Pre-Intervention Flowchart for PNCC QI Project

Starts (input):
From the time a pncc referral is received

End (final output)

Client/case is closed

Receive PNCC referral (from WIC or MMC/School, St. Joseph’s Hospital) via fax or verbal 
Referral is given and assigned to one of the PHN’s based on current caseload/geographic location

PHN decides if interpreter is needed


*If yes, contacts interpreter, makes 3 way phone call to client


Offers program, if client accepts PHN sets up date/time for visit



If client declines, PHN closes client/chart out

*If no, PHN makes contact with client via phone and offers/explains program 



If client accepts, PHN sets up a date/time for visit



If client declines, PHN closes client/chart out

If accepts PHN prepares a client’s pncc chart, documenting date of referral and date of first initial contact

PHN gathers client’s pncc paperwork/forms/educational information folders

PHN makes visit to client at home, school, or other designated location

PHN performs prenatal assessment, completes additional program enrollment paperwork, and presents educational materials to client

PHN leaves client’s home; notifies client PHN will call them in 30 days or less; client is given PHN’s contact information for any questions/concerns

PHN comes back to office; enters data into SPHERE database


Case Management

Prenatal Assessment
Generate Care Plan


Advocacy



Interpreter (if used/needed)



Health Teaching


Topics taught

Progress note with additional details regarding visit (prints/or writes out progress note(s) and documents in client’s chart
Referrals: (if needed)

PHN requests pregnancy verification of client’s physician-mails letter with self-addressed stamped envelope

Once received, keeps verification in chart 
PHN fills out Medicaid billing sheet with procedure codes

PHN makes a copy of billing sheet, gives one copy to program assistant for billing and keeps a copy in chart for documentation purposes (kept in client’s chart until the end of the month-billed monthly)

PHN contacts clients monthly via phone and sets up additional home visits (gathers educational materials)
PHN continues visits with client


Follows up on referrals if necessary


Educates-Health teaching

Has client sign care plan/reviews care plan with client/updates care plan at least every 60 days

Completes ongoing prenatal monitoring


Enters data into sphere and/or in progress notes


Fills out and submits monthly pncc billing sheet

When PHN receives birth report from hospital or is aware of birth from client, PHN contacts client to set up a date/time for a postpartum follow up visit

PHN visits client at home or other designated place and makes postpartum/newborn visit
PHN performs postpartum/infant assessment (documents on forms), performs health teaching, follows up on referrals, gives client contact information for questions) last visit/contact 
PHN comes back to office, charts on postpartum/infant visit in sphere and in progress  notes, fills out billing sheet, closes client/chart out

PHN files prenatal/postpartum chart away into respective years filing cabinet

