Operations Board of Trustees Meeting

Tuesday, September 27, 2022


Soldiers’ Home in Holyoke

Board of Trustees Operations Committee Meeting
A meeting of the Board of Trustees Operations Committee of the Soldiers’ Home Holyoke (HLY) was held virtually and telephonically on Tuesday, September 27, 2022.  The meeting began at 6:03PM.

Committee Members Present on WebEx:
Chairman, Sean Collins, Mark Bigda, and Carmen Ostrander
Also Present on WebEx:
Dr. Diane Dietzen, CMO (HLY); Kelly Jones, DON (HLY); Linda Lariviere, Quality Manager (HLY); Michael Lazo, Interim Superintendent (HLY) Caitlin Menard, Director of Social Work, (HLY); Brett Walker, General Council (HLY); and Kathleen Denner, Recording Secretary (HLY).
Roll Call:  
Chairman Collins conducted a Roll Call as follows: Mark Bigda (Yes), Carmen Ostrander (Yes), and Sean Collins (Yes).
Pledge of Allegiance - All present recited the Pledge of Allegiance.  
Approval of Minutes
Upon motion by Trustee Ostrander and seconded by Trustee Bigda to accept the minutes as amended of the August 23, 2022, Board of Trustees Operations Committee meeting, it was unanimously VOTED to accept the minutes of the Board of Trustees Operations Committee meeting held on August 23, 2022.
Old Business
ADM-002 Admissions
Trustee Collins stated that there was a discussion at the last meeting so we will take this off of the agenda.  He continued that Mr. Walker gave an update on the admissions policy and where that was because of the pending changes in legislation we should take this off, till it comes backs up again. Mr. Walker stated that he sent to Chairman Keefe his annotations, notes and red lines so that people can start thinking about it when the time does come.  Trustee Collins asked if it has gone through general counsel at DVS.  Mr. Walker stated that DVS has seen all of the edits, some are discussion points for consideration by management leadership.
Update on Contract Listing Review

Trustee Collins shared that this is a place holder and that this will be done in October as a quarterly update.
Standard Agenda Items (Updates) / Dashboards

KPI Updates
Trustee Collins reviewed the dashboard KPI indicators and that the staffing hours does come up at the full board meetings and there have been ongoing challenges, especially in the summer months.  He continued that there are no major concerns with the staffing hours and that the agency hours are up as well, which may spawn some discussion at the board meeting.  Ms. Jones stated that Trustee Collins is spot on.  She continued that the summer months if you notice at the tail end of the same dashboard, the overtime is up too and it is all directly tied together to give staff as much of their requested time off as possible.  Ms. Jones shared that a denial of requests is a huge  staff dissatisfier and in the effort of retaining staff we ant to recruit of course, but we also want to retain, and it is a huge dissatisfier.  She continued that we tried really hard and unfortunately you do see it in these numbers that we really push it to the limit with allowing time off which did increase both  agency hours and over time.
Trustee Collins stated that the falls were  not a large number but he did not see a separate report on that breakdown included with the materials.  He asked if there was there anything of significance in it, but it is still less than threshold.  Ms. Jones replied that she is looking at falls with injuries and we did have one fracture during the month. Trustee Collins stated that it may be helpful if you can supplement the subcommittee with an aggregate if it was a fracture upper or lower or something else.  Ms. Jones replied that it was a lower extremity.   

Trustee Collins noted that the elopements went up and asked how far did that go.  Ms. Jones replied that this one was reported all the way up, we did an RCA on the whole event and the veteran did leave campus.  She continued that a CIR went up and we did a good job following policy.  She continued that the State Police were phoned and the veteran was located at Holyoke Community College by an employee and recovered safely.  Trustee Collins asked if the veteran was on any precautions or wearing a device.   Ms. Jones replied no but he had been in and out of a psych facility we have been having a bunch of peripheral meetings about him and his ongoing care and needs.  She continued that he was not wearing a wander guard because he had refused.  Mr. Lazo added that he was heavy smoker, so he had access to outside. Trustee Collins asked if this happened in the month of August and Ms. Jones replied yes.  Trustee Collins stated that the veteran was at Holyoke Community College and if that is a mile or mile and a half away.  Ms. Jones replied no it is not that far, it is right around the corner.  Ms. Menard added that he had been struggling with a lot of mental health stuff wo when he came back to us, this is the gentleman that was discharged to his family during COVID and ended up in a VA  psych facility because his daughter who is the HCA wanted medication changes and tried to support by working with the VA and tried to make her happy.  Ms. Menard continued that he was manic, and when he became manic, he voluntarily went to the VA and when he came back he was at a different baseline and his lithium was not where it was supposed to be.  Ms. Menard reported that he wanted to go back to get his Bachelor of Fine Arts so he went to Holyoke Community College and he forgot the piece where if he would have spoken before we could escort him and it would be fine.  She continued that he is struggling with feeling contained and with this mental health pieces. Trustee Collins stated that his takeaway question is did you document your lessons learned and  if there was anything that could have been done differently.  He continued that we have all dealt with this before, you located him, the policy worked great, and he has certain privileges and rights so some things you cannot prevent.  Ms. Menard replied that the biggest take away was to call a code earlier rather than searching on your own, everyone did a great job. Trustee Collins said that we got all the way to August with no events in regards to elopement, the outcome is great but it may have been a different story if it was winter months and the whole point is to take some lessons learned and doing checks on folk and obviously if he had smoking privileges he may be outside for quite a bit. Ms. Lariviere added that they will be doing a failure mode analysis tomorrow to look at the whole system for elopement and wandering veterans so we are going to be proactive and look at the whole process.  Trustee Collins said he will put that on the next agenda for a follow up.
Trustee Collins stated that restraints are holding steady and asked if there were any observations or comments on the progress with that or we are at the baseline to safely take care of our veterans.  Ms. Jones added that Ms. Lariviere has a goal of eliminating one more and that we are actively working on it.  She continued that one is a veteran request, so we are going to continue.  

Trustee Collins stated that we have made progress on your behavioral events and have gotten those way down, but you are in the green with a goal is less than 2 and asked if it should be yellow.  Ms. Jones replied that it should be yellow.  
Trustee Collins reported  that everything else in the green and that skin injuries are tending in the right direction and a baseline will be established on that as well.

Trustee Collins asked if these findings are the one that was discussed last month with the quality measure compare and did you alleviate the issue that we saw last month and is that still reflecting in the numbers.  Ms. Lariviere replied that is the data get from VA from  the assessments that we send and they did not have data available for 6 months and then all of a sudden in August they did a big data dump but this is accurate data with compare of our Home to Chelsea, and the VA’s across the Country. Trustee Collins stated that we discussed at our last meeting that some numbers look like they went up so significantly and getting back to the big data sump whether or not that skewed anything or looking at the KPI dashboard  some numbers may or may not make sense.  Ms. Jones shared with Ms. Lariviere that with the lookback there is a little bit of a lag, so that data that appears in this is a  quarter look back and who might actually fall into each of those numerator and denominator based on who MDS was completed in a given quarter.  Ms. Lariviere stated that when she looks back at this quarter we had quite a few veterans who had a significant change in their status, by either going on hospice or having a decline so she think that some of this is very valid data but it is a retrospective look at the veterans and we have already improved in some areas so hopefully we will see the numbers change.  Trustee Collins asked if this is reported monthly or quarterly and Ms. Lariviere replied monthly.   Ms. Lariviere reported that one veteran can change the whole picture and that is primarily when I look back at the other months it is usually  just one veteran that was added with the psychotropic medications.  She continued that it is the new admissions coming in on the medications and we are not weaning off right away so those numbers may go up before they come down. Trustee Collins replied that this was a great comment when you have discussions within the department it is very helpful.  He continued that the denominator show how one patient can impact that and having new patients who are on certain medications that you were further weaning, helps us to interpret that a little better.

Trustee Collins continued with the acquired pressure ulcer prevalence data and I appreciate this scale and this report looks awesome.  He asked if these are the same people from month to month and I see it is different floors so it must be a different population.  He added that you obviously want it to be zero but you are doing incredible work and hopefully catching things at a very early stage and take care of those and those are probably those malnourished or likely hospice patients, data looking quite reasonable.  
Trustee Collins moved onto the PT functional scale and the average change score looks great.  He continued that there is a lot of good data and the thing that is more of a concern is the days to referral to evaluation with this quarter that 42% were seen within the 5 business days, 52% were seen last quarter and I know there are issues related to staffing so the question is how can that be improved, is there another vendor or is it just so hard to recruit physical therapy and OT specialist to get in and to hit your target of 5 business days.   He continued that it looks like everyone is getting squared away and people are being prioritized  but the numbers tell us a story that numbers may be getting worse and if they do not have a remedy is that going to continue.  Ms. Jones shared that she did have a meeting with Genisis/Powerback this past month about that topic and they are putting a lot of effort in recruiting more PT’s and they had a couple of per diems coming in, she feels they are working hard on it, it is not an easy position to recruit into.  Mr. Lazo said we have had good conversation with Powerback and the higher-level folks and they fully understand the issue and they recommended telehealth visits but from a physical therapy standpoint I don’t think telehealth is an effective but we do have that option if it comes to that.  

Trustee Collins reported on the Antibiotic Stewardship Program, that he likes that we are tracking the starting of antibiotics in hospital and that this tells a story tracking that we have an interest and putting some thought behind whether to change some folks over and address those concerns.  Dr Dietzen shared that the medical staff had a good meeting last week where they spent a lot of time reviewing those reports in detail and talking about how they might be used and how they might be more useful.  Trustee Collins said the program is beneficial because you are watching it and a lot of long-term care facilities there are people get discharged from the hospital and kept on things for no good reason.  He continued that he likes the effort they are putting forward. He added for the Antibiotic Stewardship report card you have 100% and that is awesome.
Trustee Collins said the SBARS numbers are getting pushed up to 67%.  He continued there is a lot of education and a lot of great work so, keep trend going in the right direction. Ms. Jones stated that they have been working with a little bit a different of a definition so IP and the floors are now speaking the same language so that is a combination of that and the IP team making sure they are getting filled out on a regular basis.

Trustee Collins reported Case Mix things are stable and adjusting staff accordingly. 

Trustee Collins shared that the report from the foot care nurse was more of a narrative and not a lot of numbers so he was not sure if it was the annual report.  He continued that it was a nice document on how many visits they did last year was 274. He continued that the one thing he did pick up was the issue with the use of Dynamic compression socks versus TEDS and asked to the group if that is something that is being considered or is that just a nicety and not a necessity. Ms. Lariviere shared that from a nursing perspective some of the compression stockings are too much for the veterans and they will not wear them.  She continued if we can even get the Tubigrip at least we are getting some mild compression and we will double it as needed.  Ms. Lariviere stated that they are fearful with the age group of the effort need to put on those compression stockings can cause injury to the skin from the struggle and right now our wound care nurse is happy with lighter compression and she is monitoring the veterans.  

Medical Staff Update

Trustee Collins was looking at the August 11 Medical Staff minutes and asked Dr. Dietzen to talk  about the review on invocation and the MOLST questions and what your discussion is centered around in your meeting.  Dr. Dietzen shared that it was a reminder that we have revised the policy such that when you are considering a veteran can no longer make their own healthcare decisions that you have to write a note that reflects your assessment, you have to write an order and you have to complete the paperwork that goes in the front of the chart and then you have to inform the health care proxy that you have done those things.  She continued that it is just making sure that all the steps are being followed.  Trustee Collins stated that this came out of the Pearlstein report and finds it refreshing that you are bringing it up at Medical Staff meeting and making sure it is being tracked and documented.
Outside Agency Audits / Inspections / Review of Tracker Recent Joint Commission Survey Update
Trustee Collins asked Mr. Lazo if we are all set with Joint Commission Survey and there is nothing open that we need to address.  Mr. Lazo agreed.
Supporting Patients / Families / Staff / Community Stakeholders
Trustee Collins wanted to discuss the Ombudsman Quarterly report and what was discussed in the report was that there was 9 complaints within the quarter, 3 of those were adjudicated and closed.  He continued that it was a 42 day average length of closure of the complaints with 75% of the complaints were partially or fully resolved to the satisfaction of the resident.  Trustee Collins would like to discuss in her summary she talked about that fact she speaks with Mr. Lazo and provides you that information with open and unresolved complaints.  Trustee Collins would like to hear from Mr. Lazo how you are involved with the program with what your observations are addressing those 3 particular areas with autonomy choice and rights, care issues and the financial property which is the lowest that were part of those complaints, he would like to hear about your engagement with the ombudsman program. Mr. Lazo stated that he is a little bit on the periphery with that.  He continued that he gets the reports on a monthly basis and he will discuss with Ms. Menard and they talk about what issues we are having.  He continued that sometimes there is a disagreement on what is considered closed versus not closed.  Mr. Lazo and Ms. Menard will talk about a specific incident or issue and then he will take that to the other department heads that need to look into it be it for example the laundry issued he will go to our contract group, facilities and the EVS group  to find out what we can do to make that better.  Trustee Collins asked for the autonomy choice and right when Carolyn spoke that it is fairly encompassing but does she get into the details of say if you get 9 complaints with 35% of them having to do with autonomy and choice; is the feedback to you immediate to tell you that this is an active issue or are you hearing things after the fact when it is closed.  Ms. Menard stated that she meets with the ombudsman Ms. Spirito weekly and she also meets with Mr. Hevy, Mr. Walker and the ADON;  it is not broken up in those categories in the actual meetings.  She continued that she is surprised for the 42 days to the resolution because it  feels like it is resolved in the moment but there is ongoing issues, for instance, we have a  wife that is concerned about insurance billing and she has been informed the whole time but might be a little forgetful on the process.  Ms. Menard said she meet with her weekly and we address things as immediately as we can, and then Mr. Lazo gets the monthly report.  She continued that anything that is high level gets pushed right up to Ms. Gidarakos, Ms. Jones and Mr. Lazo. Trustee Collins wants to make sure there is active engagement with the team and with Ms. Spirito onsite you are not getting something as a report a month later because that does not help.  Trustee Collins appreciates the information and that you are having sit down discussions with Ms. Spirito weekly.  He continued that it is the categories and how you are going to address them, they can make certain observations and I know they are disappointed that the Canteen is open because the veterans may be down there eating some unhealthy food choices but that has been going on for a long time and they love their Canteen.  Ms. Menard added that at that age they  want their freedom of choice and Trustee Collins agreed.  Trustee Collins asked regarding one of the questions that he did not see a response to, it was an email from Mr. Engell asking some clarifying questions, he wanted to know a comparison with other regional statewide metrics.  Mr. Lazo asked if it is the question regarding metrics comparing us to other Soldiers’ Homes.  Trustee Collins added that Mr. Engell was copied on the original report, and you replied to Ms. Fenn asking the question as a basis of comparison and context would it be possible to see either regional or statewide metrics from your database.  Mr. Lazo stated that if she replied to him that he was not copied. Trustee Collins will email Mr. Engell to see if there was a response. 
Ms. Menard reported that the family advocacy meeting was continued updates of COVID restrictions.  She continued that the veteran advocacy meeting discussion was about laundry, dietary and question about restrictions.  She added that Dr. Dietzen will attend the next months meeting to explain enhanced barriers and droplet precautions. Ms. Menard shared that we were able to get some of the veterans to Walmart and how excited everyone was. Trustee Collins asked if there are any big plans, as we go into the Fall, for getting the veterans on trips outdoors or are we still in a holding pattern due to COVID.  Ms. Menard replied that we started with a Walmart trip and now that we have our recreation team up to date with wheelchair access for the vans, we are planning foliage trips. Mr. Lazo shared that the next outing is tour around the Quabbin Reservoir for site seeing and not a get out and walk around trip.
Trustee Collins discussed the Pinnacle report stating that we need to watch the trend and a lot of things dipped down this month as opposed to where we have been so we need to keep that in mind.  He continued that he went to trend lines and his observation on the trend lines is that every single thing is heading in upward direction, trending over the year, except for linen.  Trustee Collins stated that laundry is in a downward trajectory and asked Mr. Lazo if there is something going because it seems to get negative reviews.  Mr. Lazo replied that he has spoken with Mr. Lynch because he oversees the contract group and we have had conversations with the vendor and we are not seeing any results.  He continued that he would like to get additional examples of clothing that is discolored or damaged and this has not brought he response we  had hoped for. Mr. Lazo said he thinks it is time we show them some additional evidence and then work to break the contract and I think we need to find another vendor at this point.  Trustee Collins reported that when he looked at the trend lines for this month just to see where we are at because they are going to the nuances.  He continued that he does not know how significantly the blips are with dining services a little bit lower and cleanliness is a little lower and laundry is way low really with the trend heading in the wrong direction. Trustee Collins would like to see if you can cancel the contract and looking at the trend line for quality of food is going up.  Trustee Bigda asked Mr. Lazo if they are giving them another chance or are you just going to go ahead and try to find somebody because I know you have given them a couple of chances.  Mr. Lazo agrees with Trustee Bigda, it is time to find someone else he just wants to make sure he understands the contract language so we know what our escape ability is.  
Update The Soldiers’ Home in Holyoke Transition Plan 
Trustee Collins shared that the plan had lots of green.  He continued with stating he knew it was an issue, brought up in the Pearlstein Report, but everybody has gotten their evaluations and you are on a good path and you have this as part of the routine with everybody being evaluated that is employed with the Soldiers’ Home is that a true statement.  Mr. Lazo replied that it is a true statement and all FY21 EPRS’s are complete.  He continued that we are still wrapping up the FY22 phase of the EPRS’s.
Trustee Collins reported that the Administrator On-Call is all squared and is that working to your satisfaction.  Mr. Lazo reported that it still need some tweaks, we have to make sure the on call workload is adequately spread out amongst the staff.

Trustee Collins reported that for the EMR we are still waiting on items for that. 

Trustee Collins stated that item 54 the Waitlist Management Policy, which was done a while ago, are we were waiting for the Admission Policy to be squared but do you have a separate policy for Waitlist Management.  Mr. Lazo replied that he does not believe we have a policy because we go by time on the list so we just go to the next person and help them to develop paperwork.  He continued that once the paperwork completed then they are considered for admission.  Trustee Collins recalled it was an issue in the past and what are you memorialize in a memo so that you have a fact-based way to approach the waitlist for the sake of having something in case something comes up because we did have to face this issue when I first joined the board, He suggested if you formalize something you will would be better off.
Trustee Collins discussed the drills and elopement codes he had seen some of the fire drills in the past and maybe we put that on the agenda for November or December just to look at your drills so we can see they are taking place and see the evacuation times.

Trustee Collins remembered there was a push in December on CPR certification with massive due dates does everyone needs CPR at the same time or recertification through training activities through the year.  Mr. Lazo replied that right CPR is done on an annual basis and he believes one year form your certification, it  clarified that it is a 2 year period, we do have clumps that is when the sessions are offered.  Mr. Lazo reported that we have a new Nurse Educator on site started about two weeks ago and is looking at all the process and education will make necessary changes to ease that burden, so it is spread out for her staff. 
Trustee Collins reviewed item 101 in regard to volunteers are the volunteers back in the building.  Mr. Lazo replied that they have been back in the building since April.  He continued that they are very engaged in veteran activities, the walk around America which is a loop in the basement and they walk with veterans to make sure they are doing ok, it is great for veteran exercise and their socialization and we also have volunteers that will sit one on one and talk with veterans in their rooms.  Mr. Lazo shared that the Veteran Care Coordinator is Jessica Potito and she has done a really great job in reestablishing that program and I think the program is going very well.  Trustee Collins thanked Mr. Lazo for the update and believes we can put the Transition Plan to rest, he stated that the team did a great job addressing all those items.
Census Update  
Mr. Lazo updated the committee that unfortunately we do have open beds which means we had 3 veterans pass in rapid succession, so now we have 3 available beds.  Trustee Collins asked Mr. Lazo to remind him on the waiting last and how does that add up.  He continued if you have 3 openings and how do the numbers change in regard you got new applications for the month so if you had 10 to 63 that would be 73.  Mr. Lazo believes that is an error and that they will be having an Admission Team Meeting Thursday morning to look at the next set of veterans that are available to join us, there are some whose paperwork is in and they have been vetted by the committee so now that the beds are open, and housekeeping has prepared the rooms we should be able to admit very quickly.
New building update / Status
Trustee Collins said we can wait for next Payette unless Mr. Lazo has some changes.  Mr. Lazo replied that we are waiting to hear from the VA on approval of our Conditional Grant application.
New Business / Interest Items

Credential review of Camille Balestri and Gloria Krason

Trustee Collins these individuals were approved by the medical staff on August 11, 2022 at the Medical Staff meeting.  Trustee Collins reviewed with the team the credentialling packages and that everything looked great.  He continued that he was glad to see the National Practitioner Database sheet in there as that was picked up during your last audit.  Trustee Collins had no issues with the packages.  Motion was made to approve the credentialing by Trustee Bigda and seconded by Trustee Ostrander. No Discussion. The vote passes unanimously.
Policy Review 
NSG-126  EKG Completion and Review

Trustee Collins commented that he does not like to put people’s names in a policy and maybe they are the only ones who can interpret an EKG, this is his biased.  He suggested saying cardiologist or whoever the medical director appoints.  

NSG-127  Per Diem Policy – Nursing
Trustee Collins remembered that this was discussed last time and that he did not have any other questions.
MED-014 Credentialing
Trustee Collins said he saw there were items revised, number 5 the National Practitioner Database would be surveyed and that is awesome, it was picked up last time from Joint Commission.  He continued that the clinical privileges is more clear that those who are working within the scope of their license.  
Wrap up / Adjournment
Mr. Lazo shared with the committee make sure the committee is aware on September 9 we were accredit by the Joint Commission.  He continued with kudos to Ms. Jones, Ms. Lariviere, and their team.  He also gave kudos to Mr. Polwrek and the Facilities team. We had such a small number of findings in this survey that the corrective action plan sort of  put itself together. Mr. Lazo reported that one of the things we are working on is a Culture of Safety Survey that we just finished up and we are pulling the details together to find out what exactly that survey will tell us.  He continued that he thinks we will learn some good things from the staff and make some positive changes.
Motion by Trustee Ostrander and seconded by Trustee Bigda to adjourn at 7:07 pm.
Next meeting will October 25.
Kathleen Denner
Acting Secretary for the Board of Trustees
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The Commonwealth of Massachusetts
Soldiers’ Home in Holyoke
Policy and Procedure

Nursing

' Title: NSG-073 Pass, Veteran resident Leave of Abhsence

Effective Date: March 1989 Date Approved: March 2022

Date Last Reviewed/Revised: 11/2018, 03/2022, 07/2022

Approved By: Policy and Procedure Committee; Administration

L PURPOSE: To provide an outside pass or short leave of absence for veteran residents.

IL POLICY: Every veteran resident, not under a guardianship, has a right to go out on pass from the
facility unless a Licensed Independent Provider has proscribed otherwise. The Sign-out-Log must be
completed by the veteran resident or person accepting responsibility for the veteran resident.

II1. SCOPE:; All veteran residents.

IV. DEFINITIONS: None.

V. RESPONSIBILITIES:

+ Soldiers’ Home in Holyoke Employees
* Veteran Residents

VI. PROCEDURE:

2.1 Veteran residents in long-term care may be granted a pass from the facility for a day, overnight or a
weekend, provided that:

2.1.1  Pass does not extend 96 hours. In the event pass exceeds 96 hours, the bed-hold policy must
be provided.

2.12  Such a pass would not be detrimental to the health of the veteran resident.

2.13  Appropriate provisions for the care of the veteran resident while away from the facility are
satisfactory and are readily available. A veteran resident on pass, who needs acute care
services, should seek attention at the nearest hospital. Arrangements will be made to admit the
veteran resident back to the SHH when able.





2.2

2.3

2.4

2.5

2.1.4 A responsible person assumes complete responsibility and liability for the veteran resident
while away from the facility, including insuring that medications are available and taken as
prescribed, and treatment modalities available.

2.1.5  The sign-out-log for pass is a part of the veteran resident's record.

A veteran resident desiring a pass must first request a pass from the nurse in charge of the Veteran

Care Center.

2.2.1  The Attending Physician may determine that the veteran resident's physical condition is so
unfavorable that in his/her opinion a pass is contrary to the veteran resident’s medical welfare.
In such instance the medical record will so note.

2.2.2  The nurse, along with Sccial Services, may provide assistance to the veteran resident or
responsible person concerning elements of the veteran resident’s care.

2.2.3  The veteran resident's name, SHH #, time leaving for pass and proposed time of return shall be
documented in the nurses note.

224  Nursing personnel shall make the responsible person aware that he/she accepts
full responsibility of the veteran resident while out of the Soldiers' Home.

2.2.5  Any veteran resident who is out on pass, which pass is expected to last for at least twenty-four
(24) hours will receive a copy of the Ten-Day Bed-hold Policy. Said copy will be provided by
the Care Center where the veteran resident resides. Said veteran resident will be listed on the
census as “out on pass”. It is the responsibility of the Nursing Department to notify the
Admissions Department when a veteran resident is “out on pass” and when the veteran
resident returns.

2.2.6  Any veteran resident “out on pass” for at least twenty-four (24) hours will be listed on the
census as “out on pass” and also on the twenty-four (24) hour report. Any veteran resident
“out on pass” for a period of time expected to last less than twenty-four (24) hours will be
fisted on the twenty-four (24) hour report.

The AUTHORIZATION FOR RELEASE Sign out log must be completed at the time of each pass.
2.3.1  The veteran resident or a responsible person must complete the form with his/her
signature, destination, date, and time.
2.3.2  Nursing personnel signing veteran resident out will initial the sign out log in
appropriate area.
2.33  Any veteran resident who daily goes on pass with the same responsible person with a similar
routine, may execute a sign-out log on a weekly basis, indicating the general routine of the
veteran resident.
2.3.3.1  The veteran resident and responsible party shall execute a sign-out on Monday or
the first day out in the week and a sign-in on the last effective day of that week
(Friday, Saturday, or Sunday.)

2.3.3.2  The ordinary criteria for pass shall be reviewed by the doctor/nurse on a regular
basis to evaluate the veteran resident to see if any restrictions on pass may be
appropriate.

2333 Ifan overnight is anticipated, the standard sign-out log shall be executed with
appropriate information provided.

The nurse will give special instructions both to the veteran resident and the individual who is assuming
responsibility for the veteran resident for care while away from the facility.

Furnish the veteran resident or the person assuming responsibility for his or her care with the
necessary prescriptions for medications needed along with verbal instructions
concerning any medications and/or treatment to be done while the veteran resident is on pass.





2.5.1 Inthe event a veteran resident routinely leaves on pass for short periods, which may require
the use of a PRN (as needed) medication such as nitroglycerin, an inhaler, a pain medication
etc., the nurse will ensure the responsible party has the medication and has indicated he/she
understands the provided instructions.

2.52 In the event the responsible party does not have the prescription in his/her possession, the
nurse may request the Pharmacy provide the medication, for that leave only, if the
Pharmacy services are available at that time.

2,53  Ifthe Pharmacy is not open, the responsible party may still take the veteran resident
on pass. The responsible party’s signature on the Pass Log indicates the
responsibility has been assumed by the person taking the veteran resident from the
Soldiers’ Home in Holycke after pass instructions has been provided by the
Nurse and that the party is undetstanding of these instructions,

2.6  Staff will have the veteran resident properly ready at the appointed time of leaving and provide
adequate transportation or assistance for the veteran resident to the outside door of the facility.

2.7  When the veteran resident returns from pass, the staff on the care center will assess the veteran
resident.
2.7.1 Responsible party shall sign the veteran resident in, completing the date and time back and
document any adverse condition of the veteran resident on return from pass on the nurse’s
note. Staff will initial veteran resident return on sign out log.

2.8  Ifthe veteran resident is not returned to the care center at the appointed time the Nursing
Supervisor will notify the Director of Operations, Medical Director, and Social Services
as soon as possible.

2.9 A veteran resident deciding upon pass against the advice of the attending physician will be
handled as a discharge against the advice of the facility and the physicians, (AMA).

VII. REFERENCES: None.

VUL ATTACHMENTS: None,

Agency Head: 7//( MZMAD? Date: 7// 90// A2

Department Head: Date:
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The Commonwealth of Massachusetis
Soldiers' Home in Holyoke
Policy and Procedure
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Title: NS G-079 Restraint

Effective Date: 06/1889 Date Approved. February 2021

Date Last Reviewed/Revised: 02/2019; 2/2021, 07/2022

Approved By: Policy & Procedure Committee; Administration

1. PURPOSE: To ensure the Veterans’ right to be free from any chemical or physical restraints for the
purposes of discipline or convenience and not required to treat the Veteran’s medical symptoms. (42 CFR
483.10 (e} (1) and 483.12)

II. POLICY: Physical restraints are used only after assessment by the Interdisciplinary Team (IDC),
when alternatives to restraints have been determined to be ineffective by the IDC members and when
absolutely necessary to ensure the safety of the Veteran or others. Seclusion is never used by the Soldiers’
Home, unless being used as a means to provide isolation due to infection control issues. Chemical
restraints are not used by the Soldiers’ Home. Alternatives to the use of restraints will be documented in
the medical record. Veterans or their surrogate decision-makers are permitted to refuse restraints. The use
of restraint is not based solely on a request from the Veteran’s surrogate decision maker.

I, SCOPE: This applied to all restraints prescribed at SHH.
IV. DEFINITIONS:

i. Physical Restraint: any manual method or physical or mechanical device, material, or equipment
attached or adjacent to the Veteran’s body that the individual cannot remove easily which restricts
freedom of movement or normal access to one’s body. (SOM manual appendix PP)

Physical restraints include, but are not limited to, leg restraints, arm restraints, hand mitts, soft ties or
vests, lap cushions, and lap trays the Veteran cannot remove easily. Also included as restraints are
facility practices that meet the definition of restraint, such as:

¢ Using side rails that keep a Veteran from voluntarily getting out of bed;

» Tucking in a sheet, fabric, or clothing tightly so that a Veteran’s movement is restricted;

¢ Using devices in conjunction with a chair, such as trays or tables, that the Veteran cannot move
easily, that prevent the Veteran from rising;

e Placing a Veteran in a chair that prevents a Veteran from rising;

¢ Placing a chair or bed so close to a wall that the wall prevents the Veteran from rising out of the
chair or bed.

2. Chemical Restraint: any drug that is used for discipline or convenience and not required to treat
medical symptoms.






3. Discipline: any action taken by the facility for the purpose of punishing or penalizing Veterans.

4. Convenience: any action taken by the facility to control a Veteran’s behavior or manage a Veteran’s
behavior with a lesser amount of effort by the facility and not in the Veteran’s best interest.

5. Freedom of movement: any change in place or position for the body or any part of the body that the
person is physically able to control.

6. Manual method: to hold or limit a Veteran’s voluntary movement by using body contact as a method of
physical restraint.

7. Medical symptom: an indication or characteristic of a physical or psychological condition.

8. Removed easily: can be removed intentionally by the Veteran in the same manner as it was applied by
staff.

9. Position change alarms: alerting devices intended to monitor a Veteran’s movement. The devices emit
an audible signal when the Veteran moves in certain ways. These include chair and bed sensor pads,
bedside alarmed mats, alarms clipped to the Veteran’s clothing, seatbelt alarms and infrared beam motion

detectors. They do not include alarms intended to monitor unsafe wandering such as door or elevator
alarms. '

Y. RESPONSIBILITIES:
Interdisciplinary Team Members include, but are not limited to:
Medical Providers (MD/NP)
Registered Nurses (RN)
Licensed Practical Nurses (LPN}
Physical Therapists (PT)
Occupational Therapists (OT)
Licensed Social Workers (LSW)

Veteran/Veterans family- when needing a physical restraint

V1. PROCEDURE:

1. Interdisciplinary team will assess the Veteran for medical symptoms, change in room, need for
change in activities, vision, proper footwear, need for rehab evaluation prior to any restraint being
applied.

2. A medical provider order is required for physical restraints once the team determines that the use of a
restraint is the appropriate course of action,

a, Standing orders, “PRN” or “as needed” orders are not allowed.

b. An order for a physical restraint must include the type of restraint, the purpose for the
restraint and the time limitations for the restraint. Unless a time limit is specifically
ordered all physical restraints will be released every two hours and as needed,

¢. The least restrictive physical restraint for the least amount of time will be ordered.

d. The medical provider must re-order continued use of the restraints every 30 days.

3. Except in emergent situations, a Restraint Device/Alarm Need Assessment (NUR-155) wili be
completed before any physical restraint is applied. Emergent situations are defined as those situations

2






when there is a real and immediate danger to the Veteran or others and when alternative methods
have failed.

4. The licensed nurse should initiate restrain documentation based on the type of restrain selected.

a. Bed or chair alarm should be added to the Care Plan, the Care Card as well as the TAR. It
should be checked for proper functioning and signed each shift by the licensed nurse.

b. Table top, seat belt or other physical restraint should be added to the Care Plan, the Care
Card, the TAR and a Restraint Release form will be put into the Certified Nursing
Assistant (CN.A.) Flow sheet binder. The heading information, which includes the
reason for the restraint, will be completed by an RN or LPN. The licensed nurse will
check proper placement and functioning and sign each shift. The CNA will utilize the
restraint release form at least every two hours or as ordered.

The Interdisciplinary Team will review the findings from the Restraint/Alarm Need Assessment.

6. A discussion will follow with the Veteran and the Veteran’s family, about the need for a restraint,
and documented in the medical record. Consent for the device will be obtained (NUR-152)

7. The Restraint/Alarm need form is put into the medical record, under the Assessment section and is
completed by the nurse quarterly, annually, and with any significant changes.

8. The restraint order will be added to the care plan and the care card. This will include the information
about type of restraint, the purpose for the restraint and the time limitations for the restraint.

. All restraint reduction interventions must be clearly documented on the care plan.

10. When the restraint is released, af least every two hours, the skin will be observed to ensure that the
skin is intact and some intervention or activity will be performed i.e. toileting, repositioning, etc.
This information is documented on the Restraint Release form (NUR-182). Ifthe restraint is not in
use, this must be reflected on the Restraint Release form using a code in the restraint removal code
section.

11. A nurse will be notified immediately if there are changes in the skin integrity if any other negative
effects are noted.

12. The nursing supervisor will be also be notified immediately if any negative outcome is noted from the
restraint. The nursing supervisor will notify the DON/ADON as indicated.

13. Any injury related to the use of a physical restraint will be subject to a root cause analysis. The
results will be distributed to regulatory and or licensing agencies as indicated.

W

VII. REFERENCES:

Centers for Medicare & Medicaid Services. (2017). Long term care facility resident
assessment instrument 3.0 users’ manual: Version 1.15. Retrieved from
htips://downloads.cms.gov/files/MDS-30-RAl-Manuval-v1 15-October-2017,pdf

VIIIL. ATTACHMENTS:
Restraint Consent (NUR-152)
Restraint Assessment (NUR-155)
Restraint Release Record

Agency Head: ?/V/ ;ﬂél@@/ %ﬁ Date: 7/ / { ?’/ ivd

Department Head: Date:






Restraint Consent

We have discussed the risks and benefits of using a restraint with you or your health care agent, A restraint is any device or
material which is attached to or adjacent to a person's body that cannot easily be removed and resiricts one's freedom of
movement or normal access to one's body. 1tis our policy to use the least restrictive device. We will monitor your or the
Veteran's status and adjust care as necessary. An assessment was completed on . We will review the
use of the device at least quarterly and reduce/discontinue its use as indicated.

The negative consequences of a restraint have been explained and you or your health agent acknowledges understanding of
the negative consequences of restraint use, which include:

Increased risk for skin breakdown

Increased risk of incontinence

Risk of increased agitation

Risk of sense of feeling trapped

Risk for decreased socialization

Risk of loss of abifity to transfer and ambulate
7. Risk of entrapment in bed rail

We have tried the following before utilizing the restraint: o rehab o ambulation program o room change

0 pain assessment and management o lighting in room checked o accommodation of customary routine schedule

o medical work-up { blood sugar checks, lab work, other) o medication review and changes as indicated o use of alternate seating

o alternate cushions o wheelchair adjustment o scheduled naps r scheduled acflvities 1 assessed foolwear

o glasses/vision assessed o you have requested the bedrails o other(s)

G n o ho

You have demonstrated the following medical symptoms or considerations:

a1 poer frunk control o sacral sitting o upper/lower body contractures o peor sitting balance © non-weight bearing

o1 movement disorder o forward posture in chair o unaware of environment o need for positiening device when in bed
o ner-purposeful or random movemesnt

We recommend a;  osealbell  oalarmed seatbell  clapbuddy oirayfable c%bedral o auditory alert of unsafe movement

To be used: nwhenoutofbed cwheninbed o at scheduled times o olher

The restraint will be released when: watmeals o for reposilicning @ when recaiving personal care

This is considered: oarestraint oansenabler o apositioning device o placed at Veferan request o position change alarm

We believe this is necessary because: o it achieves proper positioning in chair o alternatives listed above have failed
o facfiitates mobility in bed

| DO consent to the use of recommended above. | understand that | have the right to revoke this
consent at any time,
| DO NOT consent fo the use of recommended above and | understand the related liabilities. These

include falls with major injury including a fracture and head injury and premature death from these injuries.

Talephone consent obtained by 2 Staff Members:

Signature 1 Date Signature 2 Date
Signature: (Veteran ___ or HCP } Date:
Witness:






NUR-152 07/2017, 10/2017, 01/2018

WALTAR

[soldiers’ Home in Holyoke

Restraint Device/Alarm Need Assessment

Befare initiating a rastraint or alarm, please complete the following:

1. What are the medical symptoms to he treated by device?

O Pein [0 Movement disorder

1 Upperfiower body contractures O Sacral sitting

00 Forward posture when sitfing/ paor trunk I Poor sitting balance

control

1 Other
2. Other medical conslderaticns:

O Diabetic 0 Non-weight bearing

8 Poorvision O WNon-purposeful movements

{1 Unaware of environment {1 Lack of safety awarenass
3. Have staff tried the folowing?

0 New wheelchair cushlon £ Change in room

O Therapy consult O Hetter tighting

[0 Wheelchair adjustmant O Medical work-up

O Sscheduled naps £}  Increase in activities

0 Eye exam 0O Ambulation program

O New foobwear 0  Medication reviaw

[ Pain assessment and management 3 Accommeodation of schedule
4, After trialing the intarventions noted above, discuss with physiclan and team.

If no Improvement, discuss the feast restrictive device needed.
Device to be used; ] seathelt 3 traytable 0O alarm [ other

Obtain physician order and veteran or HCP consent {(NUR-152}.

Suramary:

Signatura

Date

Please complete assessment on other side quarterly and with any change in condition.

MUR-155 11/2017, 01/2018






Pleasa complete assessment quarterly and with any change in condition.

DATE / / / / / / / /

Is ri.astraintfalarm still being vyesld NolO YesE1  Nel YesOO NoO vesD NoD
utilized?
Symptoms being addressed by
rastraintfalarm: (document in
column)
Is the veteran still displaying YesOO NoO Yes3 NoO vesD NoDO YesOO No Bl
thesa symptoms?
Isa trial redu-ctlc_m of the ves[d  Noll Yes[l]  Noll Yesid No3 yesOO NeoO
alarm/restraint indicated?
Date of trial reduction:

? R ! ;o I
Is the veteran/HCP st in YesO Nold yasEd Nokl Yesid No[O | vesDD wNoD

agreement with the plan in
placa?






Signature:

MUR-155 11/2047, 012018






RESTRAINT RELEASE REOORD

 Directions: Document the.dlagnosts for the restraint usage circle the restralnt |
avallabia Flli in ‘the blank spaces pet facfllty pollcy i D

PLEASE NOTE: Restrained IndEviduals must be checked at [east every 30 mlnutes
In addition, restraints must be refeased for the purpose of exerclse, tolleting, etc. at least every two hours,

DIAGNOSIS FOR RESTRAINT RESTRAINT ORDERED (Circle) REMOVAL REASON CODES

Walst Pelvic  Sideralls |A-Supehvised meals F~ ___hrs. with periodic evaluation
Wrlst Balt 2Full | B-Supervised group activities | G- Total efimination of restraint
GeriChalr  Vest 3l | G-Care provided by GNA H-
Ankle D-~Ong-to-one with volunteer I~

E-One-to-one with soclal worker | J~

: RELEASE EVERY TOTAL HOURS

WHEN HESTRAINED RELEASED PER SHIFT COMMENTS/
T PERSONAL CARE AND REASONS (USE RESIDENT'S RESPONSE
REASON CODES ABOVE) ) {Negative or Positive)

Mordh Yoar . : 1 ra 117 | 73

INITIAL SIGNATURE/TITLE INITIAL SIGNATURE/TITLE INITIAL m

Additional Comments/Summary:

NAME-Laat Flrat Middie Attending Physician Record Mo, Room/Bed

CFS 3-JHH Rov. 8/10 © 1992 BRIGGS, Dos Molnes, tA (800) 247-2343 BRiGGsHeaIthcare. RESTRAINT RELEASE RECORD

Unautherized copying or use violales copyright law. www.BriggsCorp.oom PARTES INAS.A
T} Conllnued on Revarse






R cl
PLEASE NOTE: Restrained Individuals must be checked at least every 30 minutes. .

In addition, restraints must be released for the purpose of exercise, toileting, etc. at least every two hours.
DIAGNOS!IS FOR RESTRAINT RESTRAINT ORBERED (Circle) REMOVAL REASON CODES )
Waist Pelvic  Siderails F-~ ___hrs. with petlodic evaluation

Wrist Beit 2 Fuil G-Total ellmlnation of restraint

1 Full
Qerl Chair  Vest 2 Half

1 Haif

A-Supervised meals
B-Supervised group activities
C-Care provided by CNA

D-One-to-cne with volunteer

RELEASE EVERY TOTAL HOURS
WHEN AESTRAINED TWO HOURS FOR RELEASED PER SHIFT COMMENTS/
_ AND REASONS (USE RESIDENT'S RESPONSE
REASON CODES ABOVE) (Negative or Positive)
-7 a1t

AL|  SIGNATURE/TITLE | INITIAL SIGNATURE/TITLE '

SIGNATURE/TITLE

Addlitional Comments/Summary:

MNAME-Laat Flrst Middle Attending Physiclan Racord No. Aoom/Bed

RESTRAINT RELEASE RECORD BRiIGGS Healthcare'
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The Commonwealth of Massachusetts
Soldiers’ Home in Holyoke
Policy and Procedure

Nursing

Title: NSG-058 Intravenous Therapy Policy

Effective Date: 07/2012 Date Approved: July 2022

Date Last Reviewed/Revised: 11/2018, 07/2022

Approved By: Policy and Procedure Committee; Administration

1. PURPOSE: To establish guidelines for the role of the nurse in safe and aseptic insertion of Peripherally
Inserted Venous Catheters (PIVC) as well as the initiation, administration, and maintenance of

intravenous therapy (IV) via PIVC and Peripherally Inserted Central Catheters (PICC) within Soldiers’
Home in Holyoke (SHH).

IL POLICY: Initiation of IV therapy, care and management of peripheral lines, central lines, and
implantable ports; and medication administration must follow the specific IV Therapy policies
and procedures found in the SHH Nursing Policy and Procedure Manual. Nurses performing IV
therapy will demonstrate competency, adhere to state nurse practice guidelines, and follow

organizational policies and procedures. See Medical Staff Rules and Regulations for a list of
approved solutions and medications

IIL, SCOPE: All Licensed Practical Nurses (LPN), Registered Nurses (RN), Clinical Nursing Instructor,
and Clinical Nurse Educator,

IV. DEFINITIONS:

Nurse: Licensed Practical Nurse (LPN) or Registered Nurse (RN) currently licensed in the state
of Massachusetts, who is legally authorized to practice nursing.

V. RESPONSIBILITIES:

A. Nurse:
1. Al Nurses who perform IV Therapy are responsible to maintain a current level of
knowledge.

2, The Nurse has the responsibility to question the administration of any specific IV
medication, when he/she has any doubt about the order.






B.

3. Licensed Practical Nurse:

e Must adhere to the LPN Scope of Practice and may administer IV Therapy as
outlined in the SHH Nursing Policy and Procedure Manual, with the following
exceptions:

o LPNs are not allowed to do the following:

a. Administer IV medication directly (IV push/bolus) other than saline
or heparin for the purpose of flushing.

b. Provide any care or management to central lines or implantable
ports. (LPNs may manage Midlines after demonstrating proper
technique)

4. Registered Nurse:

e Must adhere to the RN Scope of Practice and may administer IV Therapy as outlined

in the SHH Nursing Policy and Procedure Manual
Clinical Nurse Educator/Instructor:

e  Obtain documentation of mitial training and skills validation

* Maintain documentation of initial and updated training in each nurses’ file within the
Staff Development office.

s  Skills verification will be documented at least annually.

VL. PROCEDURE:

A.
B.
C.

™

S

=

A provider order for initiation of IV Therapy which must contain the following information:
Information from provider order will be documented on the IV order sheet.

An infusion containing additives or an infusion ordered at a specific rate shall be
administered via an infusion pump. A Keep Vein Open (KVO) order is not acceptable — a
rate of infusion is required.

Follow the nursing procedures outlined in the Nursing Reference Center Plus as directed by
policy NUR -111 including:

Peripheral IV (P1V) Catheter: Over-the-Needle Catheter Insertion,

IV Administration Set: Priming,

Peripheral IV (PIV) Tubing Change: Performing,

Needleless Connectors: Changing,

Administration of Medication — Administering via Saline Lock,

Peripheral IV (PIV) Dressing: Changing on an Adult

Peripherally Inserted Central Catheter (PICC) Care: Performing

Implanted Venous Access Port: Flushing

Midline Catheters: Providing Care for the Patient with

10 Central Venous Catheters: Troubleshooting

Notify provider of any adverse redness swelling pain at insertion site.

Peripheral catheter shall be removed if warmth, tenderness, erythema are visible at insertion
site.

Document procedure in nurses’ notes and IV flow sheet. Document the date and time,
number of venipuncture attempts, length and gauge of catheter, and site of insertion.
Documentation will be noted on the IV treatment sheet to also include the Veteran’s response
to the procedure, signature and title of nurse recording the data. ‘
The oncoming and off going Nurse will reconcile total amount infused at change of shift for
any [V fluids/medications actively being administered.

Sl U ol A





VIL REFERENCES:

Nursing Reference Center Plus, Accessed July 18, 2022
YII. ATTACHMIINTS:

Peripherally Inserted Catheter Order Sheet

Central and Midline Catheter Order Sheet

, " .
Agency Head: 7M %M 234&\ Date: ’7’/ 2 "7/ J2

Department Head: Date:
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The Commonwealth of Massachusetis
Soldiers’ Home in Holyoke
Policy and Procedure

Nursing

Title: NSG-072 Pain Assessment & Management

Effective Date: 12/2000 | Date Approved: 10/2020

Date Last Reviewed/Revised: 11/2018, 07/2022

Approved By: Policy & Procedure Committee and Administration

L. PURPOSE: To promote comfort, quality of life, and optimum well-being, by accurately
assessing and appropriately managing the Veteran for pain.

II. POLICY: The veteran’s perception of pain-using a referenced pain scale shall be the
primary measure of pain intensity. If an alternate pain scale is used; record it in the vet’s medical
record.

1I1. SCOPE:

All Veterans admitted to the Soldiers” Home in Holyoke
Physicians (MD)

Advanced Practitioners (AP)

Registered Nurses (RN)

Licensed Practical Nurses (LPN)

Certified Nursing Assistant (CNA)

IV. DEFINITIONS:

Pain: Pain is very subjective; pain is whatever the person says it is and exists whenever he or
she says it does (CMS, 2015). An unpleasant sensory and emotional experience associated
with actual or potential tissue damage, or described in terms of such damage (ISAP, 2019).

Pain Scale: A method of quantifying pain through Veteran query or, in the case of cognitively
impaired individuals, through systematic evaluation of behaviors and affect. The following
pain scales are recognized:
1. Numeric Pain Intensity Scale (0-10) — for alert and oriented veterans who can
communicate their pain verbally.
2. Facial Expression Scale {Faces) — for alert and oriented Veterans as an alternate
scale to utilize.
3. Pain Assessment in Advanced Dementia (PAINAD) Scale.
4. Face-Legs-Activity-Cry-Consolability (FLACC) Scale-For veterans who cannot






express their pain verbally.

Pain Screening: the determination of whether pain is present or not; if the patient is experiencing
pain, the screen is “positive”, and a follow-up pain assessment is warranted. Pain screening
involves one of the following:
1. Asking Veterans who are conscious and can self-advocate, “Are you having any
pain?”
2. Evaluating Veterans who are non-verbal or cognitively impaired for behaviors,
expressions and utterances associated with pain.
Levels of Pain
1. Mild pain-Score 1-3 All Pain Scales referenced
2. Moderate Pain 4-6 All Pain Scales referenced
3. Severe Pain 7-10 All Pain Scales referenced

V. RESPONSIBILITIES:

Physicians / Advanced Practice Practitioners

1. Oversee plan of care for pain for all Veterans who are in pain on admission and for
those whom pain can be anticipated because of invasive procedures, surgeries, or
disease pathology.

2. Educate the Veteran about the pain management plan selected, and when
appropriate, include the Veteran and family in pain management decisions.

3. Prescribe pain medications to meet the Veteran’s needs using doses, routes, and
agents that maximize comfort and minimize undesired side effects.

4. Evaluate the effectiveness of the pain management plan, and adjust/change
interventions PRN.

RN/LPN
1. RN to perform the initial admission pain assessment.
2. Communicate pertinent data to MDs/APs and appropriate care partners (ie:PT/OT).
3. Provide Veteran and family education.
4. Initiate appropriate non-pharmacological comfort measures.
5. Implement orders for pharmacological modalities.
6. Document, using the Pain Flow Sheet, any intervention for pain, to include Scheduled

& PRN medications, as well as Non-Pharmacological interventions. For PRN’s the
nurse will initial on the front of the MAR, and on the back page: “See Pain Flow
Sheet” should be written; for Scheduled meds initial the MAR and document on the
Pain Flow Sheet.

7. Follow prescribed parameters for pain medications.

8. Notify the Physician/NP if pain management plan is ineffective.






CNA

Report to the licensed nurse immediately any Veteran who complains of or has signs or
symptoms of pain during care, {guarding, withdrawing from touch, grimacing, moaning,
crying), or c/o new onset pain.

Complete a “Stop and Watch” form to document the veterans change in condition.

VL PROCEDURE:

On admission:

1.

An Initial/Annual Pain Assessment (see attached) is completed by an RN to establish
if a veteran has a positive pain screen and the nature.

Reassessment;

1.

Whenever the veteran has a positive screen and/or reports that their pain is not being
managed according to his‘her expectations. Ongoing pain assessment generally includes:
intensity using a pain scale or nonverbal indicators of pain, location, description,
acceptable comfort level and aggravating factors.

Veterans who cannot communicate should be assessed through subjective observation of
pain-related behaviors, (restless movement/anxiety, recoiling from touch, guarding, facial
grimacing, vocalization as a result of contact and/or positioning), and/or physiologic
indicators, (tachycardia, elevated blood pressure, increased respiratory rate).

Pain is identified, assessed, and reassessed through the Minimal Data Set (MDS) process
and an Initial/Annual Pain Assessment will be completed on admission, weekly, (using
the “Pain Flow Sheet”, quarterly, annually, with significant change in status; and upon
readmission PRN,

Reassessment in admitted Veterans will be captured using the Pain Flow Sheet (see
attached) and on the MDS with a Significant Change in status.

a. The presence and intensity of pain (using a scale) is reassessed, if warranted by
patient condition. Additionally, reassessment occurs:

i. after any pain-producing event (e.g., following surgery).
ii. with any new report of pain.
iii. after each intervention for pain, both pharmacological (Scheduled and
PRN), as well as nonpharmacological; within 60 minutes using the “Pain
Flow Sheet”.

b. Evaluation of the Veteran’s response to the pain management plan occurs with
every intervention; this evaluation considers pain scores, medication usage and
whether veteran’s goal of pain reduction was met. The pain management plan
should be reviewed with the attending Physician/NP if expected progress is
hindered by pain or if the Veteran reports that his/her pain is not being managed
according to his/her expectations.






VII. REFERENCES:
Centers for Medicaid/Medicare Services. (2015). RAI Version 3.0 Manual.
I[nternational Association for the Study of Pain (ISAP) (2019).

VIIL ATTACHMENTS:

a) Initial/Annual Pain Assessment.
b) Pain Flow Sheet.

Agency Head: (/'//l/( Lﬁdﬂw f&? Date: 7 j 1(’,/ 22

Department Head: Date:
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The Commonwealth of Massachusetts
Soldiers’ Home in Holyoke
Policy and Procedure

Soidiers’ Home of Holyoke

Title: 1P-063 Allowing Non-Essential Personnel into Facility

Effective Date: June 2021 Date Approved: March 2022

Date Last Reviewed/Revised: 9/3/21, 12/3/21, 3/22/22, 07/2022

Approved By: Policy and Procedure Committee; Administration

L. PURPOSE: To provide guidance on allowing non-essential personnel to enter facility.

II. POLICY: To ensure the Soldiers” Home of Holyoke (SHH) allows non-essential personnel

to enter the facility, provided that the facility meets the necessary safety, care and infection
control measures.

HI. SCOPE:

All non-essential personnel who may enter SHH.

1V. DEFINITIONS:

Non-essential personnel include, but are not limited to, the following individuals: barbers, hair
stylists, volunteers, contractors and vendors performing maintenance or construction work within

the facility, surveyors from accrediting organizations, job applicants and individuals working in
facility gift shops.

Up to Date (UTD) — The individual has received all doses in the primary series and all boosters
recommended for them, when eligible.

SHH — Soldiers’ Home Holyoke

V. RESPONSIBILITIES:

¢ Occupational Health
e Infection Prevention and Control





V1. PROCEDURE:

L.

SHH requires all non-essential personnel to be up to date against COVID-19. Non-
essential staff are required to provide proof of vaccination status, A one-time
contractot/vendor is not required to show proof of vaccination.

SHH will screen all non-essential personnel before they enter the facility. SHH will not
permit any individuals with symptoms of COVID-19 infection (e.g., cough, shortness of
breath, sore throat, headache, muscle aches, body aches, nausea,, vomiting, diarrhea,
fatigue, nasal congestion, runny nose, chills or new onset of loss of loss of taste or smell)
or exposure to an individual with COVID-19 infection in the prior 10 days, to enter.

SHH will perform rapid point of care testing of non-essential personnel prior to entry
using the BinaxNow tests. Non-essential personnel included in weekly surveillance
testing do not require a BinaxNow on each entry to facility. If the results are positive,
those who test positive should be treated as a positive COVID-19 case, be denied entry
into the facility, and encouraged to contact their healthcare provider.

When providing services in SHH, non-essential personnel must follow safety, care and
infection control measures for any service they are providing in the facility, including but
not limited to, wearing necessary PPE, maintaining social distancing between residents,
hygiene protocols, staffing and operations, and cleaning and disinfection.

The following conditions shall apply:

» SHH has adequate supplies of personal protective equipment and essential
cleaning and disinfection supplies to care for residents;

s SHH is not under a contingency staffing plan;

¢ Non-essential personnel compliance with the facility’s current surveillance testing
strategy;

e SHH screens all non-essential personnel for COVID-19 symptoms and exposure
to others with suspected or confirmed COVID-19 infection before they enter the
facility. The facility must not permit any individuals with symptoms or exposure
of COVID-19 infection to enter, ‘

¢ Non-essential personnel must wear a face mask for the duration of their time in
the facility and don any other appropriate personal protective equipment,

e Non-essential personnel are not permitted to enter spaces or rooms designated by
the facility for caring for COVID-19 positive residents.

VII. REFERENCES:

Executive Office of Health and Human Services, Department of Public Health Memorandum,
Updates to Visitation Conditions, Communal Dining and Congregate Activities in Long-Term
Care Facilities, January 25, 2022.

Memorandum, BinaxNOW Rapid Point of Care COVID-19 Testing for Long-Term Care (LTC)
Facilities, August 4, 2021,






VIII. ATTACHMENTS: None

Agency Head: / Z( ng‘ﬁé/ ;04 Date: 7%’ ‘?;/ D22

Department Head: Date:







