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Dear NORCAL Mutual Poiicyhoidcr:

We are picascd to kick off the New Year with an edition of Claims Rx focusing on one of the ieading causes of
infection-related death and illness in newborns, invasive Group B Streprococcus (GBS). As always, you will find
“real-world” case scudies that highlight the risks to both patient safety and your practice—and recommendations for

rcducing such risks.

Asa spcciai insert for this issue, at the back you will find risk-reduction stratcgics for managing paticnts who may have
been infected by the HINT virus. By sctting up clear protocois for your staff—on scrccning phonc calls, icicntifying
high—risk paticnts for spcciai monitoring, traci(ing vaccinations, cte.—you can safciy navigatc this flu season with optimai

outcomes fOl’ your paticnts Q.Ild pCB.CC ofmind i:Ol’ yOU. and your tcam.

The range of risk-managcmcnt issues slated for Claims Rxin 2010 is broad and timciy. To name oniy three, we will share

best practiccs with you on managing risks associated with:
. Disruptivc patients
o Prostate cancer

° EiCCtl’OHiC heaith rccords

To further enrich our continuing medical education (CME) program, we will introduce four new courses this year:
» Failure to Diagnose Malignant Melanoma

. High Alert Conditions (focusing on four conditions frequcntiy seen in maipracticc claims)

» Stroke (focusing on four major liability risks)

. Litigation Stress (focusing on four areas of associated risk)

Our goai at NORCAL Mutual is to support you and your fellow poiicyhoidcrs with the best risk management and
CME programs possibic. As aiways, we welcome your feedback, constructive criticism and suggcstions for worthwhile

topics for future issues of Claims Rx.

Sincereiy,

Stephen M. Farber

Vice President, Risk Management and Continuing Medical Education
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Introduction

In the 1970s invasive Group B Streprococcus (GBS) was
identified as one of the icading causes of infection-related
death and illness in newborns. It is estimated that up to
30% of child bearing women are colonized by GBS. Vaginal
or anorectal carriage of GBS can resultin passing the
bacteria to the infant during labor and deiivery. During
the 1980s, several clinical trials showed that carly-onset
(defined as infection occurring before seven days ot life)
infantile GBS could be prcvcnted if mothers who were

carriers of GBS were administered intrapartum antibiotic

prophylaxis (IAP).

In 1996 the Centers for Discase Control and Prevention
(CDC), American College of Obstetricians and
Gynecologists (ACOG) and the American Academy of
Pediatrics (AAP) released consensus guidelines for the
prevention of carly-onset GBS infection. These guidelines
gave providcrs a choice of rccommcnding IAP on the basis
of cither a set of risk factors or on GBS screening results.
Prior to these preventative efforts, an average of 8,000
newborns (1.7 cases per 1000 live births) developed carly-onset
GBS infection annually in the United States. An average of
300 infancs died from it. Widespread implementation of
the 1996 guidciincs was associated with a 65% decrease in

the incidence of Cariy—onsct GBS.

Additional research since 1996 indicated that a screening-
based prevention strategy was more effective than a risk-based
strategy. Thus, the CDC updated its guidelines in 2002 and
recommended thacall pregnant women be screened for GBS,

and that GBS carriers receive [AP. Both ACOG and the

1234

AAP endorsed these new recommendations.

The incidence of carly-onset GBS has further decreased to
approximatciy 0.4 cases per 1000 live birchs’ However, it
continues to be the leading cause of neonatal bacterial
infections in the United States." In fact, the 2002 guidciincs
point out that even the most stringent adherence to the
guideiinc recommendations will not compictciy eradicate
GBS:; * however, recent research indicates that there are

various avenues for improvement.'

Because the cost of GBS screening and [AP are minor
compared to the toll of nconatal GBS infection, providers
are Cncouragcd to be Cspcciaiiy diiigcnt and careful to
medicate GBS-positive pregnant patients appropriately.

This Claims Rx presents strategics for accurately and
consistcntiy idcntifying pregnant patients colonized with
GBS and keeping those patients from infecting their
infants during labor and dciivcry.

Addressing the Gaps in Preventive
Measures

The strategy outlined in the 2002 CDC Cariy-onsct GBS

guidelines contains two basic elements:

« All pregnant women must be screened for GBS.
(According to arecent study discussed in a New Eﬂg/mm’
Journal of Medicine article, 18% of the carly-onset GBS

cases in term infants occurred in unscreened womcn.‘)
o Women who are positive must receive appropriate [AP?

Unfortunatciy, itis more difhcult to accompiish these two
guidciinc elements than it would appear. Universal screening
can bea daunting task in busy health care settings. The

timing of the screening is important. The CDC recommends
that the test be done between 35 and 37 weeks gcstationi*"
[f the test is done before then, there is a chance the mother
will become colonized later in her pregnancy. [f the testis

done later, there is a chance she will deliver before bcing tested.

Furthermore, because women can be colonized in both the
vagina and rectum, a peri—rectai swab must be done in addition
to the introital swab* but not all providcrs doa pcri—rectai
swab. Even when the specimen collection is appropriate, it
the proper iaboratory tcchniquc is not used, a faisc—ncgative
result may be returned. According to CDC protocol, the
cultures need to be incubated in a selective broth for 24
hours before undcrgoing the usual 48-hour culture proccssﬁ
The additional 24-hour broth greatly improves the culture
pick«up and reduces the number of false ncgativcs—but not
all labs follow the CDC protocols. Even when a positive
result is returned, for various reasons it may not be included
in the patient’s labor and delivery chart (e.g., sce the
foiiowing case study).

Taking all of the pitfaiis into account, the iogistics of
carly-onset GBS prevention may seem overwhelming,
However, providing IAP to any patient with an unknown
GBS status and injecting some basic risk-managcmcnt
strategies into the process of screening pregnant patients for
GBS may go along way in further decreasing the incidence
of this dcvastating discase.

(continued on page 4)
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(“Addressing the Gaps".. continued from page 3)

Case Study #1

Allegation: Failure to provide chemoprophylaxis at admission
resulted in the death 0fa newborn male from GBS sepsis.

The paticnt was scen hy her obstetrician (OB) for rcguiariy
scheduled prcnatai visits throughout an unremarkable

pregnancy. In her prior pregnancy, the fetus had been

overdue and at birth had wcighcd 10 pounds. Due to the
fetus’ macrosomia, he was delivered via C-section. Because
the patient wanted to avoid a repeat C-section, the pian
was to induce labor prior to 40 weeks to avoid macrosomia.
A GBS screen was done at 37 weeks, which was positive.
However, the OB was not informed of the results and

thcy were not in the paticnt’s chartac the hospital when the

doctor arrived for the pianncd induction three weeks later.

After two doses of prostagiandin gcl failed to initiate labor,
the OB started Pitocin. Labor proceeded rapidly from

then on. At 10 am. on her third day of hospitaiization, the
patient gave birth to an 8—pound male infant via spontancous
vaginal delivery. APGARS were 6 at one minute, 6 at five
minutes and 8 at ten minutes. At birth the baby was noted
to be grunting and having respiratory difficulties (he was rated
a 1" for respiratory cfforts at one minute, five minutes

and ten minutes). He was given 100% oxygen by nurses via
continuous positive airway pressure mask and was transferred to
the intensive care nurscry. The OB called the nconatoiogist

for consultation.

The neonarologist started the infant on hood oxygen and
ordered a chest x-ray and complete blood count (CBC)
with differential. The chest x-ray was normal. The CBC
showed an elevated band neutrophil count of 15 (normal
= 0-4), a decreased polynucleated neutrophil count of 44
(normal = 51-71) and a white blood cell count (WBC) of
12,600 (normal = 3.900-10,000). The neonatologist interpret-
cd these results as essentially normal and fele they did

not indicate an active infection.

The neonatologist questioned the OB about whether the
mother was GBS positive or negative, but the OB could
not find test results in the hospitai chart. Unable to
remember whether the test had been ordered, he assumed
the results must have been negative because there were no

results in the chart. He told che nconatoiogist that che
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mother was not in a high—risi( group for GBS and that he

assumcd ShC was ncgativc.

By 7:30 p.m., the infant's CBC results revealed a WBC of
700. The nf:onatologist ordered a ccrchrospinai fluid
(CSF) draw, with culture and sensitivity; Gram's stain; glucose
level; protein and cell count. Ampicillin and Rocephin
(ceftriaxone) were given. The lab results were received at
10 p.m. They were markedly abnormal. The infant’s urine
cultured positive for GBS. By 7:00 a.m. the foiiowing

morning, he was dead.

Around the same time that morning, the OB went
through the mother’s chart at his ofhice and discovered the
positive GBS results. He immediately informed the
neonatologist, who then rechecked the patient’s labor and
delivery records. The GBS results had also appeared in
that chart.

The parents of the deceased infant filed a wrongfui death
lawsuit against the OB, the nconatoiogist and the hospitai.
Thcy aiicgcd that che failure to diagnosc and treat the

infant’s GBS infection resulted in his death.

Discussion

The tragic outcome of this case might have been avoided
had lack of communication and foiiow—up failures not
gotten in the way of the mother receiving chcmoprophyiaxis
at admission and/or the neonatoiogist acting on the mother’s
positive GBS results. The OB in this case wrongly depended
on the mother’s low risk status and lack of strep B results as
adequate evidence upon which to conclude that the mother
was not colonized. In other ways, however, he followed
current CDC guidciincs fora patient dciivering at term
with unknown GBS screen results. According to the
guidelines, “If the result of GBS culeure is not known at
the onset of labor, intrapartum chemoprophyiaxis should
be administered to women with any of the foiiowing risk
factors: gestation <37 weeks, duration of membrane rupture
>18 hours, or a temperature of >100.4° F (>38.0° C).”* This
tragic outcome may have been avoided with relative case
and minor cost: by providing chcmoprophyiaxis at admission.
Conscqucntiy, providcrs may want to consider providing
chemoprophylaxis at admission if their patients’ GBS
results are not available, regardicss of the presence of risk

factors. Had this hospitai had a poiicy ofproviding



chemoprophylaxis to all labor and dclivery patients without
GBS screening results, regardless of their risk profile, the

baby might never have become infected.

Risk Management Recommendations

The following risk management recommendations integrate
the CDC GBS prevention guidelinc recommendations

and basic risk management strategies for tracking test results.

o Screen all pregnant patients at 35 to 37 weeks gestation

for Vaginal and rectal GBS colonization.*

2 Document tl’lC screening date.
o Educate patients about tl'lC rcason EOL’ thC screening.

— Ifche patient refuses the screening, document

the informed refusal discussion.

o Tell patients approximately how long it will take to
obtain results and request that tlney call the office by
an appropriate date if they have not been advised of
the results.

o Have a reliable, fail-safe system in place to ensure that

the GBS screening is done at the appropriate time.

—If purchasing an electronic patient record in the

near future, ask the vendor how GBS results are

tracked.

— Havea follow—up system in place that ensures that
patients who miss screenings are contacted and edu-
cated as to the reasons for undergoing the
screening and the risks associated with not being

SCI‘CCHCC]..

— Ensure that fOllOW—Llp ClFOITS occur before thC

test’'s window of opportunity passcs.

— Establish policies that identiﬁl which office staff

are responsible for the tracking of GBS results.

- Document all l:OllOW—U.p €l:l:01’t5 and tl’lCil’ I'CSUltS.

o Order susccptibility testing for penicillin—allcrgic women.'

> On the GBS screening specimen label, identify the
patient as penicillin—allcrgic and specify that if GBS is
isolated, it should be tested for susceptibility to

clindamycin and erythromycin.4

+ Haveasystemin place that tracks GBS screening results

and tllat flags dClQYCd ['CSllltS (a “ticl<ler system”).

© Proactivcly SCCl( out ancl obtain tl’lC delayed results.
o Document tllC l:OllOW-Up and tracl(ing Ol:tl'lCSC results.

o When results are received (by mail, fax, email, etc.) by
staff, make sure they route the results, with the patient’s

record, to a designated location for your review.

> Once you have seen and initialed che results of the test,
indicate the necessary follow—up by documenting the

need in the patient's record.

o Ensure that tl‘iC patient l‘i&S received Qll test I’CSLlltS and

recommendations for fOllOW‘LIp. i

— Document patient notification of GBS screening result

and, if itis positive, the recommended interventions.

o Confirmthe delivery of the GBS screening and susceptibility

resules to the anticipated site of delivcry.

o Ensure that cthe laboratory conducting GBS culturing is

following CDC guiclclincs.

o At tl’lC time oflabor or I’Llth.I'C ofmembranes giVC

intrapartum chemoprophylaxis toall pregnant patients

with GBS positive screening results’

> Patients with known negative GBS screening results
obtained within five weeks of dclivcry do not rcquirc

intrapartum chemoprophylaxis.4

o Ifa patient’s GBS status is not known at the onset of

labor, consider whether it may be appropriate to administer
intrapartum chemoprophylaxis, regardless of the presence
of risk factors.
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The Importance of Requesting Antidiotic Sensitivity

Due to the growing prevalence of clindamycin and erythromycin resistance, the need for obtaining culture sensitivities
when ordering GBS testing for a penicillin-sensitive pregnant patient can not be understated. According to CDC and
ACOG guidelines, penicillin is the agent of choice for intrapartum chemoprophylaxis. Ampicillin is an acceptable
alternative. They further recommend cefazolin for penicillin-allergic women who are not high risk for anaphylaxis, and
either clindamycin or erythromycin (depending on culture sensitivity) for women at high risk for anaphylaxis. Vancomycin
(because of emerging vancomycin resistance) is recommended only when clindamycin and erythromycin are not options
or when the susceptibility of a prenatal isolate is unknown. To facilitate consistent susceptibility ordering, the CDC and
ACOG recommend that providers note on the specimen label when the patient is penicillin-allergic and specify that if
GBS is isolated, the specimen should be tested for susceptibility to clindamycin and erythromycin.”, t

Resources

* American College of Obstetricians and Gynecologists. ACOG Committee Opinion: number 279, December 2002: prevention of carly-onset group B streptococcal
discase in newborns. Obster Gynecol. 2002;100:1405-12.

T Prevention of Perinatal Group B Streprococcal Discase: Revised Guidelines From CDC. MMWR Recomm Rep 2002; 51(RR-11):1-22. Available on the CDC
web site at: www.cde.gov/mmuwr/preview/mmwrheml/rr5111al hem (accessed 10/14/2009).

Additional Early-Onset GBS Resources Powers R], Wirtschafter D, ctal. Prevention of Group B

CDC Group B Strep Prevention Web Site Streptococcus early-onset disease: a toolkit by the
www.cdegov/groupbstrep/ (accessed 10/14/2009). California Perinatal Quality Care Collaborative.
Journal of Perinatology 2009;1-11. Available on the

Apgar B, Greenberg G, Yen G. Prevention of Group B 4o iy Perinacal Quality Care Collaborative Web site
Streptococcal Disease in the Newborn. Am Fam

Physician 2005:;71:903-10. Available on the AAFP
Web site at: Www.aafp.org/afp/Z()OS()SO 1/903.html
(accessed 10/14/2009).

at: WWW.Cpqcc.org/quality_improvcmcnt/qi_toolk~
its/
prcvcntion_of_pCrinatal_group_b_strcptococcus_
discasc_toolkit_rcv_august_ZOOS (accessed

10/14/2009).
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GBS Rapid Resut Screening and Vvaccines

Commentators acknowledge the limitations of current GBS prevention efforts and highlight the need for GBS rapid-result
screening and GBS vaccines. A rapid-result screen would reduce the risk that a woman has been colonized with GBS
after she has undergone the recommended screening at 35 to 37 weeks; could be used where the woman’s GBS
results were not available; and could decrease the percentage of false-negative results attributable to defective lab
processes and communication deficits. Real-time Polymerase Chain Reaction (PCR) tests are currently available, which
would allow for screening women for GBS when admitted for labor and delivery, but the feasibility of using these tests
has not yet been assessed.”, t

GBS Vaccines

Numerous Phase | and Phase Il GBS vaccine studies have been conducted. However, before a vaccine could be
ready for distribution, it would have to go through Phase Il testing, which would necessitate the inclusion of a large
number of pregnant patients. As the risks of GBS infection are relatively low and fetal safety cannot be guaranteed,
some experts have concluded that regulatory and liability challenges will prevent the further development of a GBS
vaccine.' Despite these challenges, a new study out of the University of Pittsburgh has shown that an investigational
GBS III-TT vaccine was safe and elicited a “robust and sustained specific IgG response and significantly delayed the
acquisition of vaginal and rectal GBS Ill.”

Resources
* Van Dyke MK, ctal. Evaluation of Universal Antenatal Screening for Group B Streptococcus. N Engl ] Med 2009;360:2626-36.

t Powers R, Wirtschafter D, et al. Prevention of Group B Sereprococcus carly-onset discase: a toolkit by the California Perinatal Quality Care Collaborative. Journal
of Pcrinatology 2009;1-11.

+  Women receiving group B streptococcus serotype I tetanus toxoid (GBS III-TT) vaccine have reduced vaginal and rectal acquisition of GBS type III" [IDSA 2009;

Abstract 186.
Conclusion Providers are encouraged to focus on closing the
The feasibility of further decreasing the incidence of gaps that currently exist in GBS prevention by
Carly—onsct GBS dcpcnds on the ability to reduce using the risk—management recommendations
the number of missed prevention opportunities. discussed above.
Endnotes

1

2

Van Dyke MK et al. Evaluation of Universal Antenatal Screening for Group B Streprococcus. N Engl ] Med 2009;360:2626-36.

American Collcgc of Obstetricians and Gynccologists. ACOG Committee Opinion: number 279, December 2002: prevention ofcarly—onsct group B s[rcptococca[ discase in

newborns. Obster Gynecol. 2002:100:1405-12.

American Academy of Pediatrics. Practice Guideline Endorsement. Prevention of Perinatal Group B Streptococcal Discase: Revised Guidelines from CDC. Available on the
AAP website at: htep://aappolicy.aappublications.org/misc/Prevention_of_Perinatal_Group_B.dd (accessed 10/14/2009)

Prevention of Perinatal Group B Streprococeal Discase: Revised Guidelines From CDC. MMWR Recomm Rep 2002; S1(RR-11):1-22. Available on the CDC web site at:
www.cde.gov/mmwr/preview/mmwrheml/reS11TaLhem (accessed 10/14/2009).

Trends in Perinatal Group B Sereptococcal Discase—United States, 2000—2006. MMWR 2009; 58(05):109-112. Available on the CDC website ac: www.cde.gov/mmwr/

preview/mmwrhtml/mm5805a2 hem?s_cid=mm5805a2_e¢
Powers R, Wirtschafter D, et al. Prevention of Group B Streptococcus carly-onser discase: a toolkit by the California Perinatal Quality Care Collaborative. Journal of
Perinatology 2009:1-11. Available on the California Perinatal Quality Care Collaborative Web site at: www.cpqec.org/quality_improvement/qi_toolkits/prevention_of_

perinatal_group_b_streprococcus_discase_toolkit_rev_august_2008 (accessed 10/14/2009).
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Health Literacy — Discussing GBS
Screening with Patients

“Health literacy” is the ability to understand and integrate health information to make appropriate healthcare decisions.*
Nearly half of all American adults—90 million people—have difficulty understanding and acting upon health
information.t Patients with a reading level below the ninth grade are considered to be within the patient population
with deficits in health literacy. Because most patient information is written at a higher grade level, these patients will
struggle with most written patient materials. When a patient is pregnant, adequate communication between her and

her provider is vital. Unfortunately, low health literacy can create a significant communication barrier between provider
and patient.

Studies indicate patients with low health literacy are more likely to demonstrate inadequate understanding of prenatal
screening tests than women with adequate health literacy.$ A patient’s comprehension of her prenatal screening/testing
options cannot be assumed. Studies have indicated that assessment of health literacy is typically not performed by
providers and, further, that providers are likely to overestimate a patient’s level of health literacy.§ Assessing each

patient’s health literacy gives providers an opportunity to utilize interventions and instruments that can optimize the
patient’s medical decision-making capacity. Basic health literacy strategies can be employed by providers, such as:

» Speak slowly and spend a small amount of additional time with each patient, using plain, nonmedical language.

 Show or draw pictures.

Limit the amount of information provided to pertinent tasks at hand.

Repeat information.

Confirm the patient’s comprehension by asking him/her to repeat back aspects of what has been presented.

Create a shame-free environment by making patients feel comfortable asking questions.

Enlist the assistance of others (patient’s family, friends) to promote understanding. co

There are a variety of health literacy resources available to providers who treat pregnant patients. For example, the
What to Expect Foundation’s Baby Basics Program is a comprehensive prenatal health literacy program that teaches
healthcare providers and educators how to use health literacy strategies to effectively communicate with pregnant
patients. More information on the Baby Basics Program can be accessed on the foundation’s Web site at:
www1.whattoexpect.org (accessed 10/13/2009).

Resources
* American Medical Association Council on Scientific Affairs. Health literacy. JAMA. 1999:281:552-7.

1 Institute of Medicine (IOM). Health Literacy: A Prescription to End Confusion, Report Brief. Available on the [OM Web site at
heep://www.iom.edu/Reports/2004/Health-Liceracy-A-Prescription-to-End-Confusionaspx (accessed 10/14/2009).

+  Cho, eral. Health liceracy and patient understanding of screcning tests for ancuploidy and neural tube defects. Prenatal Diagnosis. 2007;27(5)263-7.
§  Lindau ST, Sharp LK. Detecting Low Literacy in the Clinical Setting: The Five-Second Screen. Annals of Behavioral Medicine. 2002;245:S139.
oo Weiss BD. American Medical Association Foundation and American Medical Association. Health Litcracy: A Manual for Clinicians, 2003. (Table 13, Pagc 27).
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sk Management Recommendations
Related to the HTNT Hu

With the potential for adverse patient outcomes as a result of this virulent strain of influenza, it is crucial that you
adhere to good risk-management practices that promote patient safety and minimize liability risks, especially as
these practices are aimed at preventing delays in diagnosis and accusations of negligent treatment of H1N1.

Consider the following risk issues when caring for patients with flu-like symptoms:
I. Telephone Liability
« Train staff to screen calls appropriately.

« Be sure that appropriate screening occurs so that such patients are identified and referred to the physician, especially
high-risk patients (e.g., pregnant or respiratory-compromised patients).

« Ensure that unlicensed staff members do not practice beyond their scope of service in handling calls.
« Have guidelines in place for screening calls.
 Ensure that all calls, including after-hours calls, are documented, including patient evaluation and advice provided.

 Ensure that on-call physicians handling after-hours calls follow up with primary care physicians (PCPs) and
communicate the content of patient calls to appropriate PCPs.

II. Continuity of Care

» Ensure that patients with flu-like symptoms (especially high-risk patients) are accommodated with timely appointments
and follow-up.

» To minimize exposure, consider methods of separating such patients from other patients in the waiting room.
Perhaps they can be taken to an exam room to wait rather than remaining in the waiting room.

» Ensure there is a follow-up system to track test and lab results.
» Provide timely follow-up for patients who need ongoing care to monitor symptoms and related medical conditions.

» Document all patient encounters (both in person and by telephone) and include patient evaluation, diagnosis and
treatment.

 Maintain a high degree of suspicion for HIN1 flu, especially in the high-risk patient.

« Provide thorough patient education regarding treatment, follow-up care, and when to call or return to the physician.
Document all patient education in the medical record.

lll. Informed Consent/Refusal

» Consider obtaining informed consent when administering the HIN1 vaccine, including a discussion of risks, benefits
and potential complications.

« Obtain informed refusal when patients, especially those in high-risk groups, refuse the vaccine or your treatment
recommendations.

(continued on page 10)
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("Risk Management Recommendations”... continued from page 9)
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Preventing Early-Onset Group B Streptococcus (GBS)

In order to receive CME credit, you must fill out this form in its entirety and return it to NORCAL
Mutual by the expiration date above. For instant access to your CME certificate, go to
www.norcalmutual.com/cme, log-in to MyNORCAL and click on MyCME. You may access this
enduring material and submit the form electronically. Alternatively, you can mail or fax this (paper)
form to receive your CME certificate in 7-10 business days.

Name:
Address:
Phone: Email:

NORCAL Mutual policy number (Required for CME credit):
“Receipt of CME credit is limited to NORCAL policyholders.

Target Audience: Providers who treat pregnant patients.
1. Educational Outcomes:
Overall, degree to which the material presented is applicable in your practice setting:

[0 Notapplicable O1 O2 O3 O4 O5 [J Very applicable

2. Application of Risk Management Strategies:
To demonstrate your ability to apply or utilize the risk management recommendations
herein, please rate the strategies you plan to implement or currently utilize in your practice
(check your selection for each):
Never Seldom Sometimes Often Frequently

Adhere to published standards and guidelines O O O O O
for the screening of pregnant patients for
vaginal and rectal GBS colonization.

Implement a follow-up system that ensures O O O O |
that patients who miss screenings are

contacted and educated as to the reasons

for undergoing the screening and the risks

associated with not being screened.

Implement a follow-up system that tracks GBS O O O O O
screening results and that flags delayed results.

Inform patients about their GBS screening O O O O O
results and the recommended interventions.
Meticulously document the follow-up, o o O ( O

tracking and communication of test results.

Achere to published standards and quidelines O O O o o
for the management of known and unknown
GBS screening results at the onset of labor.

3. Other Strategies to Minimize Risk
The medical professional liability risk management issues presented in this CME activity
are communication, follow-up, documentation, informed consent and adherence to
standards and protocols. Additional resources are available to help providers address
these areas and reduce their risk exposure. For additional information, please contact
the Risk Management Department at (800) 652-1051, ext. 2244,

CME Attestation
| attest that | participated in this CME activity and claim credits (use quarter hour
increments) of AMA PRA Category 1 Credit™ up to a maximum of one credit (hour).

Signature

Date (mm/dd/yy)

You may submit this form online at www.norcalmutual.com/cme. Or you can mail or fax it to:
Attention: Risk Management, NORCAL Mutual Insurance Company, 560 Davis Street, Suite 200,
San Francisco, CA 94111, Fax: (415) 248-3301




