assessment form. (See F-01227
WISEWOMAN Healthy Behavior Readiness Assessment Follow-up form.)
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Section 7 Community — Clinical Resources

Linking Client to Community Resources
Community Resources

The provider agency will provide guidance and assistance to the WISEWOMAN central office
staff in developing a community resource guide. The guide will provide a sampling of free
and/or low-cost programs that support chronic disease self-management, physical activity,
nutrition, tobacco cessation, blood pressure measuring services, etc.

The WISEWOMAN provider agency may also refer clients to additional resources that offer
support for specific challenges they may be facing. These resources might include:

e Mental health services

e Translation services

e Job training

e Violence prevention services

e Transportation services

The WISEWOMAN clients should be referred to community-based resources to support
identified goals using the community resource guide. Typically initial referrals occur during
risk-reduction counseling, but may also occur during lifestyle programs or health coaching
sessions.

Lifestyle Programs (LSPs)

LSPs are one of the WISEWOMAN Healthy Behavior Support options to which providers can

refer clients. Through participation in LSPs, clients learn about healthy behaviors and receive

support on how to integrate these behaviors into their daily lives. Lifestyle programs must be

evidence-based in that they:

e Show effectiveness in improving diet and physical activity, weight loss, and chronic
disease management.

e Incorporate national diet and lifestyle recommendations.

e Are culturally appropriate and delivered using easy-to-understand language.
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The WISEWOMAN central office will partner with community-based organizations to provide
evidence-based lifestyle programs. Once identified, the LSP must be approved by CDC. The
following are currently approved lifestyle programs:
¢ Nationally Recognized Diabetes Prevention Program ( DPP)
e Take Off Pounds Sensibly (TOPS)
e Wisconsin Expanded Food and Nutrition Education Program - Eating Smart...Being
Active (ESBA)

If the client chooses an approved evidence-based lifestyle program, WISEWOMAN will
provide the LSP at little or no charge.

If the provider agency has additional evidence-based programs they would like considered
they must contact the State WISEWOMAN Program Coordinator.

Assistance with Medication and Diabetes Supplies

Due to the federal funding requirements, WISEWOMAN funds cannot be expended on
medication or diabetes supplies for clients. However, the WISEWOMAN provider agency will
assist the client with obtaining access to necessary medications and supplies and document
attempts and actions in the client’s medical record.

Potential Resources for Medication Assistance Locally Operated Stores
Many locally operated stores offer low-cost generic prescription drug programs. Providers

should check with each program for additional details as programs may change their criteria
and or webpage name at any time.

Program Description

Cost Offers Member Prescription Program for cost savings on prescription medications. Website:
ostco
http://www?2.costco.com/Pharmacy/Druginformation.aspx
Vs Offers a health savings pass for a small annual enrollment fee. Website:
http://www.caremark.com/portal/asset/GE_CVSCaremark ValuePricedGenerics DL.pdf
K-Mart Offers a prescription savings club; small annual enrollment fee. Website:
-Mar
https://pharmacy.kmart.com/shc/Mygofer/pdf/Druglist.pdf
K Offers a generic drug program; no membership fee; no income eligibility criteria. Website:
roger
& http://www.kroger.com/pharmacy/generics/Pages/default.aspx
T t Offers specified generic drugs; no enrollment form or enrollment fee; no income eligibility criteria.
arge
& Website: http://www.target.com/pharmacy/generics-alphabetic
Walereen’s Offers generic prescription drugs; small annual enrollment fee; no income eligibility criteria.
8 Website: http://www.walgreens.com/pdf/psc/psc_value priced med list.pdf
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Wal-Mart Offers generic prescription drugs (includes Sam’s Club pharmacies). No enrollment form, fee, or
al-Mar

income criteria. Website: http://www.walmart.com/cp/Pl-4-Prescriptions/1078664

Potential Resources for Medication Assistance Pharmaceutical Companies
Many pharmaceutical manufacturers offer patient prescription assistance programs. Some

programs offer discounts for prescription drugs, including some mail order programs. There
are programs that offer assistance with navigating the various prescription drug assistance
programs. Below are the most common prescription assistance programs.

Free Medicine Foundation: Offers free or low-cost medicine if you meet income and eligibility criteria;
573-996-3333. See details at their Website: http://www.freemedicinefoundation.com

NeedyMeds: Offers a searchable database for prescription assistance programs; lists meds by brand and generic
names; offers access to many on-line applications. Website: http://www.needymeds.org/index.htm

Partnership for Prescription Assistance: Offers information regarding prescription assistance programs;
888-477-2669. Website: http://www.pparx.org/en/prescription assistance programs

RX Outreach Medications: Mail order program for generic prescription drugs. No membership fee but must meet
income eligibility criteria and complete an application form. Offers some discounted diabetic supplies;
800-769-3880. Website: http://www.rxoutreach.com

Xubex Patient Assistance Program: Mail order prescription drug program; also provides some discounted medical
supplies. No income criteria or enrollment fee but must complete an application form; 866-699-8239. Website:
http://www.xubex.com

Potential Resources for Diabetes Supplies
This is a general guide gathered from various company websites. Since the eligibility guidelines

for each patient assistance program are subject to change at any time, the provider agency
should check that company’s website for the most current program information before

assisting with applications. The listing below is not intended to be all-inclusive.

Assistance Program General Eligibility Criteria Supplies Available
Abbott Diabetes Care Patient Offers blood glucose meters and strips | Freestyle meters/strips
Assistance Program to qualifying applicants. Precision meter/strips

http://www.patientassistance.com/pr
ofile/abbott-19/

Accu-Chek Patient Assistance Roche Diagnostic offers a limited Test strips
Program supply of Aviva test strips to a network
Tel: 800-858-8072 of community clinics and health centers

to distribute to low-income and
uninsured people with diabetes.

Becton Dickinson Insulin Syringe Must meet financial and other program | BD ultra-fine insulin syringes;

Assistance Program specific criteria and have no insurance. | patient education materials

Tel: 866-818-6906

NeedyMeds Provides streamlined information to Depends on the individual

http://www.needymeds.org patient assistance programs companies; medication, some
(medication and some diabetes meters, and test strips.

supplies) via searchable database and
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Assistance Program

General Eligibility Criteria
linkages to individual enrollment
criteria/ applications

Supplies Available

Partnership for Prescription
Assistance

Tel: 888-477-2669
https://www.pparx.org/en/node/481

Offers a listing of programs that offer
assistance with supplies; eligibility
varies by program

Lists opportunities to obtain
glucose meters, test strips, insulin
syringes, and more.

Xubex
Tel: 866-699-8239
http://www.xubex.com

No enrollment fee; there is an
administrative fee for each prescription

Discounts on some glucose
meters, testing strips, lancets

Local Diabetes Products Sales
Representatives

Local sales reps for companies that
manufacture diabetic supplies may be
able to offer some assistance.

Smoking Cessation and Secondhand Smoke

Wisconsin Tobacco Quit Line

The Wisconsin Tobacco Quit Line offers free, confidential, non-judgmental coaching and

information about how to quit. Quit coaches help each caller develop an individualized quit

plan, including selecting a quit date. The Quit Line also sends callers a free quit guide with

information about quitting methods, medications, and other tips. The provider agency should

direct the client to the Quit Line number in the community resource guide.

Wisconsin Tobacco Quit Line - Fax to Quit Service
Fax to Quit is a program that links the services of the Wisconsin Tobacco Quit Line directly to

the potential quitter with the help of health care providers. Tobacco users no longer have to

take the first step in calling the Quit Line. Instead, a quit coach will contact the tobacco user

to provide an intervention(s) after receiving a faxed consent form. (See Wi Tobacco Quit Line Fax

to Quit Consent form.) Clients must be ready to make a quit attempt, preferably within 30 days.

The program is not designed to convince a smoker to quit. Clients may also initiate calls to

the Quit Line at any time.

One-call Intervention

1. Generally a 20-40 minute assessment of tobacco use history, previous quit attempts,

relapse, and life experiences that may affect the quit attempt.

2. The quit coach stresses the importance of planning for a quit attempt and offers

individualized counseling to help develop a plan.
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Multi-call Intervention

1. During the one-call intervention, the caller may elect to receive up to four additional calls
scheduled over six months.

2. Calls usually take place around the time of the quit date and provide the caller with
practical strategies for successfully quitting.

3. Quit coaches help problem-solve with callers experiencing ongoing urges to use tobacco.
Coaches review nicotine replacement therapy usage to ensure safe, proper, and effective
use.

5. They identify methods callers may use to increase their support from family and friends.

WISEWOMAN Provider Fax to Quit Intervention Referral Assessment

1. The provider agency talks with the client about tobacco use and in a clear and
personalized manner, urges the client to quit.

2. The provider agency will determine if the client is ready to make a quit attempt within the
next 30 days and is willing to accept a call from the Quit Line coach.

a. Does the client want to quit within a month? Is she ready to talk to a quit coach?

b. If the client makes excuses or has irregular access to a phone, the Fax to Quit program
will not be appropriate at this time. Instead direct her to the community resource
section of the Screening and Healthy Behavior Support pamphlet. Do not refer a
patient who is not ready to quit in the next 30 days to the Quit Line through Fax to
Quit.

c. Ifthe clientis a good candidate, the provider agency will refer the client to the Fax to
Quit intervention and:

i. Explain the program and complete the call consent form.
ii. Faxthe form to the WISEWOMAN Program Coordinator.

d. The Quit Line will make five attempts to reach the client within the timeframe

indicated by the client.

Community Linkages Usage Documentation

The WISEWOMAN provider agency must contact the client 30 days after the IOV to assess
and document if the client utilized any community resources using the Community Resource
Linkages Usage and Behavior Change Readiness Assessment form, the Lifestyle Program or

the Health Coaching contact form. (See F-01227 WISEWOMAN Healthy Behavior Readiness Assessment
Follow-up form or WISEWOMAN Healthy Behavior Contact forms F-01224, F-01225, F-01226, F-01228).

27|Page



Section 8 Screening Follow-Up Recommendations

Referrals for Diagnostic Office Visits for Alerts and/or Abnormal Values and
Special Uncontrolled Hypertension Management Office Visits

1. The WISEWOMAN medical provider will review the results from the Health History,
Healthy Lifestyle Assessment, blood pressure assessment, anthropometric screening, and
the lab values to determine the client’s current health status to determine the need for a
diagnostic office visit referral or for additional office visits for uncontrolled hypertension
management.

2. Diagnostic Office Visits are covered only for limited circumstances. The medical provider
will determine the need for follow-up visits based on criteria as indicated in the next
sections.

Mandatory visits for Alerts

WISEWOMAN alert laboratory values indicate the need for immediate attention. They are
based on current clinical practice and risk to the individual’s health. Providers must arrange
to ensure these clients receive medical evaluation and treatment either immediately or

within seven calendar days of the alert measurement, in accordance with national standards
and the judgment of the WISEWOMAN Program Medical Provider.
1. Alert Values

a. Blood Pressure Alert Values: systolic >180 mmHg or diastolic >110 mmHg

b. Blood Sugar Values: fasting blood glucose value < 50 mg/dL or 2250 mg/dL
2. The WISEWOMAN diagnostic medical provider will conduct the diagnostic office visit for
clients with alert values using the Wisconsin WISEWOMAN Diagnostic and Hypertension

Management Referral form. (See F-01222 WISEWOMAN Diagnostic and Hypertension Management
Referral form.)

3. If the client cannot arrange to be seen by a medical provider within the allotted seven
calendar daytime period, case management services must be implemented with attempts
to get the client to return for follow-up. This must be documented using the Case
Management Services form. (See F-01223 Case Management Notes form.)

a. Case management is a short-term intensive support service used to ensure that
clients receive appropriate and timely medical care. Case management also assists
clients in understanding the treatment regime, obtaining affordable medication,
attending medical appointments, and/or reducing other barriers.

4. If the client refuses a diagnostic office visit for alert values, the medical provider WILL
inform the client of the benefits of receiving and the health consequences of refusing
follow-up. The provider will complete the Case Management Notes form.
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Uncontrolled Hypertension Management

Improving control of hypertension is a major focus of the WISEWOMAN Program. Clients
with uncontrolled hypertension must be referred to a hypertension management program,
unless the client refuses.
1. Uncontrolled hypertension is defined as:
a. Cases of Stage 1 or higher where treatment has not achieved/maintained blood
pressure readings of <140 mmHg systolic and <90 mmHg diastolic.
b. Clients with diabetes and hypertension should be treated to a systolic blood pressure
goal of <140 mmHg.

e Lower systolic targets, such as <130 mmHg may be appropriate for certain
individuals, such as younger patients, if it can be achieved without undue
treatment burden.

e C(Clients with diabetes should be treated to a diastolic blood pressure of
<80 mmHg.

2. The WISEWOMAN medical provider will determine whether the client needs a referral for
uncontrolled hypertension according to the following blood pressure readings:

120-139 Systolic or
80-89 Diastolic mmHg

No action needed Provide education and tools. Evaluate and manage as medically indicated
Further attention as appropriate.
*Note: Alert Values (Systolic blood pressure >180 mmHg
or Diastolic blood pressure >110 mmHg) require medical
evaluation immediately or within seven days.

Example: patient education, blood Examples: blood pressure recheck, medication
pressure log, advice on tracking counseling, HTN support, and/or referral for medical
blood pressure, and advice on evaluation.

having it rechecked.

3. Providers are expected to conduct additional preventive services (up to five visits) for
clients who have uncontrolled hypertension using established protocols. The goal is to
attain “control” (<140/<90) for clients noted to have uncontrolled hypertension.

4. In addition, the program will also allow up to five coaching sessions for any healthy
behavior goal the client wants to work on which can include improving hypertension.

5. The WISEWOMAN diagnostic medical provider will conduct the uncontrolled
hypertension management visits using the Wisconsin WISEWOMAN Diagnostic and
Hypertension Management Referral form. (See F-01222 WISEWOMAN Diagnostic and Hypertension

Management Referral form.)

6. If the clientis referred back to her own provider for hypertension management, the
provider will note the name/location of this provider on the Screening Activity Reporting
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form. The medical system to which the woman is referred is then responsible for
providing medical follow-up and ensuring treatment.

7. If the client refuses follow-up visits for uncontrolled hypertension management, the
medical provider WILL inform the client of the benefits of receiving and the health
consequences of refusing follow-up. The provider will complete the Case Management
Services Notes form.

Other Abnormal Screening/Laboratory Values

Diagnostic visits for abnormal findings are covered only under limited circumstances. The
diagnostic office visit for abnormal findings is not intended to monitor the status of
treatment or to provide patient education. WISEWOMEN abnormal values are laboratory
results that indicate the need for follow up attention. They are based on current clinical
practice and risk to the individual’s health.

1. The WISEWOMAN Program will reimburse for one diagnostic office visit for abnormal
findings when based on program specified criteria. The diagnostic office visit may only be
reimbursed when one or both of the following two situations occur:

a. Further evaluation is needed to confirm whether the client has a new diagnosis of
high blood pressure, dyslipidemia, or diabetes. Or

b. Further evaluation is needed to determine if medication or other more immediate
treatment is needed that could not be appropriately assessed/done during the IOV.
2. Lipids Abnormal Values — may refer for one DOV at provider’s discretion

a. Total cholesterol value of > 240 mg/dL
b. Low-density lipoprotein (LDL) cholesterol value of > 160 mg/dL, or
c. Triglycerides (TG) value of > 200 mg/dL

3. Blood Sugar Abnormal Values — may refer for one DOV at provider’s discretion
a. Fasting blood glucose value > 126 mg/dL

b. Alc = 6.5% IF the test was done by a centralized NGSP certified lab for analysis. *Not
a point of care test
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Clinical Measurements and Fasting Values Table

The following table represents the measurements that should guide referrals for follow-up.

The table below delineates normal, abnormal, and alert values.

Measurements | Normal/Desirable Abnormal/ALERTS VALUES
Values

Blood Pressure | <120 Systolic Prehypertension Stage 1 Stage 2 ALERT
(mmHg) and 120-139 Systolic 140-159 Systolic >160 Systolic >180 Systolic

<80 Diastolic or or or or

80-89 Diastolic 90-99 Diastolic >100 Diastolic >110 Diastolic
LDL Cholesterol | Optimal Near Optimal Borderline High | High Very High
(mg/dL) <100 /Above Optimal 130-159 160-168 >190
100-129
Triglycerides <150 Borderline High High Very High
(mg/dL) 150-199 200-499 >500
Blood Glucose FPG <100 Impaired Fasting Elevated ALERT VALUE
(mg/dL) FPG 100-125 FPG >126 <50 or > 250
Alc 5.7%-6.4% Alc >6.5%
Alc (%) Lab Test | <5.6% Pre-diabetes Elevated - Cut Point
5.7 - 6.4% >6.5%
Body Mass 18.5-24.9 Overweight Obesity Class | Obesity Class 2 Extreme Obesity
Index 25-29.9 30-34.9 35-39.9 Class 3
>40
Waist and Hip Estimated Risk Low Estimated Risk Moderate Estimated Risk High
Ratio <0.80 0.81-0.85 >0.85
Body Shape - Pear Body Shape - Avocado Body Shape - Apple

Provider Agency Responsibilities for Diagnostic Referral

The WISEWOMAN medical provider will determine whether the client needs a referral for a

diagnostic referral according to the following:

Normal Values

Client does not receive a

referral for a

WISEWOMAN DOV

Abnormal Values

The WISEWOMAN medical provider may
arrange for one DOV appointment
according to specified criteria for the client
at his/her discretion. This visit must be
completed within six weeks of the IOV.

EXCEPTION: Clients with uncontrolled
hypertension must be referred (unless they
refuse) to a hypertension management
program. Up to five office visits are allowed
for this follow-up.

days) of the IOV.

hypertension must be

Alert Values

Client will receive a referral for a
WISEWOMAN DOV. This visit must
be completed immediately or
within one week (seven calendar

Client with uncontrolled

referred to a

hypertension management
program. Up to five office visits are
allowed for this follow-up.
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If the WISEWOMAN medical provider wants to conduct a DOV for a client with a combination
of abnormal values that do not meet the criteria specified above, they may contact the State
WISEWOMAN Program Service Delivery Coordinator for guidance. The Service Delivery
Coordinator will consult with the WISEWOMAN Medical Director for possible authorization
for further testing on a case-by-case basis.

Abnormal Values That Do Not Qualify for a Diagnostic Office Visit:

Clients with impaired fasting glucose values or prehypertension DO NOT qualify for a DOV

and should:

1. Receive risk factor counseling/education during the 10V.

2. Be referred for a Healthy Behavior Support option.

3. Bereferred to a medical provider or community resources if in need of periodic blood
glucose and/or blood pressure monitoring.

Service Provider Responsibilities at the Diagnostic and/or Hypertension
Management Office Visit

The WISEWOMAN medical diagnostic medical provider will:

1. Review the clinical information on the client’s screening activity reporting form and
provide additional WISEWOMAN covered assessment services and diagnostic tests as
needed.

2. Complete a Diagnostic and Hypertension Management Referral form appropriate to
document the findings. (See F-01222 Diagnostic and Hypertension Management Referral form.)

3. Provide visit documentation (hard copy or electronically) to the central office.
Implement case management services if the client does not show up for the DOV or
Uncontrolled Hypertension Management Visit to determine reason(s) and attempt to get
the client to come to the appointment.

5. If needed, provide assistance with obtaining access to prescribed medications, supplies,
and/or linkages for their continuing follow-up care.

6. Assure WISEWOMAN clients with alert or abnormal values are linked to free or low cost
continuing care services when indicated, unless the client refuses.

a. The medical system to which the woman is referred is responsible for providing
medical follow-up and ensuring treatment.

b. Itisimportant to ensure women with alert or abnormal values who need ongoing care
are directed to a health care provider who will see them regardless of their financial
status or circumstances.
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Section 9 Hypertension Control Information

Hypertension Control Strategies

Improving control of hypertension is a major focus of the WISEWOMAN Program. Providers are
expected to conduct additional preventive services for clients who have uncontrolled
hypertension by using established protocols or by strengthening their existing hypertension
control protocols.

The following are examples of a wide variety of available evidence-based hypertension

management resources.

Strategy

Description

Examples

Delivery System Design

Processes to: be efficient for
patients and staff; consistently
deliver quality care; reliably
document care.

Prescribing anti-hypertensive medication
consistent with national guidelines.

Streamlining patient registration processes to
minimize waiting time.

Self-Management Support

Activities to increase patients’
skills in managing their own
health.

Teaching patients how to measure and track
their blood pressure.

Decision Support

Automated messages for
clinicians.

Using computer-generated prompts to
remind a clinician that a patient’s blood
pressure is abnormal, and to consider
adjusting medication.

Health Information
Technology (Health IT)
Note: Health IT can be used to
implement Decision Support or
Delivery System Design.

Storage, retrieval, sharing, and
use of health care information,
and data for communication and
decision-making.

Use Health IT reports to determine which
patients with hypertension are not  well

controlled.

Use Health IT reports to determine which

patients have not returned for follow-up.

Approaches shown to be effective in Controlling Hypertension

Approach

Description

Examples

Self-Measured
Blood Pressure
Monitoring
with Support

Blood pressure readings (taken by patient
outside of a clinical setting) reported to the
health care team who advise or take action
as indicated.

Patient measures blood pressure at home
and/or in the community (church, pharmacy,
superstores, i.e., Target, KMart).

Share readings with medical provider who
then provides advice or makes needed
adjustments in medications.
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Approach

Description

Examples

Team-Based The use of a multi-disciplinary team to Physician diagnoses hypertension and
Care improve the quality of hypertension care prescribes anti-hypertensive medication and
for patients. refers to:
e Nutritionist to counsel on DASH diet.
e Community Health Worker for medication
adherence health coaching.
Medication Explaining what the medication is intended | When a patient is prescribed a new anti-

Adherence and
Access Support

to do and the correct way to take
medication.

Assessing tolerance and appropriateness of
medication for a particular patient.
Assuring access to affordable medication.

hypertensive medication:

e Pharmacist provides medication therapy
management services.

e Case Manager/Community Health Worker
helps find an affordable source of
medication and helps set goal that will
address her adherence/access barriers.

Recommendations for Accurate Blood Pressure Measurements

Multiple outside forces can contribute to blood pressure variability. The following is a list of

common actions that result in inaccurate blood pressure readings that can easily be

controlled.”
Cause Systolic Effect Cause Systolic Effect

1. The cuffistoo small (Most | +10-40 mmHg 9. Patientin pain +10-30 mmHg
common cause of errorin
clinical practice!)

2. The cuff is too large (Most -5-25 mmHg 10. Patient talking +10-15 mmHg
common cause of errorin
clinical practice!)

3. The artery line is not +4-6 mmHg 11. Patient has full bladder +10-15 mmHg
centered

4. The arm is above heart +2 mmHg per 12. Patient has difficulty +5-8 mmHg
level inch breathing

5. The arm is below heart - 2 mmHg per 13. Patient doesn’t rest 3-5 +10-20 mmHg
level inch minutes

6. Patient’s feet are not flat +5-15 mmHg 14. White Coat Syndrome +11-20 mmHg
on the floor

7. Patient’s back is not +5-15 mmHg 15. Tobacco or caffeine use +6-11 mmHg
supported

8. Legs crossed +5-8 mmHg 16. The cuff is placed over +/-10-40 mmHg

clothing

Aneroid devices that are out of calibration most often read too low

Accurate blood pressure measurements are critical for detecting and managing high blood

pressure. The Seventh Report of the Joint National Committee on Prevention, Detection,

! Improving the Screening, Prevention & Management of Hypertension — An Implementation Tool For Clinic Practice
Teams, Washington State Department of Health
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Evaluation, and Treatment of High Blood Pressure (JNC 7) recommends the following for

accurately measuring blood pressure:

1. Participants should not smoke, exercise, or have caffeine for at least 30 minutes before
their blood pressure is measured.

2. Participants should be seated quietly for at least five minutes in a chair (rather than on an
exam table), with feet on the floor and arms supported at heart level.

3. To ensure accuracy, an appropriate sized cuff should be used (cuff bladder encircling at
least 80% of the arm). Note: Incorrect size is the most common cause of error in clinical
practice!

4. Use a mercury sphygmomanometer, a recently calibrated aneroid manometer, or a
validated electronic device to measure blood pressure.

5. Systolic blood pressure is the point at which the first of two or more sounds is heard
(phase 1), and diastolic blood pressure is the point before the disappearance of sounds
(phase 5).

6. At least two measurements should be taken and recorded, separated by a minimum of two
minutes. If the first two readings differ by more than 5 mmHg, additional measurements
should be taken. (This information does not appear in INC 7 but is specified in JNC 6.

7. Each participant should be given specific blood pressure numbers and goals, both verbally
and in writing.

Recommended Cuff Sizes Recommended cuff sizes
Manufacturers’ cuff sizes differ widely as to Arm Circumference Adult Cuff Size
22to 26 cm Small adult (12x22 cm)
what they consider a large/small size, etc. The 571034 cm Adult (16x30 cm)
providers are encouraged not to rely solely on | 35to 44 cm Large adult (16x36 cm)
the manufactures’ markings as to cuff size. 45 to 52 cm Adult thigh (16x42 cm)

Instead they should measure the bladder of each cuff before placing it into initial service.
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Sample Follow Up Protocol for Uncontrolled Hypertension —Walker’s Point

Community Clinic

The provider agency should have standard protocols for follow-up of uncontrolled

hypertension. The protocol will vary depending on the capacity of your health care facility.

The hypertension management protocols below are examples providers may consider for

adoption and use.

Patient is identified as having
uncontrolled hypertension at
her IOV.

Medication adjustments, risk
reduction counseling,
motivational interviewing about
lifestyle and med adherence
will likely take place at IOV.

Health Coaching for
Uncontrolled Hypertension as
her Healthy Behavior Support.

‘-L><"/‘

Patient encouraged to select ‘~N.

/"/ > ~, Staff member will review the Million Hearts High BP Fact
Does Not '~ Sheet with the patient. The health coaching protocol
X fAﬁree o (below) will be followed for this patient despite not
N efe OW_Up/,/' selecting that as her Healthy Behavior Support. During
'\-.\ P Healthy Behavior Intervention Change Assessment phone
i call, patient will be asked how her BP is doing and if she
would like to come in to have it re-checked.
SN
R N
‘/' N
./‘
Does Agree o
to -
follow-up a WPCC staff provides a minimum of three Health Coaching
o R sessions focused on uncontrolled hypertension.

. Rd
N, e
o

v

Patient is

Patient will be provided additional
WISEWOMAN follow-up hypertension
management visits (CPT code # 99213)
after the IOV as needed to achieve blood
pressure control.

Thereafter, the patient will continue to be
monitored through regular visits to WPCC,

with special attention paid to blood
pressure. The clinic team, which includes
MaAs, front desk staff, clinicians and
WISEWOMAN coordinators will work on

SIMPLE: Simplify the med regimen, Impart

knowledge, Modify client beliefs and
behavior, Provide communication and
trust, Leave the bias, Evaluate adherence.
Patient is contacted 30 days after the IOV
to conduct Healthy Behavior Intervention
Change Assessment.

established
at WPCC

(e

Patient is
established at
another clinic

Patient is not

established
at any clinic

v

v

e Patient will be instructed to
return to her regular clinic to
continue care and to take the
WISEWOMAN Screening brochure
to document her blood pressure
numbers at the time of the 10V.

e Patient will be encouraged to
practice self-monitoring at least
once per month; provided blood
pressure monitoring community
resources and instructed to take
these additional blood pressure
numbers to her primary care
provider.

e Patient is contacted 30 days after
the IOV to conduct Healthy
Behavior Intervention Change
Assessment.

e Patientis encouraged to find a
health care home and is
offered resources to help her
do so.

e Patientis provided self-
monitoring resources.

e Patientisinstructed to
communicate her desire to
control her hypertension to a
future primary care provider.

e Patient is contacted 30 days
after the 10V to conduct
Healthy Behavior Intervention
Change Assessment.
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Million Hearts Tool Kit - Hypertension Guide Management Algorithm

Adult aged 218 years with hypertension

Y

Implement lifestyle interventions
(continue throughout management).

v

Set blood pressure goal and initiate blood pressure lowering-medication
based on age, diabetes, and chronic kidney disease (CKD).

General population

(no diabetes or CKD) Diabetes or CKD present
Y Y A4 Y
Age 260 years Age <60 years All ages All ages
Diabetes present CKD present with
No CKD or without diabetes
A 4 \ 4 A 4 Y
Blood pressure goal Blood pressure goal Blood pressure goal Blood pressure goal
SBP <150 mm Hg SBP <140 mm Hg SBP <140 mm Hg SBP <140 mm Hg
DBP <90 mm Hg DBP <90 mm Hg DBP <90 mm Hg DBP <90 mm Hg
Nonblack Black All races
A 4 A 4 A J
Initiate thiazide-type diuretic Initiate thiazide-type diuretic Initiate ACEI or ARB, alone
or ACEI or ARB or CCB, alone or CCB, alone or in combination with other
or in combination.? or in combination. drug class.?
Y \ 4 Y

Select a drug treatment titration strategy

A. Maximize first medication before adding second or

B. Add second medication before reaching maximum dose of first medication or
C. Start with 2 medication classes separately or as fixed-dose combination.

Y
Yes

At goal blood pressure? >
[No

¥

Reinforce medication and lifestyle adherence.
For strategies A and B, add and titrate thiazide-type diuretic or ACEI or ARB or CCB (use
medication class not previously selected and avoid combined use of ACEl and ARB).

For strategy C, titrate doses of initial medications to maximum.

Y
Y
At goal blood pressure? €s >

No

Y
Reinforce medication and lifestyle adherence.

Add and titrate thiazide-type diuretic or ACEI or ARB or CCB (use medication class
not previously selected and avoid combined use of ACEIl and ARB).

4
Yes

At goal blood pressure? >
No

Y
Reinforce medication and lifestyle adherence.

» Add additional medication class (eg, B-blocker, aldosterone antagonist, or others)
and/or refer to physician with expertise in hypertension management.

A4
Yes

No
D At goal blood pressure? » >
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Other Controlling Hypertension Resources

1. Washington State Department of Health “Improving the Screening, Prevention, and
Management of Hypertension: An Implementation Tool for Clinic Practice Teams”
This implementation tool is a compilation of research, best practices, and resources for
hypertension management and sample forms, protocols, evaluation etc.
www.healthit.gov/sites/default/files/13 bptoolkit e131.pdf

2. Million Hearts® toolkits
Practice and informational toolkits designed to help partners incorporate Million Hearts®

into their everyday work, and enhance community heart disease, and stroke prevention
efforts. http://millionhearts.hhs.gov

3. The Atrium Wisconsin's Clearinghouse for the Million Hearts initiative.
A web portal powered by MetaStar provides resources and information on cardiac health
initiatives in Wisconsin.
http://www.metastar.com/web/MedicareQualityInitiatives/ForHealthCareProfessionals/T
heAtrium/tabid/567/Default.aspx

4. Blood Pressure Measurement for the 21* Century Tool Kit

A self-study DVD that provides information on how to accurately and reliably take a blood
pressure measurement, how to properly maintain the blood pressure equipment, and
suggestions for lifestyle changes that can be taken to reduce high blood pressure. The pre
and post assessments are available from a WISEWOMAN provider coordinator or can be
directly accessed at the Sentara website:
http://www.williamsandwest.com/sentarainteractive/bloodpressure/

5. Hypertension, Cholesterol, and Sodium Guidelines: Implications for Cardiovascular Health
A webinar hosted by CDC'’s Division for Heart Disease and Stroke Prevention. The webinar
has the agenda, webinar recording, presentations, and one-pagers for each of the three
main areas. National Association of Chronic Disease Directors
https://chronicdisease.site-ym.com/?page=CVHWebinars

38|Page


http://www.healthit.gov/sites/default/files/13_bptoolkit_e131.pdf
http://millionhearts.hhs.gov/
http://www.metastar.com/web/MedicareQualityInitiatives/ForHealthCareProfessionals/TheAtrium/tabid/567/Default.aspx
http://www.metastar.com/web/MedicareQualityInitiatives/ForHealthCareProfessionals/TheAtrium/tabid/567/Default.aspx
http://www.williamsandwest.com/sentarainteractive/bloodpressure/
https://chronicdisease.site-ym.com/?page=CVHWebinars

Section 10 Case Management

Case Management Protocol

1.

Case management is a short-term intensive support service used to ensure that women
receive appropriate and timely medical care. Case management assists clients in
understanding their treatment regimen, obtaining affordable medication, attending
medical appointments, and/or reducing other barriers. (See F-1223 WISEWOMAN Case
Management Report form.)

Clients with uncontrolled hypertension must be referred to a hypertension management
program. The case manager will track the status of these clients.

. The medical system to which the woman is referred is responsible for providing medical

follow-up and ensuring treatment.
WISEWOMAN-funded case management services must end when:
a. The client with alert or abnormal values begins receiving prescribed treatment
b. The client is no longer eligible for WISEWOMAN services. For these clients, it is
important to ensure they are directed to a health care professional who will see
them regardless of their financial statues or other circumstances before case
management services stop.
c. The client blood pressure is in the controlled range.

Contacting Clients — MISSED Integrated Office Appointments

The WISEWOMAN provider agency will contact clients to remind them of missed office visits.

If the client makes an Integrated Office Visit appointment but fails to show up, the

WISEWOMAN medical provider will send a missed appointment notice to the client.

Contacting Clients — Missed Diagnostic Office Visit for Alert or Abnormal Values

When the results of the Integrated Office Visit indicate the need for a DOV referral and the
client does not return for a Diagnostic Office Visit for further evaluation, the WISEWOMAN
provider agency attempts to contact the client.

1.
2.

Send a missed appointment notice to the client.

If there is no response from the client within a week of the date that the missed
appointment card was mailed, the provider agency will make a follow-up telephone call.
If there is still no response, the provider agency will send a program contact letter to the
client.
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3. The provider agency attempts to contact the client must include notification of the
benefits of receiving and the health consequences of refusing follow-up.

4. The provider agency must assure documentation of three attempts to contact
participants before designating the participant as “lost to follow-up.”

5. After all attempts have been made to contact the client, she is to remain active in the
data system because she might return at a later date.

6. The provider agency will complete the WISEWOMAN Case Management Services form.
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Section 11 Healthy Behavior Support Intervention

Initial Healthy Behavior Support Intervention

The first Healthy Behavior Support intervention will happen at the IOV. This will ensure that
the motivated client leaves with information on her risk factors, information on how to take
small steps toward better health through goal setting and information on how to access her
Healthy Behavior Support Option. The provider will use the Screening and Healthy Behavior

Support pamphlet to facilitate the first intervention discussion. (See P0- 00909 Screening and
Healthy Behavior Support pamphlet.)

Healthy Behavior Support Options Overview

WISEWOMAN'’S mission is to provide clients with the knowledge, skills, and opportunities to
improve their diet, physical activity, and other life habits to reduce their risk of heart disease,
stroke, and diabetes. The provider agency must ensure that WISEWOMAN clients have access
to healthy behavior interventions after the initial or rescreening Integrated Office Visit has
been completed.

Healthy Behavior Support Intervention Participation
Screening results, health risk assessments, readiness to change, client goals and preferences
should be used to determine if a client is referred to:
1. A specific lifestyle program or,
2. Health coaching and/or,
3. For some clients, referral to community-based resources may be the most
appropriate Healthy Behavior Support option.

Referral Procedure

1. Once the client’s level of motivation has been determined and her chronic disease risks
have been considered, the WISEWOMAN provider agency will work with her to determine
which Healthy Behavior Support Option is appropriate. The WISEWOMAN provider
agency should become familiar and comfortable with discussing the available healthy
behavior support options.

2. To enrollin a lifestyle program the client must:

a. Indicate a readiness to change,
b. Agree that the chosen LSP is an appropriate option,
c. Be committed to attending and completing the LSP.

3. To enroll in health coaching the client must:

a. Indicate readiness to change a lifestyle behavior and select a priority goal (e.g., dietary
composition, physical activity)
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b. If addressing uncontrolled hypertension, the client must receive any hypertension
medical support before the health coaching begins. The coaching will focus on
medication adherence, self-monitoring, and sodium restriction.

c. Be comfortable with and see the benefit of working one-on-one with a health coach.
Have time to interact with a health coach over the phone or face-to-face on a regular
basis.

4. If the client is interested or ready to commit to a healthy behavior support program at
the 10V, the provider should work with the client to determine which option would be
best suited for her and provide the first Healthy Behavior Support intervention.

5. If the client is not interested or ready to commit to a healthy behavior support program
at the 10V, the provider should obtain permission from the client to have support staff
contact her in 30 days to follow-up.

e Do the one-month follow-up contact with the client and document using the
Community Resource Linkages Usage and Behavior Readiness form.
(See F- 01227 WISEWOMAN Healthy Behavior Readiness Assessment Follow-up form.)
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Section 12 Lifestyle Program
Take Off Pounds Sensibly (TOPS)

Focus and Overview of the Program

Take Off Pounds Sensibly (TOPS) is a national nonprofit organization that has been in the field
for over 65 years. TOPS helps its members manage weight problems through group support
and education. The TOPS plan includes information about healthy eating, exercise, and
behavior modification.

Intended Audience

WISEWOMAN clients who are interested in TOPS must meet all of the following criteria:
e Have BMI > 25 or >22 if Asian.
e Can establish a healthy and reasonable weight loss goal.

Program Content/Materials

The WISEWOMAN program has entered into a partnership with TOPS to provide clients with
the “Total Wellness Membership” package. This special includes:

1. Aone-year membership

2. Six-week quick-start My Day One guide

3. One-year subscription to TOPS News magazine (client should receive in 6-8 weeks once
enrolled)

Online tools

A food and exercise journal

300-page nutrition, fitness, motivational, and medical information manual

Food exchange cards and holder

Calorie counts and food exchange guide to popular restaurant chains

O N e

Two Thera-Bands

Some TOPS materials are free to providers and include a variety of health education
pamphlets and a special promotional edition of the TOPS News magazine. There are no
TOPS-specific Spanish materials. Spanish education materials can be found by linking to
Krames on the TOPS website online education library.

Key Activities

1. Clients will discuss and agree upon a target weight goal with the screening provider. This
target goal is turned in to the weight recorder at the chapter meeting.

2. Weekly one-hour chapter face-to-face meetings focus on healthy eating, regular physical
activity, wellness information as well as rewards and recognition.
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3. Each meeting starts with a private weigh-in which is often followed by roll call, a chance
for members to share challenges, successes, or goals. Many chapters hand out awards
each week or monthly. Meetings include an interactive informational presentation to
support weight-loss efforts. The meeting usually closes with an inspirational activity.
TOPS uses two different healthy eating plans; the Food Exchange System and MyPlate.

4. Once a member reaches their goal weight, they become KOPS (Keep Off Pounds Sensibly)
members. TOPS have KOPS members who have kept their weight off for 20+ years.

Referral Process if the client selects TOPS

1. The WISEWOMEN provider will indicate the selection in the Screening Activity Reporting
form, and the Screening and Healthy Behavior Support pamphlet. Clients should be
instructed to take the pamphlet to the first program meeting as verification of referral
and agreed weight loss goal.

2. Clients will have the option of attending the local chapter that is best for their schedule
and comfort level. Meetings are held at various times of the day and days of the week.
a. TOPS encourages participants to visit several chapters before making a final selection.

These initial visits are provided at no charge.

b. There are approximately 285 local chapters in Wisconsin and 23 chapters in the
Greater Milwaukee area. Chapter locations vary and include hospital, church, and
senior center settings.

c. Clients will be able to identify local chapters by going to the website www.tops.org,

clicking on the “What Happens at a Meeting” tab, enter their home zip code and a
travel radius.
3. The LSP coordinator will follow up no less than four weeks with the client to determine if
the client has attended a TOPS chapter meeting.
a. If the client has selected a chapter location and is still motivated to join TOPS, she will
receive a membership voucher and be instructed to take the voucher to her next
chapter meeting. (See sample below.)

TOPS ©® Membership Coupon This coupon entitles

to a one-year membership in TOPS Club, Inc.
Use this coupon as payment for your one-year membership in TOPS Club, Inc.

If there are several TOPS chapters in your area, you may visit more than one before
making a final decision on which chapter to join. Treasurer: this certificate is NOT
VALID without official TOPS seal here.

OPR\

Ve

TAKE OFF POUNDS
SENSIBLY
Chapters are run by volunteers under the guidance of TOPS Club, Inc. and vary in the

complexity of the proarams thev present.
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The TOPS chapter leader will take the voucher and have her complete a TOPS
membership application.

The voucher will be sent in to the TOPS corporate office along with the client’s
membership application.

Inform the client that the membership voucher is not replaceable if lost and cannot be
photocopied.

4. WISEWOMAN LSP provider will do follow-up calls to clients at various intervals. These
calls will include:

d.

b.
C.
d

Getting the status of participation.

Problem solving any challenges to attending chapter meetings.
Providing general motivation/encouragement.

Making sure the program is meeting the client’s needs and expectations.

If the client stops attending Chapter meetings regularly, the TOPS Chapter leader (or another
member) may call or email the client. TOPS mails a renewal notice six to eight weeks before a
member is scheduled to renew and sends an “Oops” your membership is past due email.
Membership renewal will not be done until the client comes back in for her rescreen
appointment.
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Section 13 Lifestyle Program Nationally Recognized
Diabetes Prevention Program (DPP)

Focus and Overview of the Program

The WISEWOMAN program has entered into a partnership with the YMCA of Metropolitan
Milwaukee Diabetes Prevention Program. WISEWOMAN central office staff is working with
the state’s Coordinated Chronic Disease Prevention program to help establish additional
community Diabetes Prevention Programs. Additional Diabetes Prevention Programs will
become available once provider agencies and/or community organizations attend the
National Diabetes Prevention Program training.

The Diabetes Prevention Program is for clients who are at high risk for developing type 2
diabetes. The program focuses on helping clients make and continue healthy lifestyle
changes by eating healthier, increasing physical activity to 150 minutes per week and losing a
small amount of weight (7% of body weight).

Based on research funded by the National Institutes of Health the program has been shown
to reduce the risk of developing type 2 diabetes by as much as 58 percent. The reduction was
even greater, 71 percent, among adults aged 60 years or older. Nearly half of the individuals
in the study were African Americans, Hispanics, American Indians, Asians, or Pacific Islanders.

Intended Audience
WISEWOMAN clients who are interested in the Diabetes Prevention Program must Meet DPP
eligibility guidelines

e BMI2>250r>22if Asian

e Alcof5.7%to 6.4%

e Blood Glucose 100-125 mg/dL fasting

Program Content/Materials

The following materials are used in the program:

1. Participant Notebook (Core) contains worksheets and handouts for participants to use in
each of the 16 core sessions of the lifestyle intervention.

2. Participant Notebook (Post-Core) contains worksheets and handouts for participants to
use in the post-core phase of the lifestyle intervention.

3. Additional materials used by participants during the lifestyle intervention include food,
activity and weight tracker log books; a fat and calorie counter guide.
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Key Activities

1.

No vk whbN

One-hour weekly sessions facilitated by a lifestyle coach focusing on eating smaller
portions, reducing fat, and discovering healthier food option to help prevent the onset of
type 2 diabetes; increasing moderate physical activity and losing at least 7 percent of
body weight.

Establishing defined weight loss and physical activity goals.

A private weigh-in and review of self-monitoring records.

Identification of barriers and action planning, in a group setting.

Tracking documentation of pounds lost, physical activity, and food consumption.

Each week has established learning objectives.

After completion of the core curriculum, a maintenance/post-core phase is offered to all
participants. It consists of a minimum of six one-hour, group-based sessions in person,
occurring once a month for the remaining year of the lifestyle program. The post-core
phase is less structured than the core phase, but the framework parallels core curriculum.

Referral Process if the client selects Diabetes Prevention Program — City of Milwaukee

1.

The WISEWOMEN provider will indicate the selection in the Screening and Healthy
Behavior Support pamphlet and the Screening Activity Reporting form.

The client will be asked to select a group series that best fits her schedule. The Y’s DPP
publishes program schedules three times a year; summer, fall and winter. These will be
emailed to the provider agency by the WISEWOMAN staff. The majority of the programs
are held at the YMCA. Some non-Y locations are in senior centers.

. The LSP coordinator will register the client by completing the YWCA of Metro Milwaukee

DPP registration form. (See YWCA of Metro Milwaukee Registration form.)
a. The program will be paid for using a virtual voucher system once the client attends the
first DPP class.
The LSP coordinator will email or fax the client registration form to the Y DPP program
coordinator and document the selection session date, time, and location using the
Healthy Behavior Support Options contact form.
Optional - The LSP coordinator will make a reminder call to the client the day before the
first session is to start. All other session reminder calls will be made by the DPP lifestyle
coach.
Clients must attend at least 9 of the 16 Diabetes Prevention Program Core sessions. The
client should be encouraged to attend a minimum of three (of six) maintenance/post-
core. The LSP provider will do follow-up calls to clients at various intervals. These calls
will include:
a. Getting status of participation.
Problem solving any challenges to attending program.
c. Providing general motivation/encouragement. Making sure the program is
meeting the client’s needs and expectations.
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Section 14 Lifestyle Program
WI Expanded Food and Nutrition Education
Program Eating Smart....Being Active (ESBA)

Focus and Overview of the Program

The Expanded Food and Nutrition Education Program (EFNEP) is an evidence-based program
of the United States Department of Agriculture. The adult EFNEP program uses a curriculum
entitled Eating Smart . . . Being Active (ESBA), which is developed for low-income
homemakers/individuals living either in rural or urban areas, who are responsible for
planning and preparing the family’s food, with emphasis on households with young children.

Intended Audience

WISEWOMAN clients who are interested in Eating Smart....Being Active must meet all of the
following criteria:

e Have a child infant-18 years old living in their household.

e BMI2>25o0r>22if Asian.

e Physical inactivity (not getting the recommended 150 minutes of physical activity per week).
e Deficiencies in diet composition.

Program Content/Materials
1. Group sessions are provided in English and Spanish. The Nutrition Educator acts as a
facilitator rather than an expert.
2. Paraprofessional nutrition educators guide participants on:
a. Healthy Nutrition:
i. How to make healthy food purchases
ii. Planning and preparing healthy meals
iii. How to store food safely to prevent waste
iv. Planning and shopping for healthy meals/snacks that are within their budget
v. Dietary composition based on the 2010 USDA Dietary Guidelines
b. Physical Activity:
i. Why being active is important?
ii. How much physical activity is enough? (30 min/5 days a week)
iii. Ways to become more active
3. Group sessions are participatory and support group interaction, cooperative sharing, and
a sense of belonging.
4. Interactive cooking demonstrations are also provided.
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5.

6.

Clients will receive learning enhancement tools to help them adopt the behavior
presented in each lesson, including water bottle, grocery shopping list, produce brush,
measuring cup set, stretch band, and measuring spoon set are provided at no cost to the
client.

A graduation ceremony is held at the final session and the client receives a completion
certificate.

Key Activities

1.

2.

Each session is 60 to 90 minutes long and provides opportunities for goal setting, skill
building, and feedback.

Each session includes a food preparation activity, hands-on learner-centered activities,
and a physical activity segment.

City of Milwaukee Referral Process if the client selects Eating Smart . . . Being Active

1.

The WISEWOMEN provider will indicate the selection in the Screening Activity Reporting

form and the Screening and Healthy Behavior Support pamphlet.

The WISEWOMAN central office has established a one-year pilot initiative with Milwaukee

County Expanded Food and Nutrition Education Program Eating Smart . . . Being Active

program to offer six Eating Smart . . . Being Active program sessions for city of Milwaukee

WISEWOMEN clients. The program will seek similar relationships with other county

Expanded Food and Nutrition Education Programs as new providers are brought on board.

a. WISEWOMAN provider agency will work with the Extension to develop an annual
calendar when the series will be scheduled, two to three for English and two to three
for Spanish speaking clients.

b. The WISEWOMAN provider agency will secure the meeting location with support and
input from the Extension. The group size will be limited to no more than 15 clients and
not less than 5.

. The client will have the option of attending a group series that best fits her schedule and

preferred language.

. The LSP coordinator will contact the client no less than four weeks after the IOV to

confirm that she has registered for a session. The session date, time, and location will be
documented using the Healthy Behavior Support Option contact form.

Optional - The WISEWOMAN LSP coordinator will make a reminder call to the client the
day before the first lesson is to start. All other session reminder calls will be made by the
Eating Smart . . . Being Active Health Educator.

Clients will attend the Eating Smart . . . Being Active eight lessons over seven to eight
weeks.

The Eating Smart . . . Being Active Health Educator will keep the LSP coordinator informed
on client attendance. Once the series is completed, the educator will send attendance and
lifestyle change data to the LSP coordinator.
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Section 15 Lifestyle Program Follow-up

Interim Assessment of Client Progress and Reinforcement

1. All WISEWOMAN clients who participate in a lifestyle program will receive follow-up
contacts (phone, face-to-face) by the LSP coordinator.

2. The frequency of the contacts will depend on the lifestyle program the client is
participating in. These contacts should be documented using the Healthy Behavior
Support Option form. These contacts will:

a. Assess status of participation.

b. Problem-solve any challenges to attending.

c. Assess utilization of community resources and/or provide additional resources.
d. Provide general motivation/encouragement.

e. Make sure the program is meeting the client’s needs and expectations.

3. At the final contact, the LSP provider will collect self-reported changes (physical activity,
eating, weight) using the Healthy Behavior Support Option Change Assessment form. (See

F-01228 WISEWOMAN Healthy Behavior Intervention Change Assessment form.)

Missed Lifestyle Program Sessions

WISEWOMAN clients will adhere to the community Lifestyle Program provider’s rules
regarding missed intervention sessions.

Lifestyle Programs Reporting

The WISEWOMAN LSP coordinator will be responsible for following up with each client to
document client attendance at the completion of the selected intervention, using the
Lifestyle Program contact form. A copy of the contact form should be placed in the client’s
medical record file. (See F-01226 Lifestyle Program Follow-Up form.)
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Section 16 Health Coaching

Health Coaching

Health coaching is a WISEWOMAN healthy behavior support option that can be provided by
the provider agency. Health Coaching will use motivational interviewing to support the client
with developing and carrying out a personalized health plan that addresses her health
behavior priority goal. Health Coaches will document the coaching encounters using the
Health Coaching Follow-up form.

The major characteristics of Health Coaching include:

1. Recognizing that the client is in charge of her own health.

2. Guiding the client to identify her motivators for change.

3. Providing suggestions, skill building tools, activities, and resources.

4. Helping the client address change barriers and guide the client to determining her
solutions.

Serving as a collaborator and supporter of the client’s change.

o v

Building a climate of trust and support.

Roles of the Health Coach

The health coach role is to assist the WISEWOMAN:

1. To make a decision to change a particular behavior (or not).

2. Toincrease the chances of the client’s success by helping the client address barriers to
change.

3. To correct misinformation and provide health advice when needed.

Intended Audience

WISEWOMEN clients who are interested in Health Coaching must meet all of the following

criteria:

1. Indicate readiness to change a lifestyle behavior (dietary composition, physical activity)
and have selected a specific priority goal.

2. Indicate readiness to manage their uncontrolled high blood pressure through medication
adherence, self-monitoring, and sodium restriction after she has received any needed
hypertension medical support.

3. Are comfortable with and see the benefit of working one-to-one with a health coach.

4. Are willing to have a minimum of three and maximum of five interactions with a health
coach either over the phone or face-to-face.
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Referral Process if the client selects Health Coaching

1. The provider will start the first coaching session at the IOV following risk reduction
counseling utilizing the client Screening and Healthy Behavior Support Pamphlet. This
encounter will be documented using the Healthy Behavior Initial Support contact form.

2. The first coaching session will be at least 30 minutes in length. Subsequent coaching
sessions can range from 15-60 minutes in length.

3. During this session, the provider will work with the client to create a client-centered
healthy behavior change plan. The plan will include:
a. Healthy Behavior change readiness assessment.
b. Establishment of a healthy behavior change priority goal.
c. Development of an initial action plan to support that goal.

4. The LSP coordinator will contact the client within one week of the IOV to arrange
subsequent coaching sessions.

Delivery

1. WISEWOMAN provider agency will conduct the coaching sessions face-to-face and/or
over the phone. The method of delivery will be determined by the client’s desire, learning
style, and contact availability.

a. Face-to-face clinic sessions will be provided in a private conference room or exam
room.

b. Health coaching done by a community health worker (CHW) can occur in the clinic, in
the client’s home (with the approval of the client) or an agreed-upon community
location. When coaching is done in the home the coach will work with the client to
establish a time that would be best suited for privacy. The CHW and the client may
meet at other locations in the community, i.e., a reserved room in the library, church
meeting room, grocery store, or farmer’s market, if the goal is healthy food selection.

c. Small group coaching sessions can be provided with client consent and if the clients
have similar priority goals.

2. When doing coaching by phone, staff will secure a location that affords minimum
disruption and allows private discussions.

3. The number of coaching sessions will be based on the client’s need for behavior change
assistance as well as her level of motivation to change. The maximum number of sessions

a client will receive will be five over an eight-month period.

a. The coach should allow enough time between contacts to ensure that the client has
enough time to practice skills and/or develop the positive habit.

b. Clients who had a minimum of three sessions over a six-month period will be
considered complete.
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Health Coaching Staff

The WISEWOMAN provider agency will provide health coaching using a combination of the
following team members: health educators, registered and/or advance practice nurses, and
other trained health professionals. Trained community health workers may serve as coaches
under the supervision of a health professional previously mentioned.

All coaches must be comfortable with providing one-on-one and/or group support, have a
caring non-judgmental attitude, and complete the program’s Motivational Interviewing
training.

The state WISEWOMAN Program Coordinator must be aware of all new health coaches.
Health coaches must be properly trained by the state WISEWOMAN Coordinator prior to
providing any coaching interventions.

Education Aids and Learning Enhancement Tools

The WISEWOMAN central office will provide health coaching education items that will
support clients in making and maintaining healthy lifestyle choices. Currently the central
office provides resistance bands and meal portion plates, step pedometers, and NIA Go4Life
Exercise DVDs.

The state program also loans a set of the Nasco Life Food Replica Portion Comparison Kit and
the Fat Factors: Saturated and Unsaturated Test Tubes Display to each provider agency.

Additional aids and tools may be available once identified by the central office and/or
recommended by the WISEWOMAN provider agency. Further ideas that the provider agency
may choose to reach their clients may include newsletters, group reunions, and group walks,
etc. Note: These additional ideas are not mandatory but encouraged.

Health Coaching Priority Areas

Physical Activity

v" The Be Wise Health Coaching guide will be used as support material for physical activity.
The coach should provide support using the appropriate section(s) of the guide.

v" The following are areas that the coach can address with the client based on her change
goal.

53|Page



Goal Setting

Types of Physical Activity

Support/Skill Building Tools

Set your steps to success

Physical activity pyramid
Strength exercises

Stretching and balance exercises

Step counter
How much is enough?

e Physical activity log
e Social support

Skill enhancement tools the client may receive are strength band, step pedometer, NIA Go4Life
Exercise DVD (English), Exercise and Physical Activity Guide (English and Spanish) and Community
Resource Guide to provide free/no cost physical activity programs. If possible, the client should select
a community resource to help support her physical activity goal.

Healthy Eating

v" The Be Wise Health Coaching guide will be used as support materials for healthy eating.

v The coach should provide support using the appropriate section(s) of the guide.

v" The following are areas that the coach can address with the client based on her change

goal.

Goal Setting

Food Groups

Support/Skill Building

Set your steps to success

Food groups °
MyPlate °
Portion vs. serving °

Food log

Social support

Food labels: fats, sodium, fiber
Making healthy choices
Physical vs. emotional hunger
Eating out

Shopping for healthy foods
Cooking healthy recipes

Skill enhancement tools the client may receive are portion plate, healthy recipes and Community

Resource Guide to provide free/no cost nutrition programs. If possible, the client should select a

community resource to help support her healthy eating goal.
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Improve Blood Pressure Control

v" The Be Wise Health Coaching guide will be used as support material for blood pressure

control.

v" The coach should provide support using the appropriate section(s) of the guide.
v" The following are areas that the coach can address with the client based on her change

goal.

Medication
Adherence/Access
Support

Self-Monitoring

Team Based Care

Lifestyle Changes

Educate the client on
what her medication
is for.

Make sure she
understands how to
take her medication.
Help the client
address any
challenges to
obtaining and taking
medication.

Teach the client how
to measure and track
her blood pressure.
Educate the client on
the proper way
blood pressure
should be taken.
Work with the client
on increasing
physical activity.
Provide stress
management and
relaxation
support/resources.

Have the client meet
with various team
members (i.e.,
pharmacists, nurse,
CHW.

Work with the client to
identify sources of high
sodium foods, problem
solving on decreasing
sodium consumption.
Use references in Be
Wise Health Coaching
guide to address how to
increase physical activity
and/or increase
consumption of fruits
and vegetables.

If the client smokes and
is ready to quit, refer to
the WI Quit Line.

Skill enhancement tools the client may receive include healthy recipes and Community Resource Guide
to provide information on free blood pressure monitoring, smoking cessation, physical activity and
nutrition programs, and AHA 360 web-based support. Also see enhancement tools for Healthy Eating
and Physical Activity.
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Recommended Coaching Intervals

The client may receive her recommended number of contacts based on the following interval
chart. Each check represents one contact. The client who is provided one-to-one health
coaching contacts will make the ultimate decision on the number of one-to-one contacts.
However, the health coach should stress to the client that follow-up and reinforcement will
be vital to the success of their behavior change, particularly in helping them to maintain
positive behavior changes. The client must agree to at least three coaching contacts.

The following chart depicts the number of coaching sessions and suggested intervals. The
time between contacts should be long enough for the client to practice skills and/or develop
a positive habit.

Number of one-to-one contacts by Month after initial screening
0 1 2 3 4 5 8 9 |10 | 11 12
3 Contacts / / Rescreening

4 Contacts / / /
5 Contacts / / / /

Post Health Coaching

Rescreening

N
N

Rescreening

1. The Health Coach will provide a follow-up contact one month after the Health coaching is
completed and document using the Healthy Behavior Intervention Change Assessment
form. (See Wisconsin WISEWOMAN Healthy Behavior Intervention Change Assessment form.)

2. The post coaching session will:

a. Assess:
i. Behavior change (using the Healthy Lifestyle Assessment form).
ii. If for uncontrolled BP:
e Change in clinical value (self-report or actual clinic reading).
e Change in medication adherence, self-monitoring, and smoking status (using
the Healthy Lifestyle Assessment form).

iii. Confidence in maintaining the behavior using a scale from 0-10, where 0 means no
confidence and 10 means very confident. The coach will note reasons for either
scale response.

b. Assess use of community resources and provide additional community resources if
indicated.

Address challenges/barriers.

d. Provide encouragement.
e. Remind of future visits.
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3. Contact data will be recorded on a WISEWOMEN Healthy Behavior Intervention Change

Assessment contact form.

Health Coaching Resources/Tools

1. HealthCoach4Me http://www.mmponline.com/pcmh/free-health-coaching

a. Aninteractive Web site designed for individuals who want to take charge of their
health, but who need a little help along the way. There are two main components of
the site: 1) the Health Library (provides information on getting and staying healthy,
health topics, understanding medication adherence, etc.), and b) My Coaching Plan
(provides support on tracking health goal(s), creating action steps, individuals are able
to receive support messages from virtual health coach, and family/friends).

b. It's free, but individuals must register.

c. Information is available in Spanish and English.

2. American Heart Association Heart 360 https://www.heart360.org/

Heart360  is a tool that helps individuals understand and track the factors that affect
heart health - including blood pressure, physical activity, cholesterol, glucose, weight, and
medications. The program safely and securely stores your information in the Microsoft”
HealthVault . Individuals can access the program by creating an account free of charge.

Missed Health Coaching Sessions

The WISEWOMAN LSP coordinator will attempt to call the client to reschedule her contact
appointment.

After three failed documented attempts to reach the client the WISEWOMEN LSP
coordinator must send a letter to the client. The letter must include discussion of the
benefits of receiving the health coaching sessions and instructions to call the
WISEWOMAN LSP coordinator if she wants to discuss any challenges to completing the
sessions.

After all attempts have been made to contact the client, she is to remain active in the
data system because she might return at a later date. The LSP coordinator will indicate a
lost to follow-up on the Healthy Behavior Support contact form.
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Healthy Behavior Program Documentation Table

The table below references the Healthy Behavior Program and appropriate contact form to

use when reporting the encounter/referral.

Intervention

Reporting Form

Timing/Occurrence

Initial Healthy
Behavior
Intervention

F-01224 Healthy Behavior Initial
Support

After risk reduction counseling or after client
indicates readiness

Health Coaching

F-01225 Health Coaching Follow-
up

e After completion of three to five health
coaching sessions (including initial contact at
10V)

e Client lost to follow up after three attempts
to contact

e Client refused to receive health coaching

Lifestyle Program

F-01226 Lifestyle Program Follow-
Up

e After each LSP contact

Behavior Readiness
and Community
Resources Linkages

F-01227 Healthy Behavior
Readiness Assessment Follow-up

One month after the IOV, if client gave
permission and if client was not enrolled in a
Healthy Behavior Change Intervention

Behavior Change
Assessment

F-01228 Healthy Behavior
Intervention Change Assessment

At the completion of the LSP or Health Coaching
Intervention

Fax to Quit Referral
Form

WI Tobacco Quit Line — Fax to Quit
Consent Form

After risk reduction counseling or after client
indicates readiness

YMCA Diabetes
Prevention Program

YWCA of Metro Milwaukee
Registration Form

YWCA of Metro Milwaukee
Diabetes Prevention Program
Authorization for Release of
Information and register’s the
client.

After risk reduction counseling or after client
indicates readiness and the client has selected
Diabetes Prevention program option
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Section 17 Rescreen Services

Rescreening Visit

1.

All WISEWOMAN clients who participated in the previous granting period will be
considered an “initial screen” in year 1 of the 2013 funding period. In other words, there
will be no clients designated as rescreen on the Screening Activity Report form in year 1.
Rescreen designation will resume if the clients return for services in subsequent years. It
is recommended that rescreening office visits occur 12 months following the last
screening office visit, but the screening may occur 12-18 months later in order to be
scheduled with the Well Woman Program office visit. The rescreening visit should be an
integrated office visit to the extent possible.

. The provider agency will provide clients with a follow-up phone call or mailing prior to her

annual rescreen visit.

Provider must have the client’s previous screening information (health history
assessment, healthy lifestyle assessment, screening activity form, healthy behavior
support form, etc.) available to compare and to appropriately confer with the client.

Rescreening Integrated Office Visit Procedures

1.

2.

3.

Rescreening provides the WISEWOMAN provider agency:

a. With a chance to reassess the client’s heart disease, stroke and diabetes risk factors,
as well as to support progress toward the client’s lifestyle behavior changes over time.

b. The opportunity to provide feedback to the client regarding her progress toward
reaching behavior goals, and reducing her heart disease, stroke, and diabetes risk
factors.

c. The opportunity to reinforce or introduce new lifestyle behavior goals.

The WISEWOMAN provider agency will contact clients up to one month prior to when

their annual rescreen visit is scheduled to take place. Additional contacts from the

provider agency to the client are executed as described previously in Contacting Clients

Missed Integrated Office Appointments.

The annual rescreen visit should include all of the services provided during the initial IOV,

including patient-centered risk reduction counseling, Healthy Living Assessment, Client

Health History, appropriate medical referrals as needed, and lifestyle program or health

coaching intervention and referral to community resources as needed.
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Section 18 Data Management

Confidentiality of Client Information

1. Allinformation gathered through the process of providing services to WISEWOMAN
clients shall be deemed as confidential.

2. WISEWOMAN clients will be made aware of the collection of information concerning
them at the time of enrollment. Such information may be shared with appropriate staff at
the Department of Health Services and others as required for coordination of care, claims
payment, and as required by the federal funding source.

3. The WISEWOMAN provider agency is subject to all federal and state laws regarding
confidentiality and disclosure of medical or other health information. Client information
shall not be discussed in public except in professional settings required for the delivery of
services or performance of other functions officially assigned to the Program.

4. All clients’ data and medical records or computerized files shall be maintained securely.
Data files must be stored in a confidential manner.

5. Inall cases, it is the provider agency and screening provider that "hold" the confidential
information, not an individual employed by the agencies. Each agency must have its own
procedure governing access to case files to individuals within the agency. If a program
monitor from a public agency (Federal, State, or County) is reviewing a program, he/she
must request to review a client's files. However, the laws governing confidentiality of
those files also extends to the public agent and files cannot be released to a third party.

Client Medical Record Maintenance

1. The WISEWOMAN medical provider will incorporate documentation of WISEWOMAN
services for each client into her Well Woman medical record. The WISEWOMAN record
must include documentation of WISEWOMAN and Well Woman service delivery
information.

2. The client medical record files/data must be maintained in accordance with accepted
medical record maintenance standards.

3. The WISEWOMAN provider agency will send data regarding the client’s healthy lifestyle,
health history, screening, follow-up findings, (when applicable), and healthy behavior
support encounter(s) to the WISEWOMAN central office.

Monthly Reporting

The WISEWOMAN Program was authorized by Congress and is funded by tax dollars. It is
paramount that we have a clear picture of the program’s impact on the women we serve.

This can only be done by accurate and complete documentation. Ensuring that screening
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forms are complete and appropriate is the foundation for reporting reliable WISEWOMAN
data. This data can then be used to talk about the success of WISEWOMAN in reaching
underserved women, with cardiovascular screening, patient-centered risk reduction

counseling, healthy behavior support intervention, and low or/no cost healthcare referrals.

The following are examples of incomplete documentation and/or practices that CDC

considers errors:

1.
2.

3.
4.

Missing answers to questions on program forms

Not taking additional blood pressure measurements if the two readings differ by
>5 mmgHg

Clients who are known diabetics not receiving an Alc

Clients receiving screening services who did not fast for at least nine hours

Each month the provider agency must:

1.
2.

Review all forms to ensure complete and accurate documentation.
Submit client data (by mail, fax, or electronically) by the 15% day of the month to reflect
the activities from the previous month to the State Office.

1. Well Woman Enroliment 7. Case Management (if any)
2. Monthly Reporting for Direct Services 8. Healthy Behavior Initial Support
3. Health History Assessment 9. Lifestyle Program Follow-up (if any)
4. Healthy Lifestyle Assessment 10. Health Coaching Follow-up (if any)
5. WISEWOMAN Screening Activity 11. Healthy Behavior Readiness Assessment Follow-up (if
6. Diagnostic and Hypertension Management Referral any)
(if any) 12. Healthy Behavior Intervention Change Assessment (if
any)
3. Submit the Monthly Reporting for Direct Services form via confidential mail or by fax by

the 15" day of the month to reflect the activities from the previous month to the State
Office. (See WISEWOMAN Monthly Reporting for Direct Services form.)
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Section 19 WISEWOMAN Evaluation

Program Evaluation

The WISEWOMAN provider agency will be a key stakeholder in the annual program
evaluation activities. Evaluation findings will be shared with other key stakeholders, i.e.,
WISEWOMAN clients, CDC, and state or local partners. Findings will also be used to make
program improvements and for program promotion.

Evaluation of WISEWOMAN activities will:

1. Demonstrate program effectiveness in improving hypertension control and other
cardiovascular risk factors among the target population.
Provide useful information to drive continuous program improvement.

3. Contribute to the evidence base for specific program activities.
Contribute to the evidence base for disparate populations.

Minimum Data Elements (MDEs)

WISEWOMAN Minimum Data Elements (MDEs) are a set of standardized data variables
needed to ensure that consistent and complete information is collected for each
WISEWOMAN participant. MDEs serve the purposes of describing, monitoring, and assessing
individual and program progress.

The MDE data is obtained from the client health history, healthy lifestyle assessment,
screening, diagnostic, case management, and healthy behavior support contact data
submitted by the WISEWOMAN provider agency. The state WISEWOMAN program collects
and submits MDE data to CDC in April and October annually.

Performance Measures

Performance measures support the ongoing monitoring and reporting of program
accomplishments, particularly progress towards pre-established goals.

The WISEWOMAN program is expected to meet or exceed the following performance

measures:

1. Program MDEs are submitted in April and October with no more than a 5 percent error
rate.

2. Program has actively engaged with a minimum of two public or private partner
organizations to promote and support environmental changes for increased physical
activity, access to healthy food choices, smoking cessation, and elimination of exposure
to secondhand smoke.
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3. Program has met or exceeded 95 percent of its CDC-approved screening goals. Screening
goals include baseline and re-screenings.

4. Program delivers risk reduction counseling to 100 percent of women screened. Risk
reduction counseling includes appropriate referrals to health coaching, community
resources, or lifestyle programs.

5. Program follows up with 100 percent of women with uncontrolled hypertension.

6. Program ensures that 80 percent of women referred to a lifestyle program or health

coaching participate in the program. Participation is defined as attendance at a minimum
of one lifestyle program or coaching session.

7. Program ensures that 60 percent of women who participate in a lifestyle program or
health coaching complete the program. Completion is defined as the number of sessions
that the evidence base for the program has determined to be required for behavior
change.

Quality Assurance

The goal of quality assurance (QA) is to assure that appropriate services are provided to each
client and that program funds are utilized as required by program protocols. QA activities
ensure high-quality medical standards of care are provided to women receiving
WISEWOMAN program services. QA audits will monitor each WISEWOMAN provider agency’s
compliance with program implementation training and professional development activities.
(See F-01229 WISEWOMAN Provider Assurances and Training Checklist form.)
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Section 20 Staff Directory

Wisconsin WISEWOMAN Program Staff Contact List

Administration Staff

Gale Johnson, Program Director Maebe Brown, Program Coordinator
Phone: 608-261-6872 Main Phone: 414-219-7850

Fax: 608-261-6859 Fax: 414-219-6563

Email: gale.johnson@dhs.wisconsin.gov Email: mbrown@wwhf.org

Support Coordinator Service Delivery Coordinator
Marilyn Duguid, RN Janet Beach, RN

mduguid@wwhf.org
Phone: 608-251-1675
Fax: 608-251-4136

janet.beach@dhs.wisconsin.gov
Phone: 608-266-9391
Fax: 608-261-6859

Data Manager
Ragini Sathasivam
ragini.sathasivam@dhs.wisconsin.gov
Phone: 608-264-9877
Fax: 608-261-6859

Operations Coordinator
Erik Hillestad
Phone: 608-261-6856
Fax: 608-261-6859
Erik.hillestad@dhs.wisconsin.gov
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Section 21 Program Materials

Wisconsin WISEWOMAN Program Forms and Handouts by Service Category

Can be accessed http://www.dhs.wisconsin.gov/search?search=wisewoman+publications

CASE F-01223 | Case Management Notes
MANAGEMENT | F-01227 | Behavior Readiness Assessment
DIAGNOSTIC F- 01222 Diagnostic and Hypertension Management Referral
HEALTHY F-01224 | Healthy Behavior Initial Support
BEHAVIOR F-01225 | Health Coaching Follow-up
SUPPORT F-01226 | Lifestyle Program Follow-Up
F- 01228 Healthy Behavior Intervention Change Assessment
F- 01398 Home Blood Pressure Monitoring Agreement
F-01398S | Home Blood Pressure Monitoring Agreement: Spanish
P-00991 Be Wise Physical Activity Health Coaching
P-00991S | Be Wise Physical Activity Health Coaching: Spanish
P-00992 Be Wise Healthy Eating Health Coaching
P-00992S | Be Wise Healthy Eating Health Coaching: Spanish
P- 00993 Be Wise Uncontrolled Hypertension Health Coaching
P- 00993S | Be Wise Uncontrolled Hypertension Health Coaching: Spanish
P-00916 Wisconsin Motivational Interview Encounter Flow Chart
P-00905 WISEWOMAN Stages of Change Tip Sheet

Partner Forms

WI Tobacco Quit Line — Fax to Quit Consent

YWCA of Metro Milwaukee DPP Enrollment

YWCA of Metro Milwaukee DPP Authorization for Release of Information
W-023T TOPS Club, Inc. Terms of Service

PROGRAM F-01229 | Provider Assurances and Training Checklist
MANAGEMENT | F- 01421 | Monthly Reporting for Direct Services
P-00917 | WI WISEWOMAN Program Provider Agency Implementation Manual
P- 00925 | Blood Pressure Home Self-Monitoring Guidelines for Implementation
RESOURCE P - 0096 WISEWOMAN Allowable CPT Codes
P -0015 Issues related to the use of the A1C with screening and/or diagnosis of diabetes
P -01028 | National Clinical Care Guidelines for WISEWOMAN
P-43029 | WIWell Woman Program Income Eligibility Guidelines
SCREENING F-01218 Client Consent
F-0128S Client Consent: Spanish
F- 01219 Client Health History Assessment
F-01219S | Client Health History Assessment: Spanish
F- 01220 Healthy Lifestyle Assessment
F-01220S | Healthy Lifestyle Assessment: Spanish
F-01221 Screening Activity Reporting
F-001219 | SPCKT WISEWOMAN PACKET
F-001219S | SPCKT WISEWOMAN PACKET: Spanish
P-00916 Screening Results and Healthy Behavior Support
P-00916S | Screening Results and Healthy Behavior Support: Spanish
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