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10.3 — Charity Care

Vanguard’s Hospitals shall provide charity care (free care) or financial assistance to uninsured
patients for their emergency, non-elective care who qualify for classification as Financially
Indigent or Medically Indigent in accordance with the Charity Care Financial Assistance
Process set forth below. Vanguard’s Hospitals shall adopt a written policy in conformity with
the policy and procedure set forth herein. Charity Care (100% discounts) shall be available for
uninsured patients with incomes below 200% of the Federal Poverty Level (the “Financially
Indigent”). 40% to 80% discounts shall be available for uninsured patients either (1) with
income below 500% FPL or (2) with balances due for hospital services in excess of 50% of
their annual income (the “Medically Indigent”).

{W2250292}
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Section: CLINICAL NUTRITION SERVICES Policy #D003
Date Issued: 5/95
Subject: REVIEW AND APPROVAL OF DIET MANUAL Date Revised: 3/11

POLICY:

The Morrison Manual of Clinical Nutrition Management is adapted to the facility and specifies the standards for
ordering and serving regular and modified diets.

The diet manual is reviewed annually, revised as necessary, and as updates occur by a qualified dietitian are approved
by the medical staff.

PROCEDURES:
Clinical Nutrition Manager/Designee
e ADAPTATION -- Adapt the diet manual to the facility as necessary to ensure that:
- The diet manual includes all diets that may be ordered in the facility.
- The diet manual serves as a guide to ordering diets and states correct ordering terminology.

- A statement on nutritional adequacy accompanies each diet except for test diets and addresses whether or
not the diet meets the Dietary Reference Intakes.

e APPROVAL
- Obtain necessary signatures on the diet manual approval form and place in front of the diet manual
OR
- For diet manuals posted on the hospital intranet site, document approval in the Committee

minutes and keep on file in the medical administration office and Food & Nutrition Services.
e DISTRIBUTION
- Manual must be accessible to each patient care unit.

- Maintain a copy of the distribution form on file.
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Section: CLINICAL NUTRITION SERVICES Policy #D004
Date Issued: 5/95
Subject: GUIDE TO CLINICAL NUTRITION SERVICES Date Revised: 10/07

POLICIES:

The Guide to Clinical Nutrition Services describes the scope of patient services ranging from basic services to medical
nutrition therapies.

PROCEDURES:
Clinical Nutrition Manager
e Adapt Guide to Clinical Nutrition Services to the facility.

¢ In-service and/or distribute to the medical staff, nursing and other health care professionals.

P&P CROSS REFERENCE: D - Initial Assessment
Further Assessment and MNT Intervention
Nutrition Practice Guidelines
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GUIDE TO CLINICAL NUTRITION SERVICES

a description of the Scope of Patient Services

BASIC services are provided to all hospitalized patients, as appropriate
MEDICAL NUTRITION THERAPY (MNT), individualized treatment based on assessed needs, is provided by the RD/LD

SERVICE/DESCRIPTION PATIENTS RECEIVING SERVICE PERFORMED TIME FRAME FOR
BY DELIVERY
MEAL SERVICE/NOURISHMENTS All patients on oral intake Designee Next meal after diet order
As ordered received or as requested

B

A MENU MANAGEMENT All patients on selective menus Designee Within 24 hours of admission
Menu distribution, assistance and

S collection

| INITIAL ASSESSMENT (Nutrition All patients as per screening policy Nursing/ Designee | Within 24 hours of admission
Screening)

C FURTHER PRIORITIZATION All patients Designee RD/LD Ongoing during hospitalization
MONITORING of patients who are NPO | All patients who are NPO or on a clear liquid Designee Investigate NPO/CL by the 57
or on clear liquid diets diet RD/LD day
INTAKE SUPPORT Per physician/nursing request or RD/LD Designee Within 24 hours of need
Appropriate foods, nourishment/ recommendation RD/LD identification
supplements to improve intake within
confines of diet order
FURTHER ASSESSMENT AND 1. Per assessed needs RD/LD Per the Prioritization Table,

INTERVENTION 2. Per physician/RN consult Policy DOO6A — maximum 48
Evaluation of pertinent subjective and 3. Per standard protocol hours for acute care.
obje§t|ve data, fo_rmatlon of patient goals Subacute Care: __ (time)
and implementation of plan of care -
maximum
Behavioral Health Care:
__(time) maximum
REASSESSMENT AND FOLLOW-UP | Reassessment is ongoing for all patients RD/LD Reassessment: ongoing
Assessment of patient progress; throughout hospitalization
adjustment of plan of care; monitoring of Follow up: Frequency
expected outcomes Follow up: as determined by RD/LD or with determined by RD/LD
physician/RN consult

M
INTAKE ANALYSIS (Calorie Count) 1. As determined by RD/LD Designee Intake Analysis is initiated
Assessment of food intake (specified 2. Per physician consult within 24 hours of assessed

T number of days) RD/LD needs or consult.

RD calculates intake RD
within 48 hours of initiation of
intake analysis

NUTRITION COUNSELING Inpatient RD/LD Inpatient

¢ Individual- education plan to meet
nutrition intervention goals for disease
management *

«  Group- classroom presentation with
question and answer period

*  Follow-up- assessment of patient
progress and further education*

1. Per assessed needs

2. Per physician/RN consult

Outpatient
1. Per hospital discharge plan

2. Per physician consult

Within ___hours of assessed
needs or consult

Outpatient

By scheduled appointment or
series of classes for outpatient

*For inpatients, survival skills; for outpatient, self-management training

(Policy #D004)
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Section: CLINICAL NUTRITION SERVICES Policy #D005
Date Issued: 5/95
Date Revised: 10/07

Subject: MEDICAL NUTRITION THERAPIES — HOW TO ORDER

POLICIES:
Medical Nutrition Therapies are ordered according to standard procedures.

Verbal and telephone orders for medical nutrition therapies are accepted and implemented when dictated to

an approved designee (nurse/dietitian*), and are countersigned by the physician according to hospital policy. The
content of verbal orders must be clearly communicated. Nationally accepted read-back verification
practice is to be implemented for every verbal order (71 FR 68680). Verbal orders should be
recorded directly onto an order sheet in the patient's medical record or entered into the computerized
order entry system, if the hospital employs one. As required by §482.24(b), all verbal orders must be
promptly documented in the patient’s medical record and signed by the individual receiving the
order.

PROCEDURES:
Physician
o Orders services using standard terminology outlined in the Guide to Clinical Nutrition Services.
o Orders Medical Nutrition Therapies, Nutrition Counseling
Nursing
e On receipt of a verbal/telephone order for medical nutrition therapies, records the order in the order section of the
medical record or in the computerized order entry system, reads it back to the person placing the order and
receives confirmation that it was accurately written.
o Transmits the order to the diet office or dietitian.
o Seeks/verifies the physician's signature according to facility verbal order procedures.
Dietitian
o Provides services ordered.

o [f less than the required notice for nutrition counseling is given, provides educational literature as appropriate.

*Credentials of those authorized to accept verbal order are documented in by-laws.

P&P CROSS REFERENCE:
Facility Policies & Procedures: Physician's Orders
Patient and Family Education
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Section: CLINICAL NUTRITION SERVICES Policy #D006
Date Issued: 5/95

Subject: INITIAL ASSESSMENT AND PRIORITIZATION Date Revised: 10/07

POLICY:

An initial assessment program is implemented to identify patients who may require medical nutrition therapy (ies)
PROCEDURES:

Initial Assessment

Nursing

e  Gathers information from patients within 24 hours of admission based on pre-determined nutrition criteria and
documents the initial assessment in the medical record or computerized order entry system. It is recommended that pre-
determined nutrition criteria be validated. Criteria may include, but is not limited to:

- Adults: unplanned weight loss; decreased appetite (See FY| page that follows) *

- Pediatrics: BMI-for-age-and-gender less than the 5" percentile (ages 2 to 20 years); Weight-for-length less than the
5" percentile (birth to 36 months); decreased appetite; inability to feed/eat *

- Obstetrics: Underweight (<90% of desirable pregravida weight for height); Inadequate weight gain during 2™
and 3" trimesters (< 1 pound/month , if obese, < 2 pounds/month for others); decreased appetite; multiple fetuses *

Based on results of initial assessment, consults dietitian
Dietitian

e Acts on information/consults resulting from Nursing Admission Assessment within timeframes specified in DOO6A

Further Prioritization

Technician/ Dietitian
o Evaluates information from the following sources as it becomes available.

- Nursing: Pressure ulcer reports; patient assigned to hospital protocols that include nutrition intervention (according
to schedule specified in protocol)

- Information Services: Diet orders and changes; TF orders; admission diagnosis
- Pharmacy: New orders for TPN/PPN

- Consults from physicians, nurses and other healthcare professionals

- Multidisciplinary team conferences

- Food & Nutrition Services: Meal rounds; number of days patient has been NPO/CL (See D009: NPO/CL
Monitoring)

- Laboratory: for example - glucose, albumin, pre-albumin

- Technician/Dietitian: patients requiring nutrition education / survival skills training prior to discharge (See D011.:
Patient and Family Education)

e  Further assesses patients identified through initial assessment. See DOO06A: Further Assessment and Nutrition
Intervention.

* Include a copy of the pre-determined nutrition criteria

Director, Food and Nutrition Services

Nursing
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FYI

Policy #D006

VALIDATED SCREENING TOOLS FOR MALNUTRITION

It is essential that pre-determined nutrition criteria that is used as part of the nutrition screening has been validated to
identify patients that are malnourished or at nutrition risk. In other words, if the criteria is designed to identify malnutrition,
then the criteria must identify those who are malnourished (the true positives) while minimizing the number identified as
malnourished, but who are actually well nourished (the false positives). Determining nutrition risk should be quick,
inexpensive, non-invasive and acceptable to the population being evaluated. It is also important that the nutrition screening
tool be validated for the patient population and the setting for which it is used.

The ADA’s Evidence Analysis Library includes the screening tools listed below, which are specific to the acute care
setting. Use of screening tools may be subject to fees, licensing requirements, copyright requirements or other terms and
conditions. Prior to implementation, the organization should investigate and obtain all required consents with respect to use
of a particular screening tool.

e MUST (Malnutrition Universal Screening Tool): This tool was validated by following the same group of adult
patients across a variety of care settings, using multiple healthcare professionals. The 5 step process includes the
calculation of BMI. It was developed by the British Association for Parenteral and Enteral Nutrition.
(http://www.bapen.org.uk/must_tool.html accessed 11/3/07)

e NRS 2002 (Nutrition Risk Screen): This tool combines the results of a patient interview regarding weight and
intake with disease severity. It was validated with hospitalized adults, and published by a committee of the
European Society of Parenteral and Enteral Nutrition. (http://www.sbnpe.com.br/artigos/015.pdf accessed 11/3/07)

e MNA (Mini Nutrition Assessment): This tool has been validated with adults age 65 and older and includes those
who are hospitalized or living in the community. The tool includes a 6 item screen, and if necessary, a 12 item
assessment. MNA was developed by and is copyrighted by Nestle.
(http://www.mna-elderly.com/navigation_frames/clinicalpractice/navigation-clinicalpractice-frame-mnaforms.htm
accessed 11/3/07)

e SNAQ (Short Nutritional Assessment Questionnaire): This tool was validated by the Dutch Dietetic Association,
following the study of medical and surgical patients at a university hospital. It includes 3 questions which are
scored and an automatic intervention plan for enriched meals and snacks of an additional 600 calories and 12
grams protein. (http://www.nature.com/ejcn/journal/v59/n10/fig_tab/1602222t1.html accessed 11/3/07)

e MST (Malnutrition Screening Tool): This tool was validated in an acute care hospital in Australia, with adult
medical and surgical patients. The screen includes questions on unplanned weight loss and poor appetite. Results
using the MST compare with that of the same patient evaluated using SGA; the MST can be administered by a
person without clinical skills and even by the patient himself.
(http://www.rosslearningcenter.com/library/MST_RD_CE.pdf accessed 11/3/07)

e SGA (Subjective Global Assessment): The determination of malnutrition is based on a standardized medical
history and physical exam and a decision by a skilled clinician at the conclusion of the review. The system requires
calculations and takes more than five minutes to complete. SGA was originally validated during a study of patients
undergoing major gastrointestinal surgery at two teaching hospitals in Toronto.
(http://www.hospitalmedicine.org/geriresource/toolbox/pdfs/subjective_global _assessmen.pdf accessed 11/3/07)

The use of a tool appropriate to your setting and population will improve the identification of patients who are
malnourished, enabling the implementation of early intervention.
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Section: CLINICAL NUTRITION SERVICES Policy #: DO06A

Subject: NUTRITION ASSESSMENT, INTERVENTION, MONITORING
AND EVALUATION

Date Issued: 11/97
Date Revised: 3/11

POLICY:

Patients identified during the initial assessment or prioritization will be further assessed and receive nutrition intervention
when applicable.

PROCEDURES:

Dietitian

Further assessment may include any or all of the following (NCP Step 1. Nutrition Assessment*):
- Food / Nutrition History

- Biochemical Data, Medical Tests, and Procedures

- Anthropometric Measurements

- Physical Exam Findings

- Client History
Based on the findings, the dietitian identifies a Nutrition Diagnosis and gains patient agreement on the
appropriate Nutrition Intervention.

- When recommendations are made which require a physician order, the dietitian follows-up within

(time) on the physician’s response. If the physician does not respond to the recommendation through

ordering the requested service/product or through other entry in the medical record, the dietitian may:

=  Contact the physician to discuss the recommendation and documents the results of the discussion,
OR

= Enters the information on the approved Medical Records form (see SAMPLE that follows),
requesting a response. If still no response, the dietitian contacts the physician to discuss the
recommendation and documents the results of the discussion.

Nutrition Monitoring and Evaluation: The dietitian monitors and evaluates the patient’s response to care;
the frequency of this is based on the type of intervention implemented. Monitoring and evaluation may
include reassessment, meal rounds, or medical rounds and may or may not result in new recommendations.
The results of monitoring and evaluation are documented in the patient’s medical record.

When nutrition goals are met or are no longer applicable a dietitian may “sign off” on a patient. The dietitian
will document in the medical record that future follow up will be provided by consult or when additional
information by way of reassessment, meal rounds, or medical rounds suggests further
assessment/intervention is warranted.

Hand Off Communication** When the care of a patient transfers from one dietitian to another, there is a
“hand-off” of information about the patient. While the information may be written or verbal, there must
always be the opportunity to ask and respond to questions, in a timely fashion. Information communicated
during the “hand-off” includes the patient’s current condition, nutrition interventions implemented and the
patient’s response to the interventions.

*American Dietetic Association. International Dietetics & Nutrition Terminology (IDNT) Reference Manual (3" ed); 2010.
**Reference :Joint Commission’s National Patient Safety Goal #2: Improve the effectiveness of communication among
caregivers.

P&P CROSS REFERENCE: D -Guidelines for Nutrition Care

(Policy #D006A: Page 1 of 2)
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Section: CLINICAL NUTRITION SERVICES Policy #: DO06A

Subject: NUTRITION ASSESSMENT, INTERVENTION, MONITORING B:EZ Ezsfsidlls%
AND EVALUATION :

PRIORITIZATION FOR FURTHER ASSESSMENT AND EVALUATION

Insert prioritization table here (refer to FYI page for further instruction).

SAMPLE PATIENT PRIORITIZATION TABLE

Within 24 hours Within 48 hours
e  TPN/New Order for Tube Feeding e  Physician Referral
e NPO/CL=5 days o RN Referral (may include but is not limited to results generated

from the initial nutrition screen completed by nursing within 24
hours of patient admission

e  Tube feeding (in use prior to admission)

e  Education referral

e  Pressure ulcers (Stage Il or greater)

e  Heart Failure protocol- (ensure that protocol guidelines are
aligned with this response time

e Calculate Physician ordered calorie count

e BMI<19

REASSESSMENT AND FOLLOW-UP* GUIDELINES

2Xin 5 day length of stay (LOS) 1X/\Week
New or unstable PN Stable PN
New or unstable TF Stable TF
Severe malnutrition Follow-up based on patient’s care goals

* Follow-up may include reassessment, meal rounds, medical rounds, or brief documentation on intake or status. May or may not
include new interventionss.
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Section: CLINICAL NUTRITION SERVICES Policy #: DO06A

Subject: NUTRITION ASSESSMENT, INTERVENTION, MONITORING 82:2 Eg\‘fs‘idlls//i
AND EVALUATION :

FYI

Policy #D006A
Prioritization Table

The prioritization table MUST be customized by the onsite clinical team. Consider high risk and high volume
populations served by your facility as well as the facility’s length of stay when customizing this table. It is
encouraged that you prioritize patients according to nutrition diagnosis opposed to medical diagnosis. However,
limited access to patient information may require that prioritization include medical diagnosis. Please contact
corporate and region level clinical support teams if assistance is require in customizing your priroritization table.

The following content are two samples of forms that could be used to alert physicians of the need to respond to

nutrition care recommendations. If such a form is used, it should be approved to be a part of the permanent medical
record.
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Section: CLINICAL NUTRITION SERVICES Policy #: DO06A

Subject: NUTRITION ASSESSMENT, INTERVENTION, MONITORING Bgi 'Fiz\‘jfs‘idlglgli
AND EVALUATION '

FYI

Policy #D006A

SAMPLE APPROACHES FOR NOTIFYING PHYSICIAN OF DIETITIAN RECOMMENDATIONS

When the dietitian makes recommendations that require action by the physician, a system must be in place to track
the status of the recommendations. The dietitian may choose to do this through an informal system, such as with
notations on a personal work sheet. In other cases, a formal process may be in place to insert a sheet/notice into the
medical record, alerting the physician that the recommendation in the Nutrition Notes. In either case, if the
recommendation is not answered (either ordered or declined) in a designated time frame, the dietitian must follow-up
with the physician to discuss the need for the requested service. This interaction is documented in the medical
record.

The following content are two samples of forms that could be used to alert physicians of the need to respond to
nutrition care recommendations. If such a form is used, it should be approved to be a part of the permanent medical
record.
* * * * %
MEMO TO THE PHYSICIAN
FROM FOOD & NUTRITION SERVICES

PATIENT NAME: DATE:

DR.

RECOMMENDATION:

*** REFER TO TODAY’S NUTRITION NOTE FOR DETAILS***

DIETITIAN: PAGER:

EE S S S AR i S S S

Nutrition Recommendation Order Form

Room Number / Patient Name:
DOB

Original Diet

Order:

Nutrition

Recommendation:

Dietitian Signature: Time: Date:

Please check appropriate box below and sign, date and time.
O Recommendation Noted. Thank You.
O Adjust Nutrition as Recommended.

Physician’s signature: Time: Date:

V.0./T.0. Read Back Initials:
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Section: CLINICAL NUTRITION SERVICES Policy #D007

Date Issued: 5/95

Subject: NUTRITION PRACTICE GUIDELINES Date Revised: 3/11

POLICIES:

Guidelines for Nutrition Care are implemented to:

Provide patients with the highest quality of nutrition care that is recommended by the dietetics profession,

Enhance the efforts of the dietitian, nurse, pharmacist, and physician to integrate all functions provided by the
various disciplines,

And simultaneously trackoutcome data that can be compared to other Morrison accounts to establish
benchmarks and used to demonstate positive patient outcomes based on nutrition intervention

PROCEDURES:

Clinical Nutrition Manager

Reviews the Morrison Guidelines for Nutrition Care with the clinical nutrition staff and adapts to the facility.

Presents the Guidelines for Nutrition Care to the committee concerned with nutritional care for review and
approval.

In-services the clinical staff on the guidelines.

Implements Guidelines for Nutrition Care and tracks, compiles and reports outcome data through the
performance improvement process.
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Section: CLINICAL NUTRITION SERVICES Policy #D008

Date Issued: 5/95
Subject: INTERDISCIPLINARY PATIENT CARE PLAN Date Revised: 10/07

POLICIES:

Problems related to nutrition care of the patient will be communicated to other disciplines via the Interdisciplinary
Patient Care Plan.

PROCEDURES:

o Document nutrition problems noted during the assessment on the Interdisciplinary Patient Care Plan or
designated form.

o Review / update the Interdisciplinary Patient Care Plan with each nutrition care follow-up.

« If no apparent nutrition problems are found, initial the Care Plan next to the standard problem(s) and note the date
and "N/A" in the "Date Resolved" column.

P&P CROSS REFERENCE: Section D — Enteral Nutrition
Parenteral Nutrition
Patient and Family Education
Discharge Planning for Nutrition Services
Food and Drug Interaction Education
Guideliness For Nutrition Care

Nursing

Food and Nutrition Services

Social Services
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FYI

Policy #D008

INTERDISCIPLINARY PATIENT CARE POLICIES AND PROCEDURES

The Interdisciplinary Patient Care Policy should serve as a guideline for areas that approach care from an
interdisciplinary focus. Other conditions/diagnoses that are well served through a multidisciplinary approach to patient
care are:

» Diabetes Education

o Cardiac Rehab

e Pulmonary Rehab

o Diagnoses that are on Critical Pathways

e Case Management Teams

 Patient Focus Care Units/Teams

 Patient Rounds

e Trauma

e Neurology

o Dialysis Unit

o Geriatric Unit

e Ostomy Care

¢ Wound Care

Include an interdisciplinary P&P for any area that takes this approach to patient care.
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FYI

Policy #D008

INCLUDE FACILITY INTERDISCIPLINARY POLICIES HERE
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Section: CLINICAL NUTRITION SERVICES Policy #D009
Date Issued: 5/95
Subject: NPO/CL MONITORING Date Revised: 10/07

POLICIES:

To assure all patients receive appropriate nutritional care, patients receiving minimal or no nutrition (i.e., NPO) will be
monitored.

PROCEDURES:
Nursing

¢ Notifies FNSD that a patient is NPO or on a clear liquid (CL) diet.
Clerk

e Maintains data on NPO or CL status of patients. Options include the NPO/CL Monitoring Form, the patient
cardex, or a computer-generated report.

Technician/Dietitian
e  Tracks days that patients have been on NPO/CL diets.
Dietitian

o By the 5™ day, documents risk status in the medical record for patients on NPO/CL diets, including
recommendations for diet advancement, nutrition support options, or discussions with physician.

e Continues to monitor NPO/CL status and documents every 2 days in the medical record until diet order changes.

Reference
ASPEN Board of Directors and the Clinical Guidelines Task Force. Guidelines for the use of parenteral and enteral nutrition in adult and
pediatric patients. ] Parenter Enteral Nutr. 2002;26 (suppl)(1):19SA.
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Section: CLINICAL NUTRITION SERVICES Policy #D010
Date Issued: 5/95
Subject: INTAKE SUPPORT Date Revised: 07/09

POLICIES:
Intake Support is defined as the provision of appropriate foods or nourishments to improve intake. A physician order is
not needed to provide intake support as long as the foods/nourishments selected are within the confines of the diet order.
A physician order is required for the provision of pharmaceutical nutrition supplements.
Definition of Intake Support Options
Food/Beverage support — Food/Beverages that are provided to the patient either as part of the meal or between meals
that are within the confines of the diet order (Reference: Manual of Clinical Nutrition). Examples may include but are
not limited to sandwiches, milkshakes, juice, crackers, ice cream, etc.
Nourishment Support — Nourishments that are provided to the patient either as part of the meal or between meals that are
within the confines of the diet order (Reference: Manual of Clinical Nutrition Management). Examples may include but
are not limited to items such as Carnation Instant Breakfast, Mighty Shakes, Magic Cup, etc.
PROCEDURES:
Dietitian

o Determines the food/beverage or nourishment options available.

e Determines whether pharmaceutical nutrition supplements should be recommended to support overall intake.
This level of intake support requires a physician order

e Upon reviewing the screening data, assign technician/designee to provide Intake Support. Provide direction as
to:

- appropriate type of intake support, that is, whether items are served at meals or between meals
- foods on tray
- nourishments

Recommendations for pharmaceutical nutrition supplements - This level of intake support requires a physician
order.

- Frequency of monitoring for intake.

Nursing

o Identifies patients who may benefit from intake support and informs diet office or dietitian.
Technician/Designee

o Provides foods/nourishments acceptable to the patient

e Provides pharmaceutical nutrition supplements per physician order

o Adjusts intake support as intake changes.
Nursing or FNSD

o Delivers foods/nourishments/supplements to patient

o Regularly communicates patient's acceptance and intake to dietitian.
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Section: CLINICAL NUTRITION SERVICES Policy #D011

Date Issued: 5/95
Subject: PATIENT AND FAMILY EDUCATION Date Revised: 10/07

POLICIES:
Basic information on the prescribed modified diet will be given to patients.

Nutrition counseling and/or education on modified diets will be provided when the need for education has been
identified through prioritization, the assessment process, critical pathways, or upon physician order.

PROCEDURES:
BASIC INFORMATION
Diet Clerk
e Attaches Diet Awareness Card to menu when the diet order is initiated or changed.
Hospitality Assistant/Designee
e Gives Diet Awareness Card to patient and makes patient aware of information.
OR
Trayline Starter
e Removes Diet Awareness Card from menu and places on tray.

NUTRITION COUNSELING
Dietitian/Technician

e Attempts to have the patient’s family or significant other present during the educational process, as
appropriate.

e Includes the phone number of the dietitian’s office on diet instruction materials.

e Documents patient/family’s preferred method of instruction, comprehension of the instruction, expected
compliance, materials used, and any follow-up plans in the medical record when nutrition
counseling/education is given.

e If patient is discharged prior to receiving nutrition counseling:

- Written materials are mailed to the patient,

- Materials include the dietitian’s contact number,

- Schedules patient for nutrition counseling using outpatient program at facility. If outpatient program is
not available, provides patient with a list of community resources to receive counseling,

- Documents actions taken in the medical record. (Done by nursing if dietitian not available.)

Nursing

Food & Nutrition Services
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FYI

Policy #D011

PATIENT AND FAMILY EDUCATION
The following list of concerns need to be evaluated/investigated for your facility and included in your P&P on Patient
and Family Education:
o Community services for patients unable to purchase or prepare food

o Services available for patients who are not able to have educational needs met while at facility, i.e., outpatient
services, clinic, home health.

o Diverse educational needs which may be met through community services such as services for the blind, hearing
impaired, non-English speaking individuals and people with low literacy.

o Follow-up visits for patients who need additional counseling.

SAMPLE

Hospital Name

NUTRITION COUNSELING REPORT

O Initial O FU O DietRx:
Diet Hx:

Patient’s preferred method of instruction:

Instructional materials given to patient:

After diet instruction, patient demonstrated [1 Poor O Fair [0 Good understanding of the diet
based on ability to:
O verbalize rationale of diet O understanding
[0 state out of diet principles O financial situation
O other
Comments:
Pt PF# Signature

RD/Dietetic Technician

001099



Policy #D012
Date Issued: 5/95
Date Revised: 10/07

Section: CLINICAL NUTRITION SERVICES

Subject: NON-ENGLISH SPEAKING PATIENTS

POLICY:

The Food and Nutrition Services Department uses available resources to communicate diet/nutrition information to
patients who do not speak English. Refer to approved hospital translator list to maintain patient confidentiality.

PROCEDURES:
Dietitian
o Coordinate translator for patient needing nutrition care.
- Medical Center designated translator

AT&T Language Service or other hospital approved service

NOTE: While the use of a family member might be convenient, this practice is highly discouraged. As noted in the
Joint Commission publication Hospitals, Language and Culture: A Snapshot of the Nation; 4/07 (page 56): “Several
studies have shown that the use of family members or other ad hoc interpreters are more likely to misinterpret
information, omit or add information, or insert their own values or judgments into the conversation.”
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Section: CLINICAL NUTRITION SERVICES Policy #D013
Date Issued: 5/95
Subject: DISCHARGE PLANNING FOR NUTRITION SERVICES Date Revised: 3/06

POLICIES:

The Food & Nutrition Services Department (FNSD) participates in the interdisciplinary discharge planning process
designed to assist patients and their families, representatives, and/or other health care providers in developing and
implementing an appropriate post facility plan of care. Procedures are developed and approved jointly by the FNSD and
Discharge Planning.

PROCEDURES:

Dietitian, Physician, Interdisciplinary Team

e ldentify patients in need of nutritional counseling.

e ldentify patients in need of community-based services such as Meals of Wheels, Food Stamps and other
assistance to meet nutritional needs. Request involvement of Social Services.

Physician
e Orders Nutrition Counseling prior to patient's discharge.
Dietitian
« Provide nutrition counseling, educational literature or transfer instructions (description of dietary restrictions).

e Document in the medical record the patient/family’'s comprehension of education, materials given, expected
compliance to diet therapies, family members present, and any follow-up plans.

o Make recommendation as needed for appropriate (post-discharge) care in cases where:
- Nutrition counseling could not be completed prior to discharge;

- Further nutrition counseling is necessary for patient to implement prescribed dietary modifications
following discharge.

Note: The patient or family/representative has the right to modify or reject any discharge plan. Such modification
and/or rejection shall be noted in the medical record.

Social Services

Nursing

Food and Nutrition Services
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FYI

Policy #D013

DISCHARGE NUTRITION COUNSELING REQUEST

Physician should be notified if patient doesn't receive counseling. Sample letter to notify for future referral:

Forward to the office of

Physician

Patient Date

Diet Order

We were unable to provide Nutrition Counseling due to:

RD unable to
(Note: The policy of facility requires that Nutrition Counseling is ordered at least (
) hours prior to discharge.)

Patient refused education.

Patient not available.

Other

The patient was given/mailed applicable literature.

Nutrition Counseling services are available
(place and time)

On an outpatient basis: If you would like Nutrition Counseling for this patient, please refer them to outpatient services.
Appointments may be made at .

(phone number)

Comments:

Clinical Dietitian

Food and Nutrition Services Department
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Section: CLINICAL NUTRITION SERVICES Policy #D014

Subject: FOOD-MEDICATION AND HERB-MEDICATION BZ:E E’Z\‘jies‘iifgil
INTERACTION EDUCATION :

POLICIES:

Patients will receive written instructions and verbal counseling on potential food-medication-herbal interactions during
hospitalization and food-medication-herbal interaction education before discharge on drugs designated by the facility to
have potential food-medication-herbal interactions.

PROCEDURES:
Nutrition Care Committee/Pharmacy and Therapeutic Committee

o ldentifies drugs used in the facility with potentially significant food-medication-herbal interactions that require
patient education. Consults Morrison Manual of Clinical Nutrition Management during development of
materials.

o Determines process for education of patients:

- Designates interdisciplinary team member who educates patient.

Reviews and approves patient educational materials.
- Reviews food, medication and herbal interaction program annually and revises the materials as needed.
Dietitian, Pharmacist or Nurse

e Counsels the patient and/or family on potential food-drug- herbal interactions and documents education in the
medical record.

e For patients who are taking herbal supplements, notify the patient’s physician of this practice. From this
information, the physician may order a consult on medication-herbal interaction as appropriate.

e For patients who bring herbal supplements into the hospital, notify the patient’s physician, nurse and
pharmacist.

e  For patients receiving anticoagulant therapy, education includes the importance of follow-up monitoring,
compliance issues, dietary restrictions, and potential for adverse medication reactions and interactions.

Dietitian or Technician

e Modifies patient meal pattern or diet as needed.

e  Ensures that the patient menu follows recommendations for Vitamin K intake follows information outlined in
the Morrison Manual of Clinical Nutrition Management 2011. These recommendations include serving no
more than 1 serving of foods identified to contain high levels of vitamin K per day and no more than 3 servings
of foods identified to contain moderate levels of vitamin K per day (Reference: National Health Institute:
Warren Grant Magnuson Clinical Center)..

e  Ensure that patients receiving anticoagulant therapy receive no more than 1 cup of cranberry juice per day.
(Reference: Zhaoping LI, Seeram NP, Carpenter CL, Thames G, Minutti C, Bowerman S. Cranberry does not
affect prothrombin time in male subjects on warfarin. [ Am Diet Assoc. 2006; 106:2057-2061).

P&P CROSS REFERENCE: Facility Home Medication Policy

Director, Food and Nutrition Services

Nursing

Pharmacy
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FYI

Policy #D014

FOOD- DRUG and HERB-MEDICATION INTERACTION EDUCATION
Herb-Medication Interaction Education

Include an herbal warning on Herb-Medication Education sheets of certain drugs that may have nutritional concerns.
Sample statement:

Special care should be taken if you are considering taking a natural/herbal product with this medication. Talk
to your pharmacist, physician or dietitian before taking a natural/herbal product.

See Morrison Manual of Clinical Nutrition Management’s Food-Medication and Herb-Medication Interaction sections
for common foods and herbal supplements that are known to affect certain medications. Incorporate this information
into the organization’s food-medication and herb-medication interaction education sheets as appropriate. Also refer to
the Morrison Great Living Starts Here Herb and Drug Interaction patient education sheets.

2012 Joint Commission National Patient Safety Goal (NPSG)
Improving the Safety of Using Medications: Anticoagulation Therapy

Standard: NPSG.03.05.01: Reduce the likelihood of patient harm associated with the use of anticoagulant therapy.
Elements of Performance (EP) specific to F&N department
EP4: Use authoritative resources to manage potential food and drug interactions for patients receiving warfarin
EP7: Provide education regarding anticoagulant therapy to prescribers, staff, patients, and families. Patient/family education
includes the following:
- The importance of follow-up monitoring
- Compliance
- Drug-food interactions
- The potential for adverse drug reactions and interactions

Suggested Actions

EP4: Use of authoritative resources to manage potential food and drug interactions for patients receiving warfarin.
e  Ensure that your hospital has approved authoritative resources and practices on how to manage potential
food and drug interactions. Refer to Morrison‘s Manual of Clinical Nutrition Food-Medication and Herb-
Medication Interactions section for common foods known to affect warfarin.

EP7: Provide education regarding anticoagulation therapy to prescribers, staff, patients and family.

e  Ensure that your hospital has a policy in place that designates a discipline to be responsible for providing
ongoing education to prescribers, staff, patients and family. EP #7 does not specify a responsible discipline
to provide education and therefore this assignment is to be determined by the organization. Refer to
Morrison’s Great Living Starts Here materials for patient education specific to Food and Medication
Interaction and Anticoagulant Education sheet (for Food-Medication interaction).

e Provide ongoing education to patient food service personnel on the dietary considerations associated with
the anticoagulant therapy (i.e. CHAT & Daily Meeting Guide).

e Evaluate and monitor compliance of this standard .

e Ensure that your hospital has a policy in place that designates a discipline to be responsible for follow-up
monitoring, compliance issues, dietary restrictions, and potential for adverse drug reaction and interactions.
Refer to Morrison’s Great Living Starts Here materials for patient education specific to Herbal and
Medication Interaction and Anticoagulants (Food-Medication interaction)

e Evaluate and monitor compliance if this responsibility is assigned to the RD.
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Section: CLINICAL NUTRITION SERVICES Policy #D015

Subject: DOCUMENTATION IN THE MEDICAL RECORD Date Revised: 10/07

Date Issued: 5/95

POLICIES:

The following individuals are authorized to enter nutrition related information in the medical record:

Registered Dietitian
Dietitian, not registered (if allowed by facility by-laws and state licensure regulations)
Dietetic Technician, Registered

Documentation procedures follow guidelines obtained from or approved by the Medical Records Department.

PROCEDURES:

Medical Record documentation is completed using these guidelines:

Use black ballpoint pen only.
Use facility approved abbreviations (includes “do not use” list issued by Joint Commission January 1, 2004).

Place current date and time on each entry; enter the documentation as soon as services are rendered or patient
observation performed.

Late entries: in the body of the entry, state the date and time the entry should have been recorded.
Head the entry according to facility/department protocol (i.e., "Medical Nutrition Therapy," "Nutrition Note").

For space remaining at the end of an entry, insert a straight, unbroken line from the last word of the entry to the
end of the line.

Record total time of MNT service provided at end of entry, when charging for units of service provided.
Corrections: Correct entries only when the information is incorrect.

- Draw a single thin line through each word or line which is inaccurate; the incorrect material should remain
legible.

- Date and initial the correction.

- Place a note in the margin stating why the previous entry had to be corrected.

- In questionable situations (from a risk management standpoint) ask a colleague to witness the corrected
entry.

e Signatures: Sign the entry with full name and credentials (R.D.).

- Per policy, co-sign student entries after reading and checking for accuracy (Co- sign by R.D. only)

- Dietitians hired prior to completing the registration exam will demonstrate competency through the chart
audit process in order to continue with charting privileges. Until clinical competency is confirmed, all
notes will be co-signed by a R.D. A non-registered dietitian’s notes will be signed with the dietitian’s full
name followed by “Nutrition Services”. (Check state licensure laws to verify that it is acceptable to allow a
non-registered dietitian to chart without a co-signature after competency has been documented. In some
states, by law, notes must be co-signed until the dietitian has passed the registration exam.)

e Use SOAP, PGIE or diagnosis related charting format, or approved forms only.

e When the patient is scheduled to transfer to another facility, the dietitian documents specific information about

the care, treatment and services provided to the patient (such as an unusual meal pattern). This information will
be shared during the “hand off” communication concerning the patient as a means to support continuity of care.
Per facility policy, the information is documented in the section of the medical record.
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SEXUAL ASSAULT VICTIM CARE

PROVIDER SEXUAL CRIME REPORT

Overview

The Provider Sexual Crime Report (PSCR) was created as a mechanism for determining the volume and characteristics of rape
and sexual assault crimes occurring in Massachusetts. These crimes are often not reported to police and are, as a resuilt, not
recorded or tracked. Medical providers can be of great assistance 10 law enforcement by reporling their cases to the State Police
and local police department via the Provider Sexual Crime Report, thus enabling these crimes to be counted and cases of serial
offending to be identified, Massachusetts General Law requires the Provider Sexual Crime Report to be completed by medical
providers for every victim of rape or sexual assault. Specifically, Chapter 112, Section 1212 requires:

“Every physician attending, treating, or examining a vietim of rape or sexual assault, or, whenever any such case is treated in a
hospital, sanatorium or other institution, the manager, superintendent or ether person in charge thereof, shall report such case at
once to the criminal history systems hoard and to the police of the town where the rape or sexual assault oceurred but shall not
include the victim’s name, address, or any other identifying information, The report shall describe the general area where the
attack occurred. Whoever violates any provision of this section shall be punished by a fine of not less than fifty dollars nor more
than one hundred dollays.” M.G.L.C, 112§ 124

Instructions and Definitions

+ DO NOT write a patient's name, address, or any other identifying information on the PSCR. To ensure patient safely, the
Report is anonymaous.

» Question 20: Check "YES” only if all assailants used a condom. If one or more assailants did not use a condom, check "NO."

» Question 26 & 27: These guestions pertain to restraining orders in place or filed for assailani(s) involved in this attack only.

Rape: “Whoever has sexual intercourse or unnatural sexual intercourse with a person, and compels such person to submit by force
and against his will, or compels such person to submit by threat of bodily injury and if either such sexual intercourse or unnaturaf
sexual intercourse results in or is committed with acts resulling in serious bodily injury, or is committed by a joint enterprise, or is
committed during the commission or attempted commission of an offense..”

M.G.L.C. 265 § 22.

Unnatural sexual intercourse: “Any penetration of the mouth, vagina, or anus by any foreign object or extremity; or, any
penetration not understocd to be what is collectively referred to as “sexual intercourse.” M.G.L.C. 265 § 22.

19A Elder Abuse Report: M.G.L.Chapter 19A, Section 15 requires certain profassionals (including physicians, physician assistants,
medical interns, and nurses) to report suspected occurrences of elder abuse, neglect and financial expleitation.

51A Child Abuse Report: M.G.L. Chapter 119, Section 51A requires certain professionals (including physicians, physician
assistants, hospital personnel engaged in the examination, care or treatment of persons, medical interns, and nurses), who, in
their professional capacity shall have reasonable cause to believe that & child under the age of eighteen years is suffering physical
or emotional injury resulting from abuse inflicted upon him which causes harm or substantial risk of harm to the child’s health or
welfare including sexual abuse, or from neglect, including mainutrition, or who is determined to be physically dependent upon an
addictive drug at birth, shall inmediately report such condition.

19C Disabled Persons Report: M.G.L.. Chapter 19C, Section 10 requires certain professionals (including physicians, medical
interns, hospital personnel engaged in the examination, care or treatment of persons, nurses) to report a serious physical or
emotional injury resulting from the abuse of a disabled person including nonconsensual sexual activity.

12A Weapon Report: M.G.L. Chapter 112, Section 12A requires every physician attending or treating a case of bullet wound,
gunshot wound, powder burn or any other injury arising from or caused by the discharge of a gun, pistol, BB gun, or other air rifle
or firearm, or examining or treating a person with a burn injury affecting five percent or mere of the surface area of his body, or,
whenever any such case is treated in a hospital, sanatorium or ather institution, the manager, superintendent or other person in
charge thereof, shall report such case at once to the colonel of the state police and to the police of the town where such physician,
hospital sanatorium or institution is located or, In the case of burn injuries, notification shell be made at once 1o the state fire
marshal and tc the palice of the town where the burn injury occurred.

70E Emergency Contraception Report: M.G.L. Chapter 111 Section 70E requires hospitals to report the dispensing of
emergency contraception fo a victim of rape.

Submission Requirements:
= Upon completion, please FAX the PSCR tfo:
Massachusetts Executive Office of Public Safety-Research and Policy Analysis Unit
FAX: 617-725-0260
« In addition, please mail a copy of the PSCR to the local public safety authority where the rape or sexual assault occurred.

Additional Information: Should you have any questions regarding the PSCR, please call the Massachusetts Research and
Paolicy Analysis Unit at (617) 725-3301.

RE2MA: FECAINS.2 1/08
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SEXUAL ASSAULT VICTIM CARE

Key Facts about

Emergency Contraception

for

Emergency Department Staff Who Provide Care to Sexual Assault and Rape
Survivors!'
This fact sheet has been prepared by the Massachusetts Department of Public Health pursuant to Chapter 91 of the Acts of 2005 and

reflects current medical research and standards of practice. Physicians and staff who provide care to sexual assault and rape survivors
remain responsible for providing care in accordance with their professional training, expertise and judgment.

Emergency Contraception (EC) is considered to be a safe and effective way to prevent
pregnancy after sexual assault or rape.?

Taking EC after a sexual assault or rape decreases a woman’s chances of becoming pregnant.

What are Emergency Contraceptive pills?

Emergency Contraceptive pills (EC pills) contain the same medication as regular birth control pills. There are
two basic types of pills that are used as Emergency Contraception.

- Progestin-only pills: Plan B™?3is a dedicated product that is FDA approved for use as EC.
Dosing: Provide first dose as soon as possible after the sexual assault or rape, second dose 12 hours
Iater.E""” Bookmark not defined.

Recent research shows equal efficacy if both doses are taken simultaneously.”
- Combined Estrogen/Progestin pills: High doses of Oral Contraceptive Pills (OCPs)&" Bookmarknot
defined- have been determined by the FDA to be safe and effective for use as Emergency Contraception.®
Dosing: Type of OCP and number varies.®

How do EC pills work?
Physiological effects of EC pills result in 3 possible mechanisms of action in preventing pregnancy. They may
work by:’

= Delaying or inhibiting ovulation;

= Inhibiting fertilization; or

= Preventing implantation of the fertilized egg.

EC pills should be started as soon as possible after the sexual assault.
= The sooner a woman takes EC pills after a sexual assault or rape, the more effective it is.
»  EC pills are most effective when taken in the first 12 hours.®
= The FDA has approved EC pills to be initiated up to 72 hours (3 days).
- Recent research has shown EC pills initiated up to 120 hours® are effective.

EC pills are considered to be safe and effective.

«  Progestin-only pills reduce pregnancy risk by 89%° if taken within 72 hours of a sexual assault or
rape.

. Combined estrogen/progestin pills reduce pregnancy risk by 75% """ Bookmark notdefined. ¢ ta . an within 72
hours of a sexual assault or rape.

«  Using EC pills will not affect a woman'’s ability to become pregnant in the future.™

= If EC pills are taken when the woman is pregnant or if pregnancy occurs despite use, they will not harm
the developing fetus.* Attachement 5
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SEXUAL ASSAULT VICTIM CARE

Contraindications and side effects.
. Contraindications:Error! Bookmark not defined.
= Known, established pregnancy reported by the patient.
= Known hypersensitivity to any component of the product.
. Slde EffeCtS:Error! Bookmark not defined.
= Some women may experience nausea and vomiting. These symptoms are more common with the
combined estrogen/progestin pills than with progestin only pills.
= Other side effects may include short term fatigue, headache, dizziness, breast tenderness, or a
change in the timing of the next period.

Medical follow up after taking EC pills for sexual assault or rape survivors.
= If patient vomits within 2 hours of taking EC pills, patient should be advised to immediately contact the
medical provider for further instructions as a repeat dose may be advised.’
= If menses does not occur within 3 weeks of EC pills use, a pregnancy test is indicated.
= Regular contraception can be started immediately after EC pills, or with the next menses.
= EC pills do not prevent sexually transmitted infections or HIV.

For Additional Information Refer to the Product’s Package Insert

*Pregnancy risk reduction based on one time use.

1This fact sheet is pursuant to sections of chapter 91 of the Acts of 2005, An Act Providing Timely Access to Emergency Contraception, which will take effect on
December 14, 2005.

2 World Health Organization. “Emergency Contraception: A Guide to the Provision of Services.” Geneva; WHO, 1998. Hatcher Richard A, et al., Contraceptive
Technology, New York; Ardent Media Inc., 1998. Dailard, C. “Increased Awareness Needed to Reach Full Potential of Emergency Contraception.” The Guttmacher
Report on Public Policy, 2001; 4(3). Task Force on Postovulatory Methods of Fertility Regulation, “Randomized Controlled Trial of Levonorgestral Versus the Yuzpe
Regimen of Combined Oral Contraceptives for Emergency,” Lancet, 1998; 352: 428-433. Glasier, A, Baird, D S. “The effects of self-administering Emergency
Contraception.” New England Journal of Medicine, 1998; 339(1): 1-4. Grimes, R, E, & Scott Jones, B. “Emergency Contraception Over-The-Counter: The Medical and
Legal Imperatives.” Obstetrics & Gynecology, 2001; 98(1): 151-155. The Alan Guttmacher Institute. “Emergency Contraception Improving Access.” Issues In Brief,
2003; 3. The Henry J Kaiser Family Foundation, “Fact Sheets: Emergency Contraception,” Menlo Park, CA; Kaiser Family Foundation, November 2000.

3 Refer to the product’s package insert for details.

4 Recent WHO data (Lancet 2002; 360:1803-1810) for levonorgestrel showed that a 1.5mg single dose can substitute two 0.75mg doses 12h apart. This simplifies the
use of levonorgestrel without an increase in side effects. Pregnancy rates were slightly lower for the single dose regimen, but not statistically significant. Similar
findings on single dose efficacy were obtained by Arowojulu et al (Contraception 2002; 66:269-273).

5 The Commissioner of the Food and Drug Administration has concluded that combined oral contraceptives, taken initially within 72 hours of unprotected intercourse
and providing a total of 0.10 or 0.12 mg of ethinyl estradiol and 0.50 or 0.60 mg of levonorgestrel in each of two doses separated by 12 hours, are safe and effective for
use as post-coital emergency contraception (Federal Register 2/25/1997; Vol. 62, No. 37: 8610-8612).

6 Hatcher, Robert A, et al, Managing Contraception 2003-2004. Tiger, GA: Bridging the Gap Foundation, 2003. World Health Organization. “Selected Practice
Recommendations for Contraceptive Use, Second Edition 2004.” 2004. Geneva: WHO.

7 Swahn ML, Westlund P, Johannisson E, Bygdeman M. Effect of post-coital contraceptive methods on the endometrium and the menstrual cycle. Acta Obstet Gynecol
Scand 1996;75:738-744. Ling WY, Robichaud A, Zayid I, Wrixon W, MacLeod SC. Mode of action of dl-norgestrel and ethinylestradiol combination in postcoital
contraception. Fertil Steril 1979;32:297-302. Rowlands S, Kubba AA, Guillebaud J, Bounds W. A possible mechanism of action of danazol and an
ethinylestradiol/norgestrel combination used as postcoital contraceptive agents. Contraception 1986;33:539-545. Croxatto HB, Fuentalba B, Brache V, Salvatierra AM,
Alvarez F, Massai R, Cochon L, Faundes A. Effects of the Yuzpe regimen, given during the follicular phase, on ovarian function. Contraception 2002;65:121-128.
Glasier A. Emergency postcoital contraception. N Engl J Med 1997;337:1058-1064. Ling WY, Wrixon W, Acorn T, Wilson E, Collins J. Mode of action of dl-
norgestrel and ethinylestradiol combination in postcoital contraception. I11. Effect of preovulatory administration following the luteinizing hormone surge on ovarian
steroidogenesis. Fertil Steril 1983;40:631-636. Croxatto HB, Devoto L, Durand M, Ezcurra E, Larrea F, Nagle C, Ortiz ME, Vantman D, Vega M, von Hertzen H.
Mechanism of action of hormonal preparations used for emergency contraception: a review of the literature. Contraception 2001;63:111-121. Croxatto HB, Ortiz ME,
Muller AL. Mechanisms of action of emergency contraception. Steroids 2003;68:1095-1098. Taskin O, Brown RW, Young DC, Poindexter AN, Wiehle RD. High
doses of oral contraceptives do not alter endometrial al and a.R3integrins in the late implantation window. Fertil Steril 1994;61:850-855. Raymond EG, Lovely LP,
Chen-Mok M, Seppala M, Kurman RJ, Lessey BA. Effect of the Yuzpe regimen of emergency contraception on markers of endometrial receptivity. Hum Reprod
2000;15:2351-5. Kubba AA, White JO, Guillebaud J, Elder MG. The biochemistry of human endometrium after two regimens of postcoital contraception: a dl-
norgestrel/ethinylestradiol combination or danazol. Fertil Steril 1986:45:512-516. Ling WY, Wrixon W, Zayid I, Acorn T, Popat R, Wilson E. Mode of action of dI-
norgestrel and ethinylestradiol combination in postcoital contraception. 1. Effect of postovulatory administration on ovarian function and endometrium. Fertil Steril
1983;39:292-297. Yuzpe AA, Thurlow HJ, Ramzy I, Leyshon JI. Post coital contraception—a pilot study. J Reprod Med 1974; 13:53-58.

8 Piaggo, G. von Hertzen H, Grimes DA, Van Look PFA. “Timing of emergency contraception with levonorgestrel or the Yuzpe regimen.” Lancet. 1999;353;721.
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9 Recent WHO data (Lancet 2002; 360:1803-1810) for levonorgestrel collected from a large (n=2758) randomized trial conducted in 10 developed and developing
countries showed that it prevented a high proportion of pregnancies if taken with within five days of unprotected intercourse. Rodrigues et al (Am J Obstet Gynecol
2001;184:531-537) reported similar findings for the Yuzpe regimen. Both studies, however, suggest lower efficacy with longer delay between treatment and unprotected
intercourse. World Health Organization. “Selected Practice Recommendations for Contraceptive Use, Second Edition 2004.” 2004. Geneva: WHO.

10 Hatcher Richard A, et al., Contraceptive Technology, New York; Ardent Media Inc., 1998.Alan Guttmacher Institute, “Emergency Contraception: Improving
Access,” Issues In Brief, 2003; 3.American College of Obstetricians and Gynecologists. “Emergency Contraception.” ACOG Practice Bulletin Number 25, Washington
DC; ACOG, 2001.Dailard, C. “Increased Awareness Needed to Reach Full Potential of Emergency Contraception.” The Guttmacher Report on Public Policy, 2001;
4(3). Task Force on Postovulatory Methods of Fertility Regulation, “Randomized Controlled Trial of Levonorgestral Versus the Yuzpe Regimen of Combined Oral
Contraceptives for Emergency,” Lancet, 1998; 352: 428-433. The Contraception Report. “Levonorgestrel Alone for Emergency Contraception.” 1999; 9(6):13-14.
Boonstra, H. “Emergency Contraception: The Need to Increase Public Awareness.” The Guttmacher Report on Public Policy, 2002; 5(4). World Health Organization.
“Emergency Contraception: A Guide to the Provision of Services.” 1998. Geneva: WHO. www.who.int/reproductive-

health/publications/FPP_98 19/FPP_98_19 abstract.en.html

11 Plan B package insert

12 Raman-Wilms L. et al “Fetal genital effects of first-trimester sex hormone exposure: a meta-analysis. Obstet Gynecol. 1995; (85(1):141-9. McCann, M. F. and Potter,
L.S. “Progestin-only oral contraception: A comprehensive review.” Contraception. 1994;50(6) (S1):59-195. Bracken M. B. “Oral contraception and congenital
malformations on offspring: A review and meta-analysis of the prospective studies. Obstet Gynecol 1990;76:552-57 . “OPRR Reports: Protection of Human Subjects.
Code of Federal Regulations 45CFR 46, March 8, 1983. 25 Hughes EC (ed), Committee on Terminology, The American College of Obstetricians and Gynecologists,
Obstetric-Gynecologic Terminology. Philadelphia PA: F.A. Miller AL, Llados CM, Croxatto HB. Postcoital treatment with levonorgestrel does not disrupt
postfertilization events in the rat. Contraception 2003;67:415-419. Davis, Daniel “Teratogenic Risk of Hormonal Products for Contraception: A Review of Literature.”
Division of Reproductive/ Urologic Drug Products, 5600 Fishers Lane, Rockville, MD.

13 World Health Organization. “Emergency Contraception: A guide to the provision of services.” Geneva: WHO, 1998.
Prepared by the Massachusetts Department of Public Health- version 2 To order more contact MDPH Family Planning Program 617-624-6060 5/26/06

1This fact sheet is pursuant to sections of chapter 91 of the Acts of 2005, An Act Providing Timely Access to Emergency Contraception, which will take effect on
December 14, 2005.

2 World Health Organization. “Emergency Contraception: A Guide to the Provision of Services.” Geneva; WHO, 1998. Hatcher Richard A, et al., Contraceptive
Technology, New York; Ardent Media Inc., 1998. Dailard, C. “Increased Awareness Needed to Reach Full Potential of Emergency Contraception.” The Guttmacher
Report on Public Policy, 2001; 4(3). Task Force on Postovulatory Methods of Fertility Regulation, “Randomized Controlled Trial of Levonorgestral Versus the Yuzpe
Regimen of Combined Oral Contraceptives for Emergency,” Lancet, 1998; 352: 428-433. Glasier, A, Baird, D S. “The effects of self-administering Emergency
Contraception.” New England Journal of Medicine, 1998; 339(1): 1-4. Grimes, R, E, & Scott Jones, B. “Emergency Contraception Over-The-Counter: The Medical and
Legal Imperatives.” Obstetrics & Gynecology, 2001; 98(1): 151-155. The Alan Guttmacher Institute. “Emergency Contraception Improving Access.” Issues In Brief,
2003; 3. The Henry J Kaiser Family Foundation, “Fact Sheets: Emergency Contraception,” Menlo Park, CA; Kaiser Family Foundation, November 2000.

3 Refer to the product’s package insert for details.

4 Recent WHO data (Lancet 2002; 360:1803-1810) for levonorgestrel showed that a 1.5mg single dose can substitute two 0.75mg doses 12h apart. This simplifies the
use of levonorgestrel without an increase in side effects. Pregnancy rates were slightly lower for the single dose regimen, but not statistically significant. Similar
findings on single dose efficacy were obtained by Arowojulu et al (Contraception 2002; 66:269-273).

5 The Commissioner of the Food and Drug Administration has concluded that combined oral contraceptives, taken initially within 72 hours of unprotected intercourse
and providing a total of 0.10 or 0.12 mg of ethinyl estradiol and 0.50 or 0.60 mg of levonorgestrel in each of two doses separated by 12 hours, are safe and effective for
use as post-coital emergency contraception (Federal Register 2/25/1997; Vol. 62, No. 37: 8610-8612).

6 Hatcher, Robert A, et al, Managing Contraception 2003-2004. Tiger, GA: Bridging the Gap Foundation, 2003. World Health Organization. “Selected Practice
Recommendations for Contraceptive Use, Second Edition 2004.” 2004. Geneva: WHO.

7i Swahn ML, Westlund P, Johannisson E, Bygdeman M. Effect of post-coital contraceptive methods on the endometrium and the menstrual cycle. Acta Obstet Gynecol
Scand 1996;75:738-744. Ling WY, Robichaud A, Zayid I, Wrixon W, MacLeod SC. Mode of action of dl-norgestrel and ethinylestradiol combination in postcoital
contraception. Fertil Steril 1979;32:297-302. Rowlands S, Kubba AA, Guillebaud J, Bounds W. A possible mechanism of action of danazol and an
ethinylestradiol/norgestrel combination used as postcoital contraceptive agents. Contraception 1986;33:539-545. Croxatto HB, Fuentalba B, Brache V, Salvatierra AM,
Alvarez F, Massai R, Cochon L, Faundes A. Effects of the Yuzpe regimen, given during the follicular phase, on ovarian function. Contraception 2002;65:121-128.
Glasier A. Emergency postcoital contraception. N Engl J Med 1997;337:1058-1064. Ling WY, Wrixon W, Acorn T, Wilson E, Collins J. Mode of action of dI-
norgestrel and ethinylestradiol combination in postcoital contraception. I11. Effect of preovulatory administration following the luteinizing hormone surge on ovarian
steroidogenesis. Fertil Steril 1983;40:631-636. Croxatto HB, Devoto L, Durand M, Ezcurra E, Larrea F, Nagle C, Ortiz ME, Vantman D, Vega M, von Hertzen H.
Mechanism of action of hormonal preparations used for emergency contraception: a review of the literature. Contraception 2001;63:111-121. Croxatto HB, Ortiz ME,
Muller AL. Mechanisms of action of emergency contraception. Steroids 2003;68:1095-1098. Taskin O, Brown RW, Young DC, Poindexter AN, Wiehle RD. High
doses of oral contraceptives do not alter endometrial al and a.R3integrins in the late implantation window. Fertil Steril 1994;61:850-855. Raymond EG, Lovely LP,
Chen-Mok M, Seppéld M, Kurman RJ, Lessey BA. Effect of the Yuzpe regimen of emergency contraception on markers of endometrial receptivity. Hum Reprod
2000;15:2351-5. Kubba AA, White JO, Guillebaud J, Elder MG. The biochemistry of human endometrium after two regimens of postcoital contraception: a dl-
norgestrel/ethinylestradiol combination or danazol. Fertil Steril 1986:45:512-516. Ling WY, Wrixon W, Zayid |, Acorn T, Popat R, Wilson E. Mode of action of dl-
norgestrel and ethinylestradiol combination in postcoital contraception. 1. Effect of postovulatory administration on ovarian function and endometrium. Fertil Steril
1983;39:292-297. Yuzpe AA, Thurlow HJ, Ramzy I, Leyshon JI. Post coital contraception—a pilot study. J Reprod Med 1974; 13:53-58. Piaggo, G. von Hertzen H,
Grimes DA, Van Look PFA. “Timing of emergency contraception with levonorgestrel or the Yuzpe regimen.” Lancet. 1999;353;721.
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9 Recent WHO data (Lancet 2002; 360:1803-1810) for levonorgestrel collected from a large (n=2758) randomized trial conducted in 10 developed and developing
countries showed that it prevented a high proportion of pregnancies if taken with within five days of unprotected intercourse. Rodrigues et al (Am J Obstet Gynecol
2001;184:531-537) reported similar findings for the Yuzpe regimen. Both studies, however, suggest lower efficacy with longer delay between treatment and unprotected
intercourse. World Health Organization. “Selected Practice Recommendations for Contraceptive Use, Second Edition 2004.” 2004. Geneva: WHO.

10 Hatcher Richard A, et al., Contraceptive Technology, New York; Ardent Media Inc., 1998.Alan Guttmacher Institute, “Emergency Contraception: Improving
Access,” Issues In Brief, 2003; 3.American College of Obstetricians and Gynecologists. “Emergency Contraception.” ACOG Practice Bulletin Number 25, Washington
DC; ACOG, 2001.Dailard, C. “Increased Awareness Needed to Reach Full Potential of Emergency Contraception.” The Guttmacher Report on Public Policy, 2001;
4(3). Task Force on Postovulatory Methods of Fertility Regulation, “Randomized Controlled Trial of Levonorgestral Versus the Yuzpe Regimen of Combined Oral
Contraceptives for Emergency,” Lancet, 1998; 352: 428-433. The Contraception Report. “Levonorgestrel Alone for Emergency Contraception.” 1999; 9(6):13-14.
Boonstra, H. “Emergency Contraception: The Need to Increase Public Awareness.” The Guttmacher Report on Public Policy, 2002; 5(4). World Health Organization.
“Emergency Contraception: A Guide to the Provision of Services.” 1998. Geneva: WHO. www.who.int/reproductive-

health/publications/FPP_98 19/FPP_98 19 abstract.en.html

11 Plan B package insert

12 Raman-Wilms L. et al “Fetal genital effects of first-trimester sex hormone exposure: a meta-analysis. Obstet Gynecol. 1995; (85(1):141-9. McCann, M. F. and Potter,
L.S. “Progestin-only oral contraception: A comprehensive review.” Contraception. 1994;50(6) (S1):S9-195. Bracken M. B. “Oral contraception and congenital
malformations on offspring: A review and meta-analysis of the prospective studies. Obstet Gynecol 1990;76:552-57 . “OPRR Reports: Protection of Human Subjects.
Code of Federal Regulations 45CFR 46, March 8, 1983. 25 Hughes EC (ed), Committee on Terminology, The American College of Obstetricians and Gynecologists,
Obstetric-Gynecologic Terminology. Philadelphia PA: F.A. Miller AL, Llados CM, Croxatto HB. Postcoital treatment with levonorgestrel does not disrupt
postfertilization events in the rat. Contraception 2003;67:415-419. Davis, Daniel “Teratogenic Risk of Hormonal Products for Contraception: A Review of Literature.”
Division of Reproductive/ Urologic Drug Products, 5600 Fishers Lane, Rockville, MD.

13 World Health Organization. “Emergency Contraception: A guide to the provision of services.” Geneva: WHO, 1998.
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Key Facts for Survivors

Emergency Contraception (EC) can help prevent

pregnancy after sexual assault or rape.

= Taking EC after a sexual assault can lower your
chances of getting pregnant from the assault.

= Take EC as soon as you can for it to work best.

= EC is most effective when taken within the first 12
hours after sexual assault.

= Most providers will give you EC up to 3 days (72
hours) after a sexual assault. Others will give it to
you up to 5 days (120 hours) after.

What are Emergency Contraceptive pills?

EC pills contain the same medication as regular
birth control pills. There are two types of EC pills
which help to prevent pregnancy after a sexual
assault:

= Plan B™ progestin-only pills
= High doses of regular birth control pills

Not all women may be able to take EC for medical
reasons. Talk to the doctor to see if EC is right for
you.

Medical research shows that EC is safe and
effective.

= EC pills have been used safely by millions of
women for emergency birth control.

= Plan B™ progestin-only pills reduce the risk of
pregnancy by 89%.*

= Other birth control pills taken for EC reduce the
risk of pregnancy by 75%.*

* EC is not meant to be used as a regular birth
control method. Other methods are more effective
for regular, long-term pregnancy prevention.

How do EC pills work?
EC pills work in different ways. They may:

Keep the egg from leaving the ovary

Keep the sperm from meeting the egg
Keep the fertilized egg from attaching to the uterus

Medical research shows EC prevents pregnancy:

If you find out later that you were pregnant when you
took EC, it will not harm your body or your
pregnancy.

EC will not affect your ability to become pregnant in
the future.

What will happen after | take EC?

You may experience changes in the timing or flow of
your next menstrual period. If your period is more
than 1 week late, you may be pregnant.

You may experience non-serious side effects, such
as nausea, abdominal pain, and dizziness, similar to
the side effects of regular birth control pills.

If you vomit within 2 hours of taking a dose, call
the medical provider to see if the dose should be
repeated.

The doctor can answer any questions you may have
about EC.

Where can | get EC after a sexual assault?

Hospitals with emergency departments.
Medical providers and family planning programs.

Some pharmacies in Massachusetts dispense EC.
Call ahead and ask if your pharmacist can dispense
EC.

Don’t Wait: The sooner you take EC, the better

it works to prevent pregnancy after sexual assault.

If EC was not provided to you at the hospital and you need more help to get EC, you can:

= Call a Rape Crisis Center to speak with an advocate for help getting EC after a sexual assault: 1-800-841-8371 (English) or 1-
800-223-5001 (Espafiol) or visit www.mass.gov/dph/fch/sapss/sites.htm, or

= Call 1-888-Not-2-Late (1-888-668-2528) or visit www.not-2-late.com for help anytime you need EC.

To find low-cost family planning services such as EC, birth control and STD counseling and testing:
= Call 617-624-6060 or 1-877-414-4447, or visit http://www.mass.gov/dph/fch/famplan.htm
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Attachment 6

Contracepcion de Emergencia despues de una Agresion Sexual
Datos Claves para Sobrievivientes

La Contracepcién de Emergencia (EC) puede
ayudar a prevenir el embarazo después de una
agresion sexual o violacion.

Tomar EC después de una agresion sexual puede
reducir sus probabilidades de quedar embarazada a
causa de la misma.

Tome la EC lo més pronto que pueda para que actle
mejor.

La EC es mas eficaz cuando se toma dentro de las
primeras 12 horas después de la agresion sexual.

La mayoria de los proveedores le dar4 EC hasta 3
dias (72 horas) después de la agresion sexual.
Otros se la daran hasta 5 dias (120 horas) después.

¢, Qué son las pildoras contraceptivas de
emergencia?

Las pildoras EC contienen la misma medicacion
que las pildoras contraceptivas regulares. Hay dos
tipos de pildoras EC que ayudan a prevenir el
embarazo después de una agresion sexual:

Plan B™ — contienen sélo progestina
Dosis altas de pildoras contraceptivas regulares

No todas las mujeres pueden tomar EC por razones
médicas. Hable con su médico para ver si la EC es
lo indicado para usted.

Lainvestigacién médica muestra que la EC es
seguray eficaz.
Las pildoras EC han sido usadas en forma segura

por millones de mujeres como método de
prevencion del embarazo de emergencia.

Las pildoras Plan B™ con s6lo progestina reducen
el riesgo de embarazo un 89%.*

Otras pildoras contraceptivas tomadas como EC
reducen el riesgo de embarazo un 75%.*

* El propésito de la EC no es que se use como método anticonceptivo regular. Otros

métodos son més eficaces para la prevencion regular y a largo plazo del embarazo.

¢,Como actlan las pildoras EC?
Las pildoras EC acttan de diferentes maneras.
Pueden impedir que:

= el 6vulo salga del ovario
= el esperma se encuentre con el 6vulo
el 6vulo fertilizado se implante en el Gtero

La investigacion médica muestra que la EC
previene el embarazo:

= Si usted descubre mas adelante que estaba
embarazada cuando tomé EC, eso no le hara
dafio a su cuerpo ni a su embarazo.

» La EC no afectara su capacidad de quedar
embarazada en el futuro.

¢, Qué pasara después de que tome EC?

= Tal vez note cambios en las fechas o el flujo de su
préximo periodo menstrual. Si su periodo tiene
més de 1 semana de atraso, tal vez esté
embarazada.

» Puede experimentar efectos secundarios no
serios, como nausea, dolor abdominal y mareo,
similares a los efectos secundarios de las pildoras
contraceptivas regulares.

» Sivomita durante las primeras 2 horas
después de haber tomado una dosis, llame a
su proveedor médico para ver si debe repetir
la dosis.

= El médico puede contestar cualquier pregunta que
usted tenga sobre la EC.

¢Donde puedo conseguir EC después de una
agresion sexual?

= Los hospitales con salas de emergencia.

» Proveedores médicos y programas de
planificacion familiar.

= En Massachusetts, algunas farmacias dispensan
EC. Llame antes y pregunte si su farmacéutico
puede dispensar EC.

No espere: cuanto mas pronto se toma la EC, mejor actla

para prevenir el embarazo después de una aaresion sexual.

Si no le dieron EC en el hospital y necesita mas ayuda para conseguirla, usted puede:

® |lamar al Rape Crisis Hotline (linea de asistencia a victimas de violacién) para hablar con alguien y pedir ayuda para conseguir
EC después de una agresion sexual: 1-800-223-5001 (espafiol) 6 1-800-841-8371 (inglés) o visitar
www.mass.gov/dph/fch/sapss/sites.htm, o

= |lamar al 1-888-Not-2-Late (1-888-668-2528) 0 visitar www.not-2-late.com para pedir ayuda siempre que necesite EC.

® Para encontrar servicios de planificacion familiar econémicos, incluyendo EC, control de la natalidad, y asesoramiento y pruebas de
ETS (enfermedades de transmision sexual): llame al 1-877-414-4447 (espafiol) o al 617-624-6060 o visite
http://www.mass.gov/dph/fch/famplan.htm
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Attachment 7

Anticoncepcional de Emergéncia apds Agressao Sexual

Fatos Basicos para Sobreviventes

O anticoncepcional de emergéncia (AE, ou EC -
Emergency Contraception) pode ajudar a evitar a
gravidez ap6s agressao sexual ou estupro.

» Tomar EC apds uma agressao sexual pode diminuir a
possibilidade de engravidar em decorréncia da agresséo.

= Tome o0 EC assim que puder para obter o melhor efeito.

= A maior eficacia do EC ocorre quando é tomado dentro
das primeiras 12 horas apés a agresséo sexual.

= A maioria dos profissionais da salde lhe dardo o EC até
3 dias (72 horas) ap0s a agressédo sexual ter ocorrido.
Outros lhe dardo até 5 dias (120) apés a ocorréncia.

O que séo as pilulas anticoncepcionais de
emergéncia?
As pilulas EC contém o mesmo farmaco das pilulas de
controle da natalidade normais. Existem dois tipos de
pilulas EC que podem ajudar a evitar a gravidez apés
uma agressao sexual:

= Pilulas Plan B™, que contém apenas progestina
= Altas doses de pilulas de controle da natalidade.

Nem todas as mulheres podem tomar EC por problemas de
salide. Fale com o0 médico para ver se o EC é adequado
para o seu caso.

Pesquisas médicas mostram que o EC é seguro e
eficaz.

= As pilulas EC ja foram usadas com seguranca por
milhdes de mulheres para o controle de emergéncia da
natalidade.

= As pilulas Plan B™, que contém apenas progestina,
reduzem o risco de gravidez em 89%.*

= Qutras pilulas de controle da natalidade tomadas como
EC reduzem o risco de gravidez em 75%.*

* O EC nao deve ser usado como método normal de
controle da natalidade. Existem outros métodos mais
eficazes para a prevencgdo normal da gravidez a longo
prazo.

Como funcionam as pilulas EC?
As pilulas EC funcionam de modos diferentes. Elas
podem:

» Impedir o évulo de sair do ovario

*= Impedir que o espermatozoide se encontre com o

6vulo
» Impedir que o 6vulo fertilizado se fixe no Utero

Pesquisas médicas mostram que o EC evita a gravidez:

=  Se vocé descobrir mais tarde que estava gravida
guando tomou o EC, ele ndo prejudicara o seu organismo
ou a sua gravidez.

* O EC nao afetara a sua capacidade de engravidar no
futuro.

O que acontecera depois que eu tomar o EC?

®  Vocé podera notar mudancas na data de inicio ou no
fluxo do seu préximo periodo menstrual. Se a sua
menstruacao estiver mais do que uma semana
atrasada, pode ser que vocé esteja gravida.

®  Vocé pode sentir efeitos colaterais que n&o séo sérios,
tais como nausea, dor abdominal e tontura, sintomas
semelhantes aos efeitos colaterais das pilulas de controle
da natalidade normais.

®  Sevocé vomitar dentro de até 2 horas ap6s tomar
uma dose, telefone para o médico para saber se deve
repetir a dose.

® O médico pode responder todas as perguntas e
davidas que possa ter sobre o EC.

Onde posso obter o EC apds uma agresséao sexual?
» Hospitais com departamentos de emergéncia.
= Médicos e programas de planejamento familiar.

=  Algumas farmacias em Massachusetts distribuem EC.
Telefone antes e pergunte se o seu farmacéutico pode
distribuir EC.

N&o espere: Quanto antes tomar o EC, maior a

possibilidade de evitar uma gravidez ap0s a agressao sexual.

Se 0 EC nao lhe for dado no hospital e vocé precisar de mais ajuda para obter o EC, vocé pode:

= Telefonar para a Rape Crisis Hotline (linha de atendimento a vitimas de estupro) e falar com alguém que a ajudara a obter o
EC apds uma agressao sexual: 1-800-841-8371 (inglés) ou 1-800-223-5001 (espanhol) ou visite

www.mass.gov/dph/fch/sapss/sites.htm, ou

= Telefonar para 1-888-668-2528 ou visitar www.not-2-late.com (inglés e espanhol) para obter ajuda a qualquer hora em que

precisar de EC.

Para encontrar servicos de planejamento familiar de baixo custo que tratam de EC, controle de natalidade, testes e aconselhamento

sobre DST:

= Telefonar para 617-624-6060 ou 1-877-414-4447 (portugués) ou visite http://www.mass.gov/dph/fch/famplan.htm
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%ETROWEST MEDICAL CENTER ‘ ‘

Framingham Union Hospital « Leonard Morse Hospital

PHYSICIAN ORDERS - Medication and Treatment

MEDICAL NUTRITION THERAPY ORDERS

* M .

P O

O R

D E R *

Orders valid only if checked (¥) Page 1 of 2

A Physicians Signature is Mandatory Prior to Implementation of this Order

ALLERGIES: (If None, so indicate) U None

Date:

Time:

| Pt. Weight:

; Height:

Therapeutic
Diet

Therapeutic Diet Recommendations:

Q

Change diet from

to

Fortify Diets

Add the following nutrition supplement:

< Oral Liquid Nutritional Supplement per Registered Dietician (RD)/ patient preference

O Ensure ___ times per day O Ensure Clinical Strength ____ times per day
O Glucerna Shake ____times per day O Ensure Plus ___ times per day
0 Mighty Shakes __ times per day O Mighty Shakes No Sugar Added ___ times
U Ensure Pudding __ times per day per day
O Juven with breakfast and lunch Q Enlive___times per day
O Nepro___times per day O Promod Liquid Protein ____ times per day
Q Other
Medications: O Multivitamin with minerals one tablet by mouth daily
I\\//li_tamins and U Renal Vitamin one tablet by mouth daily
inerals — For
Pharmacy Q Vitamin C__mg by mouth ___times per day
O Zinc Sulfate 220mg by mouth daily _ days
O Multivitamin one tablet by mouth daily
Enteral Add/Modify the following enteral tube feeding:
Nutrition
a Jevity 1.2 Cal a Jevity 1.5 Cal a Promote
O Nepro a Osmolite 1.2 Cal Q Glucerna 1.2 Cal
O Promote wifiber a Osmolite 1.5 Cal Other
Q Vital AF 1.2 Cal
Additive:
O Promod: 30 ml ___ times per day
O Juven ___ times per day
Physician /NP/PA Signature Printed name: Beeper #

SOC Approval: # 212

Developed: 3/11

PS PO # 616
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P O O

@METROWEST MEDICAL CENTER

Framingham Union Hospital - Leonard Morse Hospital

*

M . R D E R *

PHYSICIAN ORDERS - Medication and Treatment

MEDICAL NUTRITION THERAPY ORDERS

Orders valid only if checked (v) Page 1 of 2

ALLERGIES: (If None, so indicate) U None

Date: Time: | Pt. Weight: . Height:
Administer O Continuous infusion of ___ ml/hr from
O Starttube feedingat _ ml/hourvia —pmto___am
O Advanceby _ mihrevery _ hours O Add water flushesof  _mlevery
to goal of ___ml/hour hours
O Boluswith ___ ml (feeding/formula) Water flushes per MD
every __ hours U Head of bed 30° to 45° at all times
Labs Labs and Other Metabolic Tests: OQ Pre-albumin (PREALB)
Labs to be drawn 4 Phosphorus (PHOS)
O Liver Function Panel (LF) 4 Vitamin D, 250H (VITD)
d Magnesium (MG) Q Triglycerides (TRIG)
O lonized Calcium (CAION) O Serum B12 (B12)
a Vitamin C (VITC) O Folate (FOL)
Q Ferritin (FER) 4 Iron (IRON)
O Nitrogen Balance (24 hr urine for urea nit, d Serum Zinc (ZINC)
collect from midnight to midnight) (TUUN)
Physician /NP/PA Signature Printed name: Beeper #

NO ORDERS WRITTEN IN THIS AREA WILL BE ACCEPTED
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@MHROWEST MEDICAL CENTER

Framingham Union Hospital * Leonard Morse Hospital

Advance Directives and Health Care Proxy

Policy Statement

In accordance with Section 4206 of the Omnibus Budget Reconciliation Act of 1990, and the
General Laws of Massachusetts, Chapter 201D, “Health Care Proxies”, it is the Hospital's
responsibility to involve the patient in making decisions about his or her care and treatment.

Purpose

To ensure compliance with the Social Security Act, Section 1866 as amended by OBRA 1990 (PL
101-508), the Patient Self-Determination Act, Health Care Financing Administration (HCFA) Final
Rule, applicable standards of Joint Commission and the requirements of the Commonwealith of
Massachusetts, the wishes of a patient regarding the type of care desired in the event he or she
becomes terminally ill or incapacitated and unable to communicate those desires to the hospital
staff will be the responsibility of the proxy and must accord with the scope of the hospitals
mission. This policy also aims to protect the patient’s right to self-determination by identifying
patients who already have a valid advance directive, assisting patients with decision-making
capacity in executing an advance directive, and in defining for caregivers the appropriate clinical
response to the advance directive that has statutory support in Massachusetts, namely, the
Health Care Proxy.

Definitions

Attending physician - the physician, selected by or assigned to a patient, who has primary
responsibility for the treatment and care of the patient in the hospital..

Adult - Person 18 years or older or an Emancipated Minor

Capacity to make health care decisions — An adult, at least 18 years of age or clder, who has
the ability to understand and appreciate the nature and consequences of health care decisions,

including the benefits and risks of and alternatives to any proposed health care, and to reach an
informed decision.

Health care - any treatment, service or procedure to diagnose or treat the physical or mental
condition of a patient.

Health care agent — The individual authorized by the principal to make health care decisions
(subject to any limitation stated in the proxy and to prevailing medical standards).

Health care decision made by an agent under a health care proxy - a decision which is made
in accordance with the requirements of this policy, is consistent with any limitations in the health
care proxy, and is consistent with responsible medical practice.

Health care proxy — In the Commonwealth of Massachusetts, the document legislatively
recognized as the means for a patient to communicate their own health care preferences.

Principal — The adult who executes a Massachusetts Health Care Proxy under M.G.L. Chapter
201D. The patient does not have to be a resident of Massachusetts in order to do so.

2.01 Advance Directives and Health Care Proxy 12-11 Page 1 0of 7
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IV. Procedure

A, Capacity Determination

1.

An adult who is deemed to lack the capacity to make health care decisions if he/she lacks
the capacity to understand and appreciate the nature and consequences of health care
decisions, including the benefits and risks of and alternative to any proposed course of
health care treatment and to reach an informed decision.

If a patient who was deemed to lack the capacity to make or communicate health care
decisions has executed a Health Care Proxy, the following procedures should be followed:

a. The patient's Attending Physician has the responsibility to make a determination as
to the patient’s capacity to make or communicate health care decisions in
accordance with accepted standards of medical judgment.

b. The Physician’s determination must be documented in the patient's medical record
and must contain the Physician’s opinion regarding the cause and nature of the
patient's incapacity as well as its extent and probable duration.

¢. [fthe Physician determines that the patient lacks capacity to make health care
decisions because of mental illness or a developmental disability, the Physician must
consult with a health care professional who has specialized training in diagnosing or
treating similar illnesses or disabilities if the Physician has not had such specialized
training.

d. When a medical determination has been made that a patient lacks capacity, the
Physician or his/her designee must promptly give oral and written notice of that
determination to the patient where there is any indication of the patient's ability to
understand such notice; to the Agent; and if the patient was transferred from a mental
health facility, to the Facility Director.

B. Decision-Making by the Health Care Agent

1.

Under General Massachusetts Laws, a Health Care Proxy is presumed to be valid and
properly executed unless a court determines otherwise.

If a patient’s Health Care Proxy appears to be valid, the patient's Agent may make all
decisions concerning the patient’s care that fall within the scope of the Agent's informed
consent prior to performing any therapeutic or diagnostic procedure. The Agent should be
given access to any and all information, including confidential medical information,
necessary to make an informed decision.

Hospital staff must comply with the Agent's decision to the same extent, as if the decisions
were made by the patient, subject only to any limitations set forth in the proxy or in specific
court order. If, however, a patient objects to the decision of an Agent, the patient’s decision
prevails unless a court orders otherwise.

If the Attending Physician determines that the patient has regained capacity to make
medical decisions, the authority of the Agent shall inmediately terminate. The Agent's
authority shall recommence if the patient subsequently loses capacity. All capacity
determinations shall be made in accordance within the procedure outlined above (see
"Capacity Determination”). During any period in which the patient is capable of making
health care decisions, the patient's consent to treatment must be obtained.
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5. If there are any questions concerning Health Care Proxy, hospital staff and/or physicians
should contact the Hospital Administrator on- call.

6. In order for a Health Care Proxy to be valid under Massachusetts Law, it must:
a. ldentify the Principal (patient) and Agent;

b. Indicate that the Principal intends the Agent to have authority to make health care
decisions on the Principal's behalf;

c. Describe any limitations on the authority that the Principal wishes to impose, if any;

d. Indicate that the Agent’s authority shall become effective if it is determined that the
Principal lacks capacity;

e. Be witnessed by two adults who are present when the Principal signs or directs the
signing of the proxy. These witnesses' signatures affirm that the Principal appeared
to be at least 18 years of age, of sound mind and under no constraint or undue
influence. Of riote, it is preferable that hospital medical and nursing staffs not serve
as witnesses for the execution of a Health Care Proxy by a patient, but in certain
circumstances, may want to facilitate the patient's wishes by providing staff to serve
as witness. The Department of Continuing Care and Social Work may be called upon
for assistance.

C. Objection to Agent's Decisions on Morat or Religious Grounds

If a Physician or other staff member involved in the patient's care objects to a heaith care
decision of an Agent on moral or religious grounds, the Attending Physician shall attempt
to make alternative arrangements for the patient's care so that his/her wishes may be
honored. In such circumstances, physicians and other staff are encouraged to consult the
Ethics Committee. An individual's refusal to carry out an Agent's decision for moral or
religious reasons shall not be grounds for disciplinary action against the individual or
affect the individual’'s employment with or privileges at the Medical Center in any manner.

D. Revocation of Health Care Proxy

A patient may revoke a Health Care Proxy by notifying the Agent or hospital staff orally,
in writing, or by any other act evidencing the patient's intent to revoke the proxy. A Health
Care Proxy will also be automatically revoked following the divorce or legal separation of
the patient and his’her spouse, where the spouse is the Agent. A Physician who is
informed of a revocation of a proxy must immediately document the revocation in the
patient's medical record and provide oral and written naotification of the revocation to the
Agent and any health care providers known by the physician to be involved in the
patient's care. Any member of the Medical Center's nursing staff who is informed of a
revocation must immediately notify the patient’s Attending Physician.

E. Documentation

Any staff member who receives a copy of a Massachusetts Health Care Proxy from a
patient shall arrange for it to be placed in the patient's current medical record. In addition,
all actions taken by physicians or other staff members pursuant to this policy shall be
documented in the patient's medical record. For example, if a patient elects to donate
organs at the end of life, the hospital has a procedure to honor that directive (refer to
Administrative Policy 4.13: Organ & Tissue Donation). In the absence of the actual
Advance Directive, and in accord with applicable state law, the patient’s wishes
may be documented in the patient’s medical record.

F. Patient Transfer
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When a patient is transferred directly from MetroWest Medical Center to another facility,
institution, or health care setting, information relative to the patient's Health Care Proxy
status should be included with the referral. If a health care Agent has been authorized to
act for the person, a copy of the Health Care Proxy, as well as the Attending Physician’'s
determination of incapacity to make or communicate health care decisions at or before
the time of transfer, should be sent to the appropriate health care provider at the
receiving facility.

G. Comfort Care

Nothing contained in this Policy should be construed to preclude the patient's attending
physician from administering any procedure deemed necessary by the physician to
provide comfort care or pain alleviation, including treatment with sedatives and pain
killing drugs, non-artificial oral feeding, suction and hygienic care.

H. Nondiscrimination

No physician or other staff member shall condition the provision of care or otherwise
discriminate against a patient because the patient has executed or has failed to execute
an Advance Directive.

I.  Disqualification of Agent

If there is reason to believe that a patient's health care agent is acting in bad faith, or the
agent is not reasonably available, willing, and competent to fulfill his or her obligation, or
the agent’s decision appears to be inconsistent with the patient's express wishes, the
Social Worker, Patient Advocate, Department Manager, Director of Quality and Patient
Safety Department and/or Risk Manager should be contacted.

J. Prohibition of Hospital Personnel Serving as Agent

No administrator or employee of the Hospital shall serve as the agent for any individual
who is a patient of the Hospital, unless such individual is related to the patient by blood,
marriage, or adoption.

K. Education

The Hospital shall, to the extent required by law, provide education for staff and the
community on issues relating to Advance Directives.

L. Change/Review of Proxy

At any time during the patient's hospitalization, the patient and/or Health Care Proxy (if
appropriate) may review and modify the Health Care Proxy, as they so desire. If changes
are made in the Health Care Proxy during the patient's episode of care, the new Proxy
will become a part of the medical record and will supersede the “old Proxy” which will be
destroyed.

M. Distribution of Health Care Proxy Information

1. ltis the initial responsibility of the Admitting/Registration Department to query of, attain
from and distribute to patients, Health Care Proxy information. The information sheet,
“Decisions Concerning Your Medical Care”, is included in the admission packet and is
available in three languages (English, Spanish and Portuguese) to assist with hospital
patient population’s understanding of this concept (Attachment #1)

2. Inpatient Admissions
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Nursing has primary responsibility for further querying the patient on their health care
proxy status. Nursing will complete the Clinical Documentation Initial Patient Assessment.
If a patient wishes to designate a health care proxy, the formal Massachusetts Health
Care Proxy paperwork may be obtained from the Admitting Department (see Attachment
#2) and is available in English, Spanish and Portuguese.

3. Surgical Day Care Services

Depending on the service, campus and point of entry, Pre-Admission Testing,
Registration/Outpatient Registration/Admitting has primary responsibility for querying the
surgical day patient on their health care proxy status. Should a patient wish to designate
a health care proxy, the formal Massachusetts Health Care Proxy paperwork may be
obtained from the Admitting Department (see Attachment #2) and is available in English,
Spanish and Portuguese.

4. Outpatient Admissions

Health Care Proxy information is available for our Outpatients at all points of Registration.
If an Outpatient (i.e. Laboratory, Imaging Services, Emergency Dept., etc.) desires to
complete a Health Care Proxy, the Massachusetts Health Care Proxy paperwork may be
obtained in the Admitting and Outpatient Registration Departments of MWMC. f the
patient has questions regarding the health care proxy that the Registrar cannot address,
the Department of Continuing Care, Patient Advocate, Admitting/Registration Manager or
Risk Manager may be contacted for further assistance.

N. Location and Completion of Health Care Proxy Form

1. If the patient indicates “YES”, he/she does have a Health Care Proxy; the goal is to obtain
a copy of the Health Care Proxy from the patient. Oftentimes, to obtain a copy, it is
important to ascertain the whereabouts of the Health Care Proxy.

a. If the patient indicates that their Health Care Proxy is in their old medical record, the
nursing completing Clinical Documentation Initial Patient Assessment will direct the
unit secretary to call for the old medical record in order to place the Heaith Care
Proxy in the patient’s current medical record.

b. If the patient indicates that their Health Care Proxy is at home, the staff person will
request the patient to ask a family member to bring it to the hospital.

c. |fthe patient has a copy of their Health Care Proxy with them, the staff person will
place the copy in the patient's current medical record. No follow-up is needed if copy
of Health Care Proxy is provided initially.

d. [f the inpatient indicates a wish to complete a new Health Care Proxy, the staff
person completing the Clinical Documentation Initial Patient Assessment should
leave a message with the Continuum of Care Department at ext. 1370, providing the
patient’'s name, room number, and reason for follow-up.

e. Whether the patient does or does not have their Health Care Proxy with them, it is
the staff person’s responsibility to obtain and record their contact information (i.e.
name and telephone number).

2. If the patient indicates *NQ”, they do not have a Health Care Proxy, the goal is to
document the following:

a. The Admitting staff gives the inpatient the Health Care Proxy information in the
Admitting packet. If patient declines the information, there is no need to go further.
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b. The Admitting staff will provide the Health Care Proxy form to all outpatients who
wish to complete a Health Care Proxy.

c. Ifthe individual is an inpatient, and has indicated a desire to have help in completing
the form, or needs additional information, the nursing staff calls the Continuum of
Care Department at ext. 1370, leaving the patient's name, room number and reason
for follow-up.

O. If the individual is unresponsive, the nursing staff leaves a message for the social worker to
follow up, by calling the Continuum of Care Department at ext. 1370, leaving the patient's
name, room number and reason for follow-up.

P. Follow-up process of placing the Health Care Proxy form in patient medical records

1. If the patient/family has provided an existing Heaith Care Proxy, a copy is placed in the
record with documentation of date/time and signature of person performing this action. A
copy is faxed to the Admitting Department, for MediTech update.

2. The PAT/SDC staff (for outpatients) or the social worker (for inpatients) documents the
completion of a new Health Care Proxy, and a copy is placed in the patient’s medical
record, along with date/time and signature. A copy is faxed to the Admitting Department
for MediTech update.

Q. Update of Patient Medical Record/Meditech

1. The Admitting Department enters the Health Care Proxy information into the Meditech
system after receiving a faxed copy of the Health Care Proxy, and documents its
completion. FAX # 1166, Framingham & FAX# 7101 Natick.

2. Any pertinent comments may be recorded.

V. References
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Contact: Manager, Patient Relations
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Revised: 211997, 8/2003, 5/2005, 1212006 12/2008, 11/18/08, 11/11
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Manager, Patient Relations

Chairperson of Policy Committee
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MASSACHUSETTS HEALTH CARE PROXY
Information, Instructions, and Form

What does the Health Care Proxy Law allow?

The Health Care Proxy is a simple legal document that allows you to name someone you know and trust to make health care
decisions for you if, for any reason and at any time, you become unable to make or communicate those decisions. It is an
important document, however, because it concerns not only the choices you make about your health care, but also the
relationships you have with your physician, family, and others who may be involved with your care. Read this and follow
the instructions to ensure that your wishes are honored.

Under the Health Care Proxy Law (Massachusetts General Laws, Chapter 201D), any competent adult 18 years of age or
over may use this form to appoint a Health Care Agent. You (known as the "Principal”) can appoint any adult EXCEPT the
administrator, operator, or employee of a health care facility such as a hospital or nursing home where you are a patient or
resident UNLESS that person is also related to you by blood, marriage, or adoption.

What can my Agent do?

Your Agent will make decisions about your health care only when you are, for some reason, unable to do that yourself. This
means that your Agent can act for you if you are temporarily unconscious, in a coma, or have some other condition in which
you cannot make or communicate health care decisions. Your Agent cannot act for you until your doctor determines, in
writing, that you lack the ability to make health care decisions. Your doctor will tell you of this if there is any sign that you
would understand it.

Acting with your authority, your Agent can make any health care decision that you could, if you were able. If you give your
Agent full authority to act for you, he or she can conscnt to or refuse any medical treatment, including treatment that could
keep you alive.

Your Agent will make decisions for you only after talking with your doctor or health care provider, and after fully
considering all the options regarding diagnosis, prognosis, and treatment of your illness or condition. Your Agent has the
legal right to get any information, including confidential medical information, necessary to make informed decisions for

you.

Your Agent will make health care decisions for you according to your wishes or according to his/her assessment of your
wishes, including your religious or moral beliefs. You may wish to talk first with your doctor, religious advisor, or other
people before giving instructions to your Agent. It is very important that you talk with your Agent so that he or she knows
what is important to you. If your Agent does not know what your wishes would be in a particular situation, your Agent will
decide based on what he or she thinks would be in your best interests. After your doctor has determined that you lack the
ability to make health care decisions, if you still object to any decision made by your Agent, your own decisions will be
honored unless a Court determines that you lack capacity to make health care decisions.

Your Agent's decisions will have the same authority as yours would, if you were able, and will be honored over those of any
other person, except for any limitation you yourself made, or except for a Court Order specifically overriding the Proxy.
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How do | fill out the form?

L.

At the top of the form, print your full name and address. Print the name, address, and phone number of the
person you choose as your Health Care Agent. (Optional: If you think your Agent might not be available at any
future time, you may name a second person as an Alternate Agent. Your Alternate Agent will be called if your

Agent is unwilling or unable to serve.)

Setting limits on your Agent's authority might make it difficult for your Agent to act for you in an unexpected
situation. If you want your Agent to have full authority to act for you, leave the limitations space blank.
However, if you want to limit the kinds of decisions you would want your Agent or Alternate Agent to make
for you, include them in the blank.

BEFORE you sign, be sure you have two adults present who can witness you signing the document. The only
people who cannot serve as witnesses are your Agent and Alternate Agent. Then sign the document yourself.
(Or, if you are physically unable, have someone other than either witness sign your name at your direction. The
person who signs your name for you should put his/her own name and address in the spaces provided.)

Have your witnesses fill in the date, sign their names and print their names and addresses.

OPTIONAL: On the back of the form are statements to be signed by your Agent and any Alternate Agent.
This is not required by law, but is recommended to ensure that you have talked with the person or persons who
may have to make important decisions about your care and that each of them realizes the importance of the

task they may have to do.

Who should have the original and copies?

After you have filled in the form, remove this information page and make at least four photocopies of the form.
Keep the original yourself where it can be found easily (not in your safe deposit box). Give copies to your doctor
and/or health plan to put into your medical record. Give copies to your Agent and any Alternate Agent. You can
give additional copies to family members, your clergy and/or lawyer, and other people who may be involved in your
health care decision-making.

How can [ revoke or cancel the document?

Your Health Care Proxy is revoked when any of the following four things happens:

1.

2.

You sign another Health Care Proxy later on.
You legally separate from or divorce your spouse who is named in the Proxy as your Agent.

You notify your Agent, your doctor, or other health care provider, orally or in writing, that you want to revoke
your Health Care Proxy.

You do anything else that clearly shows you want to revoke the Proxy, for example, tearing up or destroying
the Proxy, crossing it out, telling other people, etc.
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MASSACHUSETTS HEALTH CARE PROXY R —

P S R
1. 1, , residing at
(Principal - PRINT your name)
(Street) (City or town) (State)
Appoint as my Health Care Agent:
(Name of person you choose as Agent)
of
(Street) (City/town) (State) (Phone)
OPTIONAL: If my Agent is unwilling to serve, then [ appoint as my Alternate Agent:
of
(Name of person you choose as Alternate Agent)
(Street) (City/town) o (State)  (Phone)

2. My Agent shall have the authority to make all health care decisions for me, including decisions about life-sustaining
treatment, subject to any limitations I state below, if [ am unable to make health care decisions myself. My Agent's
authority becomes effective if my attending physician determines in writing that I lack the capacity to make or to
communicate health care decisions. My Agent is then to have the same authority to make health care decisions as I
would if I had the capacity to make them EXCEPT (here list the limitations, if any, you wish to place on your Agent's

authority):

I direct my Agent to make health care decisions based on my Agent's assessment of my personal wishes. If my personal
wishes are unknown, my Agent is to make health care decisions based on my Agent's assessment of my best interests.
Photocopies of this Health Care Proxy shall have the same force and effect as the original and may be given to other health
care providers.

3. Signed:

Complete only if Principal is physically unable to sign: I have signed the Principal's name above at his/her direction in
the presence of the Principal and two witnesses.

(N_ame) _@eel)

iﬁ/town)j ) (_State)
4. WITNESS STATEMENT: We, the undersigned, each witnessed the signing of this Health Care Proxy by the Principal
or at the direction of the Principal and state that the Principal appears to be at least 18 years of age, of sound mind and under
no constraint or undue influence. Neither of us is named as the Health Care Agent or Alternate Agent in this document.

In our presence, on this day of .20

Witness #1 o o _ Witness#2__ o -
(Signature)

Name (print) ~__~ Name (print)

Address Address_ S ———
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5. Statements of Health Care Agent and Alternate Agent (OPTIONAL)

Health Care Agent: I have been named by the Principal as the Principal's Health Care Agent by this Health Care
Proxy. I have read this document carefully, and have personally discussed with the Principal his/her health care wishes
at a time of possible incapacity. I know the Principal and accept this appointment freely. I am not an operator,
administrator or employee of a hospital, clinic, nursing home, rest home, Soldiers Home or other health facility where
the Principal is presently a patient or resident or has applied for admission. Or if I am a person so described, [ am also
related to the Principal by blood, marriage, or adoption. If called upon and to the best of my ability, I will try to carry
out the Principal's wishes.

(Signature of Health Care Agent)

Alternate Agent: I have been named by the Principal as the Principal's Alternate Agent by this Health Care Proxy. I
have read this document carefully, and have personally discussed with the Principal his/her health care wishes at a time
of possible incapacity. I know the Principal and accept this appointment freely. I am not an operator, administrator or
employee of a hospital, clinic, nursing home, rest home, Soldiers Home or other health facility where the Principal is
presently a patient or resident or has applied for admission. Or if I am a person so described, I am also related to the
Principal by blood, marriage, or adoption. If called upon and to the best of my ability, I will try to carry out the
Principal's wishes.

(Signature of Alternate Agent)

Model Health Care Proxy form developed by a Task Force of the following organizations:

Boston University Schools of Medicine and Public Health: Law, Medicine, and Ethics Program
Deaconess ElderCare Program

Hospice Federation of Massachusetts

Massachusetts Bar Association

Massachusetts Department of Public Health

Massachusetts Executive Office of Elder Affairs

Massachusetts Federation of Nursing Homes

Massachusetts Health Decisions

Massachusetts Hospital Association

Massachusetts Medical Society

Massachusetts Nurses Association

Medical Center of Central Massachusetts

Suffolk University Law School: Elder Law Clinic

University of Massachusetts at Boston: The Gerontology institute
Visiting Nurse Associations of Massachusetts

Providers: For prices and information on quantity orders or for non-English language licensing,
please contact Massachusetts Health Decisions, PO Box 417, Sharon, MA 02067

rev. 1172010
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\@/ METROWEST MEDICAL CENTER

Framingham Union Hospital + Leonard Morse Hospital

Clinical Ethics Consultation

Policy Statement

MetroWest Medical Center is dedicated to providing quality patient care within an ethical
framework that includes the perspectives of patients, their families, the community, and the
hospital and heatlth care providers.

MetroWest Medical Center Clinical Ethics Committee exploresfaddresses clinical ethics issues at
the Medical Center. This committee is an advisory committee, intended to serve as a mechanism
for considering ethical issues arising out of patient care activities and as an education resource
for caregivers, patients and families. Consultations are provided on a voluntary basis. Any advice
provided by the Ethics Committee is in the form of suggestions rather than mandates.

The Medical Center shall inform all patients admitted to the hospital, caregivers and Medical
Center staff about the Clinical Ethics Committee, its functions and how to contact/access the
Committee.

Purpose

To provide information regarding case consultation, policy and guideline development, input
and/or review specific to subjects involving medical ethical decisions.

Definitions

Procedure

A. Membership

The Clinical Ethics Committee is comprised of representatives from multi-disciplines including
Medicine, Nursing, Administration, Social Services, Chaplaincy, and Interpreter Services, in
addition to community members with a background or interest in, (for example/but not limited
to} ethics, religion, law or public health. Other members may be appointed as needed. The
Clinical Ethics Committee reports to the Medical Executive Committee (MEC). The Chair of
the Clinical Ethics Committee is a physician appointed by the President of the Medical Staff
on an annual basis.

B. Meetings
The Clinical Ethics Committee meets at least quarterly and at the discretion of the Chairman
in addition to any requests to meet as needed. Minutes of each meeting shall be kept and
distributed to each member of the Clinical Ethics Committee and to the President of the
Medical Staff.

C. Functions
1. Case Consultation/Procedure

a. A patient, a member of the patient's family, or a caregiver may request an Ethics

Committee consultation on ethical issues arising out of a patient's care by notifying
the Chair of the Ethics Committee or the Medical Center's Patient Advocate. As
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directed by the Chair, the Ethics Committee, or its designee, shall interview the
relevant parties and review pertinent documents. The Committee shall, as promptly
as practicable, consider the issues raised and may issue voluntary, non-binding
recommendations to the involved parties. The Chair of the Committee reviews
requests and refers as needed to other Hospital committees or personnel as the
Chair determines to be appropriate.

During off-hours, hospital personnel may expedite a request for an ethical
consultation by notifying the Nursing Supervisor and/or Administrator On-Call, who
will then initiate notifying the Chair or Designee of the Clinical Ethics Committee.

2. Education

V. References

The Clinical Ethics Committee shall periodically sponsor or conduct educational
programs on ethical topics in the health care field for Hospital staff, caregivers and the
public. The Clinical Ethics Committee shall collect and make available on request
materials on ethical topics in health care.

Policy Development

The Clinical Ethics Committee, either at its own initiative or on request by Hospital
Administration, Medical Staff, or a caregiver, may consider/review Hospital policies that
have ethical implications, e.g., policies regarding patient care, patient rights and other
issues. The Clinical Ethics Committee shall use its best efforts to consult with all
appropriate persons and/or committees when considering hospital policies.

Contact: Patient Relations
Reviewed: 8/2006, 12/2010
Revised:
Approved by: Ethics Committee 12/9/10
Policy Committee 12/15/10
Signatures: ‘
e Y W :
ATE TS L & e
Department Head/ Committee Chairperson
Undire. [hgoprzhsy
Chairperson of Policy Committee
" P ) )
/ 2 v 2/ A /7
r/@“ééu/ ///j, LT
Director of Quality and Patiént Safety
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%ETRoWEST MEDICAL CENTER

Framingham Unton Hospltal + Leonard Morse Hospital

Palliative Care: Palliative Care Committee

I Policy Statement

This policy defines the roles/responsibilities of the palliative care committee.

. Purpose

To outline the roles/responsibilities of the palliative care committee.

HIR Definitions

iv. Procedure

1. The palliative care committee will report to the chief medical and nursing officers and
consist of the following members:

i
f
f
f
[
[

[

: Two representatives from the palliative care program—one physician and one nurse
- One representative from hospital and/or nursing administration

- One representative from nursing administration

: One representative from the criticat care subcommitiee

; One representative from the ethics committee

: One representative from each of the following services or administrative committees:

critical care committee, cardiovascular medicine service, the neuroscience services, surgical
services, consult/liaison psychiatry service, medicine service

One representative each from the hospital departments of social services, chaplaincy
services, pharmacy and organ procurement

2. The palliative care subcommittee will meet at least quarterly.

3. The palliative care subcommittee will establish and direct efforts to meet or exceed Joint
Commission/NQF palliative care/hospice standards, and as part of this effort, is responsible
for;

|

[

Overseeing clinical programs that relate to palliative care, including but not limited to

the palliative pare program, the bereavement program and hospital initiatives to improve
pain management

Monitoring palliative care clinical care practices through evaluation of data concerning
pain and symptom control, advance directives, utilization of hospital resources, hospice
referrals and patient/family satisfaction

. Developing and implementing palliative care education initiatives for all staff heatth

professionals to include competency-based metrics for relevant clinical staff

1. Making recommendations to the medical executive committee regarding appropriate

changes in patient care policies and procedures

V. References
Center for Advancement of Palliative Care

Contact: Metrowest Home Care & Hospice
Reviewed: 12/14/2010
Revised:
Approved by: Ethics Committee 12/9/10
Policy Review Committee 12/15/10
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\@METROWEST MEDICAL CENTER

Framingham Union Hospital - Leonard Morse Hospital

Palliative Care: Assessment and Treatment of Physical/Emotional
Symptoms

l. Policy Statement

The medical center ensures that all patients who are experiencing pain, physical symptoms and
emotional symptoms are managed with quality and consistency throughout their hospitalization.

1l Purpose

To ensure that all patients who are experiencing pain, physical symptoms and emotional
symptoms are managed with quality and consistency throughout their hospitalization.

. Definitions

“Physical/emotional symptoms” include the entire range of symptoms associated with serious
illness. The most common symptoms include: pain, nausea, dyspnea, anxiety, depression,
constipation, anorexia and fatigue.

v, Procedure

1.

The palliative care team completes a comprehensive assessment. The assessment considers:
.} Diagnosis

[: Presenting problems

[.; Current treatments, medication profite and side effects

[; Current painfsymptom management regimen

1.1 Patient concerns

1.1 Patient/family preferences

{1 Spiritual and cultural beliefs and values that influence treatments

. The patient is asked to characterize hisfher symptoms using a hospital-approved assessment

scale at the time of initial assessment and at regularly prescribed intervals following the
assessment, and after initiation of therapy.

. The team proposes a comprehensive treatment plan; the team confers with the patient and

family and confirms plan elements.

. The team instructs the patient/family en any self-care procedures.

. The team works with the nursing staff to ensure the implementation and monitoring of the

treatment plan.

. The nursing staff works with the team to assess the patient’s response to treatment, including:

[.. Response to medications or nonpharmacological interventions
[ Symptom relief measured on a consistently utilized scale

(. Adverse events/reactions/side effects

|- Satisfaction with intervention

. The treatment plan is modified based on ongoing assessment.

. Timely referrals are made to specialists when standard treatments fail to improve physical or

psychological symptoms.
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9. The team ensures that all assessments, recommendations, interventions and responses to
therapy are documented in the medical record, and that changes in the plan of care are
communicated to the team and the nursing staff in writing and verbally at the time they occur.

10. Prior to discharge a plan is established for continuing care requirements and family/caregiver
education/support (see Policies #5 and #9).

V. References
Center for Advancement of Palliative Care

Contact: Metrowest Home Care & Hospice

Reviewed: 12/14/2010

Revised:

Approved by: Ethics Committee 12/9/10
Policy Review Committee 12/15/10

Signatures:
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Departmént Head/ Committee Chairperson
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Chairperson of the Policy Review Committee
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Director of Quality & Patienf Safety
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\'\2/ METROWEST MEDICAL CENTER

Framingham Union Hospltal « Leonard Morse Hospital

Palliative Care: Continuity of Care

4.

Policy Statement

The Patliative Care Service will ensure continuity of care upon discharge for patients receiving

palliative care consulfative services.
Purpose

To ensure continuity of care upon discharge for patients receiving palliative care
consulative services.

Definitions

“Continuity of care” is the multidisciplinary coordination of care that includes or considers all

clinical diagnoses, treatments, psychosocial needs, patient preferences and personal resources.

v, Procedure
1. A palliative care team member is responsible for working with other health care staff (e.g.,
social service providers, discharge planners) for coordinating the discharge plan.
2. A team member synthesizes the plan of care and works to convert the patient's treatment
goals into medical orders that are transferable across care settings.
3. A team member confirms access to services that can assist following discharge:
[; Physician specialists
[': Nursing home/intermediate care facilities
[; Hospice
I Home health care
.. Qutpatient palliative care
17 Durable medical equipment services
{7 Rehabilitation services
{'; Counseling services
i.; Transportation
¢ Rehabilitation
I} Medications
4. A team member reviews the legibly written discharge plan with the patient/surrogate and/or
caregivers prior to discharge and assesses comprehension using the teach-back method.
5. A team member confirms that the referring agencies receive copies of the discharge planning
documents, the physician’s orders and any other clinical documentation and relevant
information.
V. References
Center for Advancement of Palliative Care
Contact: Metrowest Home Care & Hospice
Reviewed: 1271472010
Revised:
Approved by: Ethics Committee 12/9/10
Policy Review Committee 12/16/10
Signatures:
C ol p Cho— A
Deparfient Head/ Committee Chairperson
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\‘@%\/\ETROWEST MEDICAL CENTER

Framingham Union Hospital + Leonard Morse Hospital

Palliative Care: Scope of Practice

V.

Policy Statement

This policy defines the practice of palliative care.
Purpose

To define the practice of palliative care.
Definitions

1. “Palliative care” is the comprehensive care and management of the physical, psychological,
emational and spiritual needs of patients (of all ages) and their families with serious and/or
life-threatening iliness. Palliative care may be complementary to curative or life-prolonging
therapies that are being used to meet patient-defined goals of care.

2. "Palliative care clinicians” may include some or all of the following—physicians, nurses or
advance practice nurses, social workers, chaplains, psychologists, pharmacists

Procedure

A. The palliative care team will work to:

[; Optimize symptom control

[1 Optimize functional status when appropriate

11 Promote the highest quality of life for patient and family

. Educate patients and family to promote understanding of the underlying disease process
and expected future course of the illness

{: Establish an environment that is comforting and healing

'] Plan for discharge to the appropriate level of care in a timely manner

1 Assist actively dying patients and their families in preparing for and managing life closure

[} Serve as educators and mentors for staff

1 Promote a system of care that fosters timely access to palliative care services

B. The process of providing palliative care services includes:

1. Initial and subsequent assessments are carried out through patient and family interviews,
review of medical records, discussion with other providers, physical examination, and
review of laboratory, diagnostic tests and procedures.

2. Assessment includes documentation of:

[ Disease status/treatment history

[ Functional status and expected prognosis

{* Comorbid medical and psychiatric disorders

{1 Physical, psychological and spiritual symptoms and concerns

{1 Advance care planning preferences/surrogate decision maker(s)

3. All initial and ongoing assessments data are reviewed on a regular basis. Assessment
findings are the basis for the care planning process.

4. Reassessment is performed as needed by the clinical situation.

References
Center for Advancement of Palliative Care

Contact: Meitrowest Home Care & Hospice
Reviewed: 12/14/2010

16.01 Palliative Care Scope of Practice 12-10 Page 1 of 2

001189



Revised:

Approved by:

Signatures:

Ethics Committee
Policy Review Committee

C/ A Gk 1220

Department Head/ Committee Chairperson

H

( ffffuq//{—:‘;\ ﬂrb e, /rdx 42 / e

Chairpersen of the Pohcy Review Committee

|t

Birector of Quailty P Patient Safety

16.01 Palliative Care Scope of Practice 12-10

12/9/10
12/15/10

Page 2 of 2

001190



'\'\2/ METROWEST MEDICAL CENTER

Framingham Union Hospital + Leonard Morse Hospital

Palliative Care: Patient Self-Determination

il

Il

Policy Statement

The Medical Center will ensure that patients and/or their surrogates make informed decisions
about proposed medical treatments.

Purpose

To ensure that patients and/or their surrogates make informed decisions about proposed medical
treatments.

Definitions

"Patient self-determination” includes making treatment decisions, designating a health care proxy,
establishing advance directives, deciding to request or refuse to continue or discontinue care
andfor choosing whether or not to attempt resuscitation.

Procedure

The attending physician will:
1. Establish ongoing communication and documentation with the patient and surrogate that
includes discussions of:
|i Health status
i.} Current disease(s) and expected future course, including prognosis
(i Treatment options
i} Patient preferences
[} $piritual and cultural beliefs and values that influence preferences
[ The right of the patient to choose and to change his/her choices at any time
I': The legal options for expressing desires through advance care planning
documents/directives

2. Begin discussion with the patient and/surrogate at the time of diagnosis and continue to
communicate with the patient throughout the course of care,

3. Validate the patient’s/surrogate’s understanding of the information presented and introduce
new information and choices as the patient’s condition changes.

4. Define terminglogy, including DNR, power of attorney for health care and living will, and ensure
that all choices are documented on appropriate forms.

5. Honor advance directives in accordance with hospital policy and state statutes.
6. Provide empathy and support as patients/surrogates make decisions.

7. Document all communication in the medical record and convey patient/surrogate decisionsto
other health care team members.

References
Center for Advancement of Palliative Care
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\i/ METROWEST MEDICAL CENTER

Framingham Union Hospital « Leonard Morse Hospital

Palliative Care: Referral Process and Guidelines

k. Policy Statement

This policy outlines the procedure for making referrals to the Palliative Care Service.
I Purpose

To outline procedures for initiating a palliative care consultation.
ll. Definitions

v. Procedure

A. Making a referral:
1. A referral to the palliative care service can come from many sources: physicians, nurses,

family members, patients, social workers and clergy.

2. If the referral comes from anyone other than an attending physician, a member of the
palliative care team notifies the primary care physician of the referral and requests
permission to provide a consultation.

B. Prioritizing requests for palliative care consults:
1. Emergent (Immediate): In the event of an emergent problem (e.g., severe uncontrolled
pain), the palliative care team member on call will respond immediately to the consult

request.

2. Urgent (2 to 4 hours): In the event of an urgent medical problem, the palliative care team
member on call responds as soon as possible or within a one-hour time frame.

3. Nonurgent: All nonurgent consultations are completed within 24 hours,

C. Responding to a consult request:
1. The palliative care team responds to afl requests for referrals/consultations.

2. If the palliative care team member determines that an initial assessment or continued
follow-up is not appropriate, the palliative care team will work with the attending physician
to facilitate patient access o the appropriate resource(s).

D. Role of the palliative care team after initial consuitation:
Based on the specific needs of the patient, there is discussion between the palliative care
team member and the primary physician to determine the role of the palliative care team.

The role may involve:

1. Providing advice to patient/family or staff (e.g., no orders are written by the palliative care
team)

2. Consulting with orders (e.g., providing pain management and symptom control; supporting
the primary physician during family meetings)

3. Taking total responsibility for the patient (e.g., when the palliative care physician becomes
the primary attending)

E. On-call schedule:
To ensure access to palliative care services, an on-call schedule is created for coverage
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24 hours per day, 7 days per week.

General Referral Criteria

|
I
|
|
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I
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' Presence of a serious iliness and one or more of the foliowing:

|- New diagnosis of life-limiting iliness for symptom control, patient/family support
| Declining ability to complete activities of daily living

|- Weight loss

" Progressive metastatic cancer

Admission from long-term care facility

- Two or more hospitalizations for the same illness within three months

* Difficult-to-control physical or emotional symptoms

: Patient, family or physician uncertainty regarding prognosis

: Patient, family or physician uncertainty regarding appropriateness of treatment options
 Patient or family requests for futile care

. DNR order uncertainty or conflicts

i Uncertainty or conflicts regarding the use of nonoral feeding/hydration in cognitively

impaired, seriously ill or dying patients
Limited social support in setting of a serious iliness (e.g., no family support system, lives
alone, homeless, chronic mental illness)

i+ Patient, family or physician request for information regarding hospice appropriateness

Patient or family psychological or spiritual distress

Intensive Care Unit Criteria

|
|
;
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Admission from a nursing home in the setting of one or more chronic life-limiting conditions
(e.g., advanced dementia)

- Two or more ICU admissions within the same hospitalization
. Prolonged or failed attempt to wean from ventilator
- Multiorgan failure

Consideration of ventilator withdrawal with expected death

| Metastatic cancer

;. Anoxic encephalopathy

" Consideration of patient transfer to a iong-term ventilator facility
. Family distress impairing surrcgate decision making

. Coma or PVS lasting more than two weeks

' Progressive pleural/peritoneal or pericardial effusions

eurological Criteria

: Folstein Mini Mental Score < 20

 Feeding tube being considered for any neurological condition

: Status epilepticus > 24 hours

1 ALS or other neuromuscular disease considering mechanical ventilation

: Any recurrent brain neoplasm

: Parkinson’s disease with poor functional status or dementia

: Advanced Alzheimer's or other dementia with poor functional status and one or more

hospitalizations for infection in the last six months
Coma or PVS lasting more than two weeks

V. References
Center for Advancement of Palliative Care
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Reviewed: 12/14/2010
Revised:
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Framingham Union Hospital « Leonard Morse Hospital

Palliative Care: Care Planning

.

L.

Policy Statement

The Paliiative Care Service will ensure that care planning is individualfized, interdisciplinary and
based on the assessed needs of the patient.

Purpose

To ensure that care planning is individualized, interdisciplinary and based on the
assessed needs of the patient

Definitions

Procedure

1. The care plan is based upon an ongoing assessment, determined by goals set with patient
and family, and with consideration of the changing benefittburden assessment at critical
decision points during the course of iliness.

2. The care plan is developed through the input of patient, family, caregivers, invoived health care
providers and the palliative care team with the additional input, when indicated, of other
specialists and caregivers (e.g., clergy, friends).

3. The care plan process includes structured assessment and documentation to include:

(' Physical and psychological assessment, which addresses the current disease status,
treatment options, functional status, expected prognosis, symptom burden and
psychological coping

I Social and spiritual assessment, which addresses the social, practical, religious, spiritual,
existential concerns, and legal needs of the patient and caregivers, including but not limited
to: relationships, communication, existing social and cultural networks, decision making,
work and school settings, finances, sexuality/intimacy, caregiver availability and stress,
access to medicines and equipment

{: Cultural assessment, including, but not limited to, locus of decision making, preferences
regarding disclosure of information, truth telling and decision making, dietary preferences,
language, family communication, desire for complementary and alternative medicine,
perspectives cn death, suffering and grieving, and funeral/burial rituals

4. Care planning conferences (aka family meetings) with a patient and family wilt occur regularly
to determine the most appropriate goals of care as indicated by the clinical conditions, and are
coordinated by the palliative care team in conjunction with the attending physician and other
hospital staff.

5. Care plan changes are based on the evelving needs and preferences of the patient and family
over time, recognizing the complex, competing and shifting priorities in goals of care.

8. The palliative care team provides support for decision making, develops and carries out the
care plan and communicates the plan to patient, family, involved heaith professionals and to
the providers involved with patient transfer to different internal or external care settings.

References
Center for Advancement of Palliative Care

Contact Metrowest Home Care & Hospice
Reviewed: 12/14/2010
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Framingham Union Hospital + Leonard Morse Hospltal

Palliative Care: Patient/Family/Caregiver Education

i Policy Statement

The medical center wilt ensure that the patient/family/caregivers receive education and training
specific to the patient's needs and abilities.

H. Purpose

To ensure that the patientfamily/caregivers receive educaticn and training specific to the patient's
needs and abilities.

Ml Definitions

v. Procedure

1.

During the assessment process, patient/family/caregiver educational needs and
cognition/emotional abilities are assessed and documented. The foliowing is a list of common
issues to be addressed, depending on the patient’s unique clinical circumstances:
-+ Pain and symptom management, including side-effect management

.- Advance care planning and advance directives

= Anticipated future medical needs

.- Home or institutional support options {e.g., home hospice services)

= What to expect in the normal course of the disease

 Signsfsymptoms of approaching death

- Community services (e.g., bereavement, counseling}

- Whom to call for routine and emergency needs

. Educationalicounseling needs are routinely assessed and reassessed throughout care and

treatment.

. When educational needs are identified, they are incorporated into the plan of care.

. Age- , language- and educationally appropriate educational materials (written, Internet, oral)

will be provided to meet the needs identified in the assessment process.

V. References
Center for Advancement of Palliative Care

Contact: Metrowest Home Care & Hospice
Reviewed: 12/14/2010
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‘%ETROWEST MEDICAL CENTER

Framingham Union Hospital « Leonard Morse Hospital

Palliative Care: End-of-Life Care

Policy Sfatement

The integration of hospice and palliative care will be a key compenent of a family centered,
compassionate care, guided by a sense of respect, empathy and concern that addresses the
unigue needs of patients and their families.

Purpose

To define the integration of hospice and palliative care as a key component of family centered,
compassionate care, guided by a sense of respect, empathy and concern that addresses the
unique needs of patients and their families.

Definitions

“End-of-life care” is not bounded by a specific prognosis; rather, it involves the recognition of the
irreversibility of a life-limiting medical condition(s) that will likely result in death.

Procedure

1. Meeting patient and family needs is the central focus of care when cure or maintaining the
continuum of health is no longer possible. Optimal care requires exceptional communication
among clinical staff and a recognition that a team approach, inclusive of many health care
disciplines, is necessary.

2. Patients are treated with respect to their individual wishes for care and treatment with
consideration of their values, religion and philosophy. A request to discontinue treatment will
be honored with the same support and respect as the decision to continue treatment.

3. The palliative care consuitation service is available to assist with symptom management,
prognosis determination, patient and family support, disposition planning and other issues
related to end-of-life decisions.

4. Hospice services are recognized as an integral part of the continuum of care. Patients who
have an expected prognosis of six months or less, assuming the disease follows its usual
course, should be offered hospice services.

5. Bereavement support and chaplaincy services are available to patients and their family
members. Nursing, social services and the chaplaincy pregram are available to provide
resources fo families. The bereavement services coordinator can assist with the care team and
with aftercare.

6. In the event of questions or differences of opinion among the patient, family or heaith care
team members about the treatment goals, consuitation is available from the hospital ethics
committee.

References
Center for Advancement of Palliative Care

Contact: Metrowest Home Care & Hospice
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@/ METROWEST MEDICAL CENTER

Framingham Union Hospital » Leonard Morse Hospital

Palliative Care: Pain Management and Opioid Prescribing

Policy Statement

The medical center will ensure that all patients who are experiencing pain are managed with
Quality and consistency throughout their hospitalization

Purpose

To ensure that all patients who are experiencing pain are managed with quality and
consistency throughout their hospitalization

Definitions

Procedure

A. Standards for assessment
1. The fundamental principles of pain management will be followed as defined in
Principles of Analgesic Use in the Treatment of Acute Pain and Cancer Pain of
the American Pain Society.

2. The patient’s culture and age will be assessed upon admission. This is a joint
responsibility of nursing and medical staff members. The assessment and treatment of
pain will be consistent with the patient’s cultural and age-specific needs. All patients

will be assessed for pain by using the Pain Assessment Hierarchy: self-report of pain;
presence of pathological condition or procedure that usually causes pain; pain behavior;
proxy pain rating; autonomic response. The pain rating tool, Visual Analog Scale (VAS),
includes a numeric, face, color and descriptive scoring. The pain assessment includes
the quality and location of pain, functional limitations caused by pain and the
expectations and perceptions of patients and their significant others.

3. Pain is the fifth vital sign and will be assessed on admission, with vital signs (not
exceeding every four hours), upon self-report of pain, and if pain of the nonverbal
patient is presumed. Pain will be reassessed after each intervention and documented as
a VAS score or behavior change.

4. A plan of care will be established to deal with pain; the plan should involve both
pharmacological and nonpharmacological interventions. The patient’s pain goal will be
identified (functional improvement and/or VAS score) and will be documented as such
so that all team members will know the expectations of care and will incorporate the
pain goal in discharge planning.

5. If the patient’s goal for pain management or significant progress toward the goal is not
achieved in a timely manner, a consultation for assistance is encouraged. It is
recommended that a guideline of 24 hours be used by the admitting health care team
for determining the need for consultation. In the event of questions or differences of
opinion among the patient, family or health care team, there is an administrative chain
of command to support appropriate ordering of pain medicines (see C below).

B. Standards for opioid therapy

1. Dose ranges and titration doses

Medications ordered by prescribers for a time range (q2—4 hr) will be interpreted and
added to the patient’s Medication Administration Record (MAR) as the most frequent
interval. A maximum twofold dose range is allowed. If the range exceeds a twofold
increment in dose, the range will be automatically adjusted to a twofold range based
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on the lowest dose ordered. This adjustment will appear on the patient's electronic
Medication Administration Record.

2. Product selection

Patients requiring continuous opioid therapy may be on only one continuous or
long-acting opioid at a single time. This includes the following:

[1Opioid via PCA with basal rate

[~Opioid via continuous infusion

[ Extended-release morphine

['Extended-release oxycodone

[JTransdermal fentanyl patch

Patients requiring a short-acting or rapid-onset opioid or opioid-combination
product may be prescribed only a single product at any time. These include:
UMorphine

[~Hydromorphone

[*Oxycodone

[JOxycodone/acetaminophen (Percocet)

ICodeine/acetaminophen (Tylenol #3)

[{Hydrocodone/acetaminophen (Vicodin)

Regimens for opioid and acetaminophen-combination products may not be prescribed in
such a manner where the dose of acetaminophen could exceed 4000mg in a 24-hour period.
Meperidine use is restricted to the following two situations:

CInfusion-related reactions (e.g., amphotericin, immune globulin)

(*Short-term, procedure-related use for no more than 48 hours and at doses
not to exceed 600mg in a 24-hour period

C. Resources for pain management assistance

1. Administrative chain of command

Staff RN, then house staff, then attending physician, then nursing administration,
then hospital chief of staff

2. Pain resource professionals
Pain Resource Nurse and pharmacists with focused pain education

3. Palliative care service
Pain management for patients with serious and/or life-threatening illness and cancer

4. Pain management clinic
Nonemergent inpatient and outpatient consultation for assessment and triage of
chronic nonmalignant pain

V. References
Center for Advancement of Palliative Care
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@/METROWEST MEeDICAL CENTER

Framingham Union Hospital + Leonard Morse Hospital

Palliative Care: Care of the Imminently Dying

Policy Statement

There will be a standard of care integrating high-quality, family-centered compassionate care,
guided by a sense of respect, empathy and concern, that addresses the unique needs of patients
and their families.

Purpose

To provide a standard of care integrating high-quality, family-centered compassionate care,
guided by a sense of respect, empathy and concern, that addresses the unigue needs of patients
and their families.

Definitions

“Ymminently dying” {(aka actively dying) specifies the period of a patient's illness when death can
be reasonably expected to oceur within 14 days. Commean signs/symptoms of imminent death
include: sedation or delirium, death rattle, no use of oral or artificial hydration/nutrition, and no
plans for further life-sustaining treatments.

Procedure

Care will include:
1. Documentation in the medical record that a patient is "imminently” or “actively” dying
2. Communication with the patient, family and surrogate decision makers that death is imminent
3. Preparing patient and family for what to expect during the normal dying process
4. Managing pain and other physical/psychoclogical symptoms effectively
5. Educating/counseling patients and families concerning the appropriate use of pain and
symptom treatments
. Providing treatment of symptoms according to the wishes of the patient or family
. Providing options for out-of-hospital care, including home or residential hospice services
. Respecting the patient's privacy, values, religion, culture and philosophy
. Involving the patient and family in all aspects of care
. Responding to the psychological, social, emotional, spiritual and cultural concerns of the
patient and family, inciuding children and teens affected by the death
11. Treating the body post death with respect according to the cultural and religious practices of
the family and in accordance with local faw
12. Addressing issues of body or organ donation, autopsy and funeral planning with sensitivity
13. Providing bereavement resources through the hospital and community
14. If, because patient is too ill to transfer to more appropriate level of care non-acute care, patient
will be considered for General Inpatient Hospice:
-Palliative Care Committee representative confirms patient is appropriate for GIP
hospice, then patient will require:
1. Discharge order(“Discharge to GIP hospice) and Discharge Summary from attending
physician
2. GIP admission order in conjunction with Palliative Care Admission Order Set completion
by attending physician for GIP hospice care.
3. Re-affirmation of detailed elements of History and Physical from attending physician.
4. Daily notes and Discharge Summary for GIP episode of care.
15. Patients admitted to GIP hospice who become stable enough for transfer and who have a safe
discharge plan will be discharged from GIP hospice to an appropriate alternate level of care.

Owo~NM
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11.2

VANGUARD

HEALTH SYSTEMS

Vanguard Health Systems, Inc. Completes Sale of Three Orange
County Hospitals to Prime Healthcare Services, Inc.

NASHVILLE, Tennessee (October 2, 2006) — Vanguard Health Systems, Inc. (“Vanguard”) announced
today that it has completed the previously announced sale of three acute care hospitals in Orange County,
California to Prime Healthcare Services, Inc. (“PHS”) on terms previously disclosed. The sale included
131-bed Huntington Beach Hospital, Huntington Beach, CA; 141-bed La Palma Intercommunity
Hospital, La Palma, CA and 219-bed West Anaheim Medical Center, Anaheim, CA.

About Vanguard Health Systems

Vanguard Health Systems, Inc. owns and operates 16 acute care hospitals and complementary facilities
and services in Chicago, Illinois; Phoenix, Arizona; San Antonio, Texas and Massachusetts. The
Company’s strategy is to develop locally branded, comprehensive healthcare delivery networks in urban
markets. Vanguard will pursue acquisitions where there are opportunities to partner with leading delivery
systems in new urban markets. Upon acquiring a facility or network of facilities, Vanguard implements
strategic and operational improvement initiatives, including expanding services, strengthening
relationships with physicians and managed care organizations, recruiting new physicians and upgrading
information systems and other capital equipment. These strategies improve quality and network coverage
in a cost effective and accessible manner for the communities we serve.

This press release contains forward-looking statements within the meaning of the federal securities laws,
which are intended to be covered by the safe harbors created thereby. These forward-looking statements
include all statements that are not historical statements of fact and those statements regarding the
Company’s intent, belief or expectations. Do not rely on any forward-looking statements as such
statements are subject to numerous factors, risks and uncertainties that could cause the Company’s actual
outcomes, results, performance or achievements to be materially different from those projected. These
factors, risks and uncertainties include, among others, the Company’s high degree of leverage; the
Company’s ability to incur substantially more debt; operating and financial restrictions in the Company’s
debt agreements; the Company’s ability to successfully implement its business strategies; the Company’s
ability to successfully integrate its recent and any future acquisitions, including the transactions in
connection with which this tender offer is being conducted; the highly competitive nature of the health
care business; governmental regulation of the industry including Medicare and Medicaid reimbursement
levels; changes in Federal, state or local regulation affecting the health care industry; the possible
enactment of Federal or state health care reform; the ability to attract and retain qualified management
and personnel, including physicians and nurses; claims and legal actions relating to professional liabilities
or other matters; changes in accounting practices; changes in general economic conditions; the
Company’s exposure to the increased amounts of and collection risks associated with uninsured accounts
and the co-pay and deductible portions of insured accounts; the impact of changes to the Company’s
charity care and self-pay discounting policies; the ability to enter into managed care provider and other
payer arrangements on acceptable terms; the efforts of insurers, managed care payers, employers and
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11.2

others to contain health care costs; the availability and terms of capital to fund the expansion of the
Company’s business; the timeliness of reimbursement payments received under government programs;
the potential adverse impact of known and unknown government investigations; and those factors, risks
and uncertainties detailed in the Company’s filings from time to time with the Securities and Exchange
Commission, including, among others, the Company’s Annual Reports on Form 10-K and its Quarterly
Reports on Form 10-Q.

Although the Company believes that the assumptions underlying the forward-looking statements
contained in this press release are reasonable, any of these assumptions could prove to be inaccurate, and,
therefore, there can be no assurance that the forward-looking statements included in this press release will
prove to be accurate. In light of the significant uncertainties inherent in the forward-looking statements
included herein, you should not regard the inclusion of such information as a representation by the
Company that its objectives and plans anticipated by the forward-looking statements will occur or be
achieved, or if any of them do, what impact they will have on the Company’s results of operations or
financial condition. The Company undertakes no obligation to publicly release any revisions to any
forward-looking statements contained herein to reflect events and circumstances occurring after the date
hereof or to reflect the occurrence of unanticipated events.

CONTACT:  Vanguard Health Systems, Inc.
Aaron Broad, Director Investor Relations (615) 665-6131
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11.3 Tufts Affiliation

In New England, we are in exclusive negotiations with Tufts Medical Center (“Tufts MC”) and New
England Quality Care Alliance (“NEQCA”) to create an innovative, game-changing partnership through
a series of joint ventures that will establish a third major provider network and integrated delivery
system in Massachusetts. Tufts MC is a not-for-profit, tertiary and quaternary referral, teaching, and
research hospital with a licensed capacity of 415 beds located in Boston, MA. Tufts MC affiliates with
community-based private practice physicians through NEQCA, a network of independent and employed
physicians and hospitals based in Braintree, Massachusetts. This partnership and resulting regional
network will capitalize upon Tufts MC’s brand, academic and clinical affiliations, NEQCA’s expertise
in population health management and Vanguard’s deep national experience in hospital management and
risk-based insurance.

The new organization will leverage Vanguard’s national network of hospitals, strategic relationships,
corporate resources and capital to achieve scale and create competitive advantage for its partners.
Vanguard and Tufts MC will offer partnership opportunities to hospitals and physicians throughout the
region that share this vision. The new network formed by the partnership will focus on services that
improve population health, assist physicians and hospitals in delivering high quality and efficient care
and will provide an enhanced partnership option for physicians and hospitals in Massachusetts that are
considering affiliations, merger and/or purchase. The Tufts MC/Vanguard/NEQCA network will be
flexible in how it meets the needs of hospitals and physicians. It will not push a one-size fits all option
onto the market, but instead will offer solutions to meet the needs of its physician and hospital affiliates
(e.g., non-profit partnership, for-profit ownership, clinical affiliation, small and large physician group
contracting/alignment).

{W2250294}
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EXHIBIT 13: DUE DILIGENCE RESPONSES 12.1 AND 12.2
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12.1

Vanguard is a Fortune 500 company publicly traded on the New York Stock Exchange (NYSE: VHS). We
have consistently grown the company when opportunities present themselves and have the means and
desire to continue to execute on that philosophy. Vanguard’s Chairman and CEO, Charlie Martin, began
the company in 1997 by putting together an experienced, stable management team and has continued
to enhance this team over the years. Our senior leaders, with both not for profit and investor-owned
experience, are recognized among the most forward thinking and innovative leaders in the industry.
You will see them on boards of directors, speaking panels and in leadership roles in leading industry
advisory groups and associations. Our diverse board of directors also consists of industry leaders and
experts driving our company to the leading edge of transformation.

Our experience in transactions is unmatched in the industry with our leadership having been involved in
hundreds of hospital and health system transactions throughout their careers. From signing a purchase
agreement, to closing a transaction to transitioning a new system within our company, our team’s
experience is unmatched. Our belief is every transaction is unique. Consequently we do not approach
our partnership opportunities with a set viewpoint or “cookie cutter” process. Rather, we have a flexible
mindset when we structure deals to address the uniqueness of a particular partnership or transaction.

Our system of 28 hospitals across 5 states provides us a platform from which to draw “best in class”
ideas and processes and to quickly cascade those throughout the company. We want to be the partner
of choice for physicians, hospitals and other providers.

{W2250299}
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12.2 Financial Access

Vanguard, a Fortune 500 company, is publicly traded on the New York Stock Exchange (NYSE:VHS).
The company has grown from the “ground up” by obtaining financing and generating sufficient cash
flows from operations to sustain its organic growth and growth through acquisitions. We currently have
access to public and private equity, as well as public and private debt, our financial metrics remain strong
and we enjoy a long, positive track record with our investors. The path that we are on as a company will
allow us to lead the industry as it shifts from a fee-for-service model to a fee-for-value model. With over
$6.0B in revenue, we are among the leaders in our industry and we are not stopping here. Our model is to
grow organically and through strategic acquisitions that will place the company among the elite in the
industry and will allow it to become the partner of choice for those hospitals and health systems looking
to partner across the country.

Vanguard also enjoys strong sponsorship in the public debt markets along with a bank group of
companies including Bank of America Merrill Lynch, Barclays, Citibank, JP Morgan, Deutsche Bank,
Morgan Stanley, Goldman Sachs, Wells Fargo and RBC.

Our Form 10-K for fiscal years ended June 30, 2012 and 2011 and our Form 10-Q for the three months
ended September 30, 2012 are publicly available on the SEC Edgar Database which can be accessed
directly through the investor section of Vanguard’s website at www.vanguardhealth.com.

{W2250296}
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EXHIBIT 14: WATERBURY HOSPITAL CHARITY CARE POLICY
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WATERBURY ITOSPITAL
ADMINISTRATIVE POLICY & PROCEDURE MANUAL

POLICY: CHARITY CARE

CATEGORY: MANAGEMENT OF INFORMATION PAGE (s} 3

OWNER: DIRECTOR, PATIENT ACCOUNTS & FINANCIAL SERVICES ORIGINATED: 12/5/97
{From PAFS manual)

LAST REVIEWED: [11/1i LAST REVISED: 3/13 RETIRED:

SCOPE: Determination of when charity care is appropriate.

PURPOSE: To make provisions for situations in which charity care is appropriate based on aggregate balance and Encounter
review.

POLICY: It is the policy of Waterbury Hospital to appropriately offer charity care in situations where the responsible party for
the balance due does not have the financial resources necessary to satisty their obligation within a reasonable peried of time,

1. All patients who request censideration for charity care will be required to apply for public assistance in addition to
completing a charity care application unless identified as ineligible by a quatified case worker,

2. Inorder to be considered for charity care, full financial disclosure is required including:
a.  All sources of income available at the time of application:
b. Assets excluding;
i. Primary Residence;
il. Vehicles required for commuting to or facilitating employment;
ili. Retirement Accounts.

3. Responsible parties with assets of $7,500 or less ($15,000 for a couple) will receive the following discounts based on
their annual household income and the published federal poverty guidelines in effect at the date of application:

Income as a % of FPL Discount
<200% 100%
<=225% 60%
<=275% 40%

<= 300% 20%

<= 400% 10%

4,  Charity care discounts are to be applied after the 50% uninsured discount from charges.

5. Documentation required to validate declarations made on the charity care application shall include:
a. A credit report;
b. Most recent 1040 tax return;
c. Copies of all bank statements to include but not limited to;
i. Checking accounts;

ii. Savings accounts;

iii. Investment accounts,

iv. Certificates of deposil
d. Proofofincome for the immediate 12 months preceding the application date.
e. Public assistance delermination.

If this is & paper copy, it is uncontroifed, and you must verify the online revision level before using.
Contains Proprietary Information and is for the use of Waterbury Hospital only. 1
CHARITY CARE
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PROCEDURE:
1. The availability of charity care will be disclosed on all dunning notices issued prior 1o bad debt assignment.
2. Patients who indicate they are unable to pay for services rendered will be offered charity care;
3. Financial Counselors shall evaluate each applicant’s eligibility.
4,  Accounts determined to be eligible for charity care discounts shall require the following authorization based on amount
to be adjusted:
a.  PATS Manager < $5,000
b. PAFS Director $5,000 or more
¢, Chief Financial Officer  $10,000 or more

5. Paticnts shall be issucd a determination letier within 30 days of receipt of a completed charity care application.

If this is a paper copy, itis uncontrofled, and you must verify the online revision level before using.
Contains Proprietary Information and is for the use of Waterbury Hospital only. 2
CHARITY CARE
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EXHIBIT 15: REVISED FINANCIAL ATTACHMENTS
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EXHIBIT 16: REVISED ORGANIZATIONAL CHART
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VANGUARD HEALTH SYSTEMS, INC.

Vanguard Health Holding Company |, LLC

Vanguard Health Holding Company II, LLC

Vanguard Health Management, Inc.

Vanguard Health Financial Company, LLC

VHS of Connecticut, LLC

4r Vanguard

HEALTH SYSTEMS

VHS Waterbury Management Company,
LLC

Greater Waterbury Health Network, Inc.

o ]

VHS Waterbury Health System, LLC

Access Rehab Centers, LLC

Alliance Medical Group, Inc.

Imaging Partners, LLC

Cardiology Associates of Greater

Heart Center of Greater Waterbury, Inc.

Waterbury, LLC

Greater Waterbury Imaging Center, LP

Valley Imaging Partners, LLC

Harold Leever Regional Cancer Center, Inc.

VHS Waterbury Home Health, LLC

VHS Waterbury Real Estate Company, LLC

Waterbury Gastroenterology
Co-Management, LLC
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