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SAINTN@JOSEPH
Regional Medical Center

Organizational Integrity Program

As a member

of the Medical Staff of Saint Joseph Regional Medical Center, Inc. (“SJRMC”), you serve as a trusted
partner in the delivery of health care services to the communities we serve. Our relationship is built upon
mutual integrity and respect. SJRMC has implemented an Organizational Integrity Program (“OIP”) to
ensure our mission is fulfilled in a manner consistent with STRMC’s values and all applicable legal, ethical

and professional standards.

This brochure will acquaint you with the beliefs, values and mission of SJRMC which serve as a
foundation for the OIP. This brochure will also introduce you to certain aspects of the OIP, such as the
Standards of Conduct, which have particular application to our relationship with you as a member of our

devoted Medical Staff.

If you have.any questions regarding this information, please contact STRMC’s Organizational Integrity

.- Officer, Robert Sink at (574) 335-4654.

Our Beliefs

SJRMC represents a community of persons supporting right relationships to advance our healing mission.
-Integrity is another word for right relationships. Integrity fosters healthy relationships with those whom we

serve, with ourselves as caregivers, and with the resources with which we are entrusted.

The OIP is an essential way that SJRMC promotes and seeks to ensure integrity — right relationships. -
Ethical, professional and legal behaviors are not only consistent with the mission of STRMC, but also
essential to the fulfillment of our mission. When we fulfill our ethical, professwnal and legal obligations,

we foster the mission of SJRMC.

To put it briefly, SIRMC, the mission statement, and the core values all concern the right relationships and

integrity.

Orgamzatlonal Integrity Program (“OIP”) “Doing the right thing”

Doing the right things for the right reasons means acting in a manner consistent with our ethical,
professional and legal obligations. SJRMC’s OIP has been designed to provide guidelines, education and
tools to assist our employees and others who serve in partnership with us in “doing the right things.” This
includes assisting you in better understanding your responsibilities as a member of the Medical Staff of

SJRMC.

The OIP is not concerned only with laws and regulations, but also emphasizes the responsible conduct of
individuals and the organization. Basic principles such as treating others with respect and dlgnlty, obeying
the law and telling the truth, using good judgment, maintaining high ethical standards, and raising concerns

when appropriate are the foundation upon which SJRMC’s OIP is based.

SJRMC’s Organizational Integrity Officer, Robert Sink., is a member of the senior management team. Mr.
- Sink is responsible for the development and operation of the OIP within SJRMC. You can contact Mr.

Sink at (574) 335-4654.

Standards of Conduct

The Standards of Conduct provide guidance to assist our employees and others who serve in partnershlp
with us in fulfilling their ethical, professional and legal responsibilities. Several areas addressed in the
Standards of Conduct have particular applicability to you as a member of the Medical Staff of SJRMC..



Fraud and Abuse

It is the policy of SJRMC to comply in all respects with Medicare and Medicaid laws and regulations.
These laws and regulations also are applicable to you and your practice. You should be aware that: -

The offer or exchange of money, goods,, services, below-market rates or any other thing in return
for referral of patients to a healthcare provider is prohibited;

The same law also prohibits enticing patients or other customers to use or purchase an item or
service that is paid for by Medicare or Medicaid by offering something of value to them (no matter
how small the value may be).

Medicare laws and regulations prohibit the submission of inaccurate or misleading claims to any
government or third-party payer. This includes claims for services not provided, claims that
represent services differently than the service actually provided, or claims that do not meet other
program requirements; and :

Patient records, on which claims submitted are based, must be complete and accurate, and
conform to accepted professional standards for the maintenance of such records.

Tax Matters
SJRMC is organized and operated exclusively for charitable purposes and to serve our community. As a
result, STRMC has both an ethical and legal obligation to operate in a manner consistent with our charitable
purpose. You should be aware that: |

Tax regulations prohibit the i improper use of SJRMC’s assets to benefit individuals, including Medical Staff
members, in a position to exercise influence over the business activities of the organization; and

Financial transactions with Medical Staff members who refer patients to our facilities are subject to
complex tax and fraud and abuse laws and regulations.

SJRMC has established certain policies and procedures to ensure all applicable laws and regulations are
considered when conducting such transactions.

Conflicts of Interest :
Conflicts of interest exist any time your activities or interest influence, or could appear to influence, your
decision-making related to your Medical Staff membershlp with SJRMC. Appearances count when dealing -
with potential conflicts of interest.

Participation in activities that conflict with your duties and responsibilities as a Medical Staff member is
not acceptable. Examples of potential conflicts of interest include:

Using your influence to recommend the selection of a vendor, contractor, product or supply with
which you have a financial interest or other relatlonshlp w1thout disclosure of such relationship to
SIRMC;

The offering or acceptance of gifts, monetary or in-kind, from a vendor or contractor as an
inducement for you to use your influence or position with SJRMC as a basis for entering into a
business relationship with SJRMC. .

If you have any doubt, treat the situation as if a conflict exists until you have properly disclosed and
resolved the potential conflict throuOh SJRMC’s Organizational Integrity Officer or other appropriate
channels within SJRMC.

Remember — you have an obligation to disclose actual or potential conflicts of interest to STRMC.



Confidentiality of Information
It is the policy of STRMC to adhere to all laws and regulation pertaining to the privacy and confidentiality
of patient or any other sensitive information or records. Never disclose confidential information
concerning a patient or other information to any person or organizations, including friends, family
members, supplies, or others, without appropriate consent or authorization.

Excluded Providers
As a recipient of funds from Medicare and Medicaid programs, SJRMC is prohibited from submitting any
claim for services ordered, prescribed or performed by individuals or organizations excluded from
participation in state or federal health care programs. As a result, SJRMC has éstablished a policy that
prohibits the entering into or maintaining of a business relationship with any provider excluded or
otherwise ineligible for participation in state or federally funded health care programs.

SIRMC routinely screens Medical Staff membership for exclusion purposes. However, if you are
subsequently notified that you have been excluded from participation in state or federally funded health
care programs, you have an obligation to notify your Medical Staff affairs office or SJRMC’s
Organizational Integrity Officer immediately.

Reporting Concerns: The Four-Step Process
Delivering health care services is complex, with ever-changing rules and requirements applying to our daily
operations. SJRMC has established a Four-Step Process for the use of employees and others when seeking
answers to questions or concerns, including possible violations of law, regulations or the Standards of
Conduct. You may use any of the following steps at any time to seek answers to your questions or
- CONCErnS; ‘

Contact your Medical Staff Officer or Medical Staff Affairs Representative
If you are not comfortable seeking an answer from these individuals or are not satisfied with the answer
received, contact a higher-level individual within STRMC such as the CEO or COO.

Contact Robert Sink, the Organizational Integrity Officer, at (574) 335-4654.

The Integrity ALERTLINE ‘
The Integrity ALERTLINE is staffed 24-hours a day, seven days a week by an outside organization
professionally trained to handle such calls. The ALERTLINE does not trace calls or use Caller ID. Callers
may report information anonymously if they so choose. However, callers may be asked if they are willing
to identify themselves so that an issue can be followed up with the caller.

No one at SIRMC is allowed to retaliate in any form against an individual reporting a concern in good
faith. Retaliation is subject to discipline, up to and including dismissal, on the first offense.

THANK YOU!
We appreciate your taking time to review this information
and your commitment to supporting the OIP at
Saint Joseph Regional Medical Center, Inc.
If you wish to obtain a complete Standards of Conduct booklet, please contact
Robert Sink, Vice President Finance/Organizational Integrity Officer

at (574) 335-4654 or by e-mail at sinkr@sijrme.com.

MISSION STATEMENT CORE VALUES

We serve together in Trinity Health, ¢ Respect

in the spirit of the Gospel, ¢ Social Justice

to heal body, mind and spirit, ¢ Compassion

to improve the health of our communities ¢ Care of the Poor and Underserved
and to steward the resources entrusted to us. ¢ Excellence



The False Claims Act

As arecipient of federal health care program funds, including Medicare and Medicaid, Trinity Health and Saint
Joseph Regional Medical Center (“SJRMC”) are required by law to include in its policies and provide to all
associates, agents and contractors, detailed information regarding the federal False Claims Act and applicable state
civil and criminal laws intended to prevent and detect fraud, waste and abuse. in federal health care programs.

What is the False Claims Act?

The False Claims Act is a federal law that makes it a crime for any person or organization to knowingly make a false
record or file a false claim regarding any federal health care program, which includes any plan or program that
provides health benefits, whether directly, through insurance, or otherwise, which is funded directly, in whole or in
part, by the United States Government or any State health care program.

“Knowingly” includes having actual knowledge that a claim is false or acting with “reckless disregard” as to
whetheér a claim is false. Examples of potential false claims include knowingly billing Medicare for services that -
were not provided, submitting inaccurate or misleading claims for actual services provided, or making false
statements to obtain payment for services.

The False Claims Act contains provisions that allow individuals with original information concerning fraud
involving government health care programs to file a lawsuit on behalf of the government and, if the lawsuit is
successful, to receive a portion of recoveries received by the government.

State Laws :
In most states it is a crime to obtain something (e.g., such as a Medicaid payment or benefit) based on false
information. In addition to the federal law, several states in which Trinity Health operates (California, Indiana and
Michigan) have adopted similar laws allowing individuals to file a lawsuit in state court for false claims that were
filed with the state for payment, such as the Medicaid program.

Penalties for Violating the False Claims Act

There are significant penalties for violating the federal False Claims Act. Financial penalties to an organization that
submits a false claim can total as much as three times the amount of the claim plus fines of $5,500 - $11,000 per
claim. In addition to fines and penalties, the courts can impose criminal penalties against individuals and
organizations for willful violations of the False Claims Act. The false claims laws adopted in the states of California,
. Indiana and Michigan also carry significant fines and penalties of $5,000 - $10,000 per claim.

Protections Under the False Claims Act

The federal False Claims Act protects anyone who files a lawsuit under the Act from being fired, demoted,
threatened or harassed by his or her employer as a result of filing a False Claims Act lawsuit. Similar protections are
also provided to individuals under the state False Claims Act laws adopted in California, Indiana and Michigan.
Ohio also has specific laws providing protections.

Our Commitment to Integrity _ ,

Trinity Health and STRMC are committed to fully complying with all laws and regulations that apply to our health
care ministry. We have established the Organizational Integrity Program (OIP) as evidence of our commitment to
operating with the highest degree of integrity. The OIP includes the Standards of Conduct, policies and procedures,
training and education, auditing and monitoring, and mechanisms for individuals to raise issues and concerns
without fear of retaliation.

Whether you are an associate, contract worker, volunteer, medical staff member, vendor or other business partner
with Trinity Health and/or SJRMC, you are reminded to:

Act with honesty and integrity in all of your business activities
Follow all laws and regulations that apply to your work activities, including requirements of Medicare, Medicaid

and other federal health care programs. These requirements generally include maintaining complete and accurate
medical records, and submitting only complete and accurate claims for services provided



Contact one of the following resources available within Trinity Health or SJRMC if you have knowledge or concern
regarding a potential false claim: L

Your Local Integrity Officer — Robert Sink 574-335-4654

The Integrity Line — 1-866-477-4661. The Integrity Line is staffed 24 hours a day, seven days a week by an outside
" organization. You may choose to remain anonymous when filing a report.

You may also file a report online at www.mycompliancereport.com .

" When prompted for an access ID, please use THO.

Trinity Health and SJRMC policies strictly prohibit retaliation, in any form, against an individual reporting
an issue or concern in good faith. Retaliation is subject to discipline, up to and including dismissal from
employment or termination of the business relationship with Trinity Health and/or STRMC.

Please contact your Local Integrity Officer using the information above if you have any questions. Thank you for
your commitment to operating with integrity and the highest standards of ethical behavior. '

WAAK\Admin_Legal\legal\compliance\Organizational Integrity Program Physicians.doc
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Process to Identify and Manage Matters of
Individual Physician Health
Separate from the Medical Staff Disciplinary Function

Physician Orientation

A central obligation of the medical staff organization is to protect patients from harm. In this
regard, the medical staff together with hospital leadership is responsible to consider and address
physician health issues which might jeopardize hospital operations and/ or compromise quality of
patient care.

The Centralized Well Being Committee of the medical staff (a group of knowledgeable,
experienced, and seasoned physicians) is charged with overseeing the process of assistance and
rehabilitation, rather than discipline, to aid medical staff members in retaining and regaining
optimal professional functioning when physical, psychiatric, emotional illness or substance abuse is
identified.

While education and prevention are paramount, physicians are not immune to disabling conditions.
Confidential and systematic diagnosis, treatment, and rehabilitation of physicians suffering from
potentially impairing conditions is maintained and supervised by the Centralized Well Being
Committee.

Warnings which may signal existing or impending impairment include:

Increased problems in quality

Making rounds at odd or inappropriate times
Inappropriate orders

Unavailability or inappropriate responses to phone calls
Social withdrawal

Intoxication at social events

Missing appointments

Repeated “illnesses”

Large weight gain or loss

Disjointed thoughts

Inappropriate levity

LR R 2 2N 2R 2R 2R 2K 24

Although this issue is not a pleasant or popular topic of conversation for physicians, its importance
goes well beyond compliance with regulatory bodies such as The Joint Commission. If we are
serious about providing excellent healthcare to our patients and communities we must engage in
taking care of ourselves and colleagues.

If you have concerns about a potentially impairéd colleague, please approach your department
chair or a member of the Centralized Well Being Committee.
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POLICY:

1.

To require safe, effective care, this policy is designed to assist in the identification, intervention and
facilitation of care in situations of impaired performance.

SJRMC is committed to providing a safe working environment for all Employees, contractors,
volunteers and medical staff. It is our responsibility to patients, fellow physicians, and the
communities we serve to ensure our Employees, contractors, volunteers, and physicians are
physically and mentally competent to meet the day-to-day responsibilities of their job. Itis,
therefore, our objective to recognize and address incidences of Employee, contractor, volunteer and
physician job-related impairment and to facilitate evaluation and treatment where appropriate. This
policy shall apply to issues of impairment due to drug (legal and illegal) abuse, alcohol abuse,
and/or mental or physical illness of a significant magnitude that leads the observer to believe the
individual's performance is impaired. There may be more specific policies and regulations that
apply to certain Employees such as those positions requiring licensure (i.e. physicians, patient care).
Those policies/regulations will apply when a conflict between the two policies/regulations exist.

This policy is intended to provide some overall guidance and direction on how to proceed when
confronted with a potentially impaired professional or fellow Employee.

PROCEDURE:

A. Reporting

1)  Self-Reporting: Impairment may be due to such things as the use of alcohol or other
substances (legal or illegal) or medical and/or psychological conditions. SJRMC requires all
individuals to immediately notify their supervisor and/or Employee Health when they are
impaired and strongly encourages them to seek appropriate help either before or following an
incident of impairment. It is hoped that Employees and physicians will make use of resources
and programs that SJRMC offers to resolve potential problems long before such occurrences
take place.

2) Employee Reporting: Employees, contractors, volunteers and physicians who observe or
become aware of a potentially impaired physician, fellow Employee, volunteer or other
persons, are required to report the incident to the individual's immediate supervisor, the House
Supervisor, Risk Management or the Integrity Alert line just as quickly as possible. 1f a
supervisor is unsure whether a situation is covered by this Policy, the Supervisor should call
the Human Resources Department. Supervisors may consult Employee Health Services for
situations that appear to be primarily medical in nature.

Expiration Date: 08/25/2023 Page 1 of 4
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B. Determination of Impairment

1)  Determination by a Supervisor or Manager: When a supervisor receives a report of or
observes what appears to be impaired behavior, that supervisor is required to make a
determination of possible impairment. Whenever possible, another supervisor should confirm
the observations and accompany the supervisor as he/she talks to the individual. Ideally this
person should be a supervisor at the same level or higher. The supervisor is asked to use the
Observed Behavior Checklist to record his/her observations and/or discussions with the
impaired person, as well as the report of impaired behavior received from another individual.
Inall cases of actual or possible impairment, the supervisor should contact Human Resources
to determine if an EAP referral and/or disciplinary action, and/or a drug/alcohol screen are
appropriate. Inall cases, the Employee should be given a copy of the Observed Behavior
Checklist if applicable. The supervisor should make reasonable efforts not to involve the
Employee’s co-workers in the conversations apart from the individual selected to be the
observer.

2) Determination by an Employee: When an Employee suspects an individual is impaired,
he/she shall notify his/her immediate supervisor. The Employee is not permitted to conduct
the Determination of Impairment, but is only responsible to report it. If an Employee suspects
his/her supervisor is impaired, he/she shall notify the supervisor's immediate supervisor. In
either case, if the immediate supervisor is not available, the next higher-level supervisor shall
be notified. An Employee reporting suspected impairment is protected from retaliation in
accordance with SJRMC's policies/practices with reporting misconduct.

C. Procedure Based on Perceived Level of Impairment

1)  An Employee, contractor, volunteer or physician whose words, behavior, appearance, or odor
suggests impairment may be required to undergo drug/alcohol testing and/or may be
suspended and sent home depending on the perceived level of impairment. If the individual is
placed on leave and asked to leave the work site, the supervisors should NOT physically
restrain the individual or interfere with the individual's free movement in any way.
Supervisors shall take the actions described below in this Policy that are appropriate to the
perceived level of impairment.

a) Severely Impaired: If individual is severely impaired (i.e. unconscious, staggering, or
incoherent), the supervisor should:

For Hospital locations, follow emergency codes and process. Off-site locations call 911
immediately and request an ambulance.

(1) Have someone stay with the Employee until medical or emergency personnel arrive.
(2) Make sure the individual is safely in the custody of medical or emergency personnel.
(3) Document the incident in writing or by electronic reporting.

b) Violent, Verbally Abusive, or Otherwise Threatening: If an impaired individual is
violent, verbally abusive, or otherwise threatening, the supervisor should:

(1) Call Security or local police forassistance in removing the individual from the
property (or-911 for off-site or determined need).

(2) Do not attempt to physically restrain the individual or interfere with the individual's
free movement in any way.

Expiration Date: 08/25/2023 Page 2 of 4
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(3) Take reasonable efforts to protect yourself and others.

(4) Make certain the individual has been safely escorted off of the premises or is safely
in the custody of public officials.

(5) Document the incident (in writing or electronic reporting).

D. Safe Removal from the worksite

1)

An individual who is impaired may not remain at his/her work site because of the increased
risk for accidents and other dangerous or hostile behavior. For the safety of the impaired
individual and others at SIRMC, it is important that the impaired individual leave the work
site immediately in a safe and orderly manner. From the options listed below, the supervisor
shall find appropriate transportation for the impaired individual to either a medical facility or
the individual's home. The supervisor should actively discourage the impaired individual from
driving him/herself home, but the supervisor should not physically restrain the individual or
interfere with the individual's free movement in any way. The supervisor shall inform an
individual who refuses to accept alternative transportation that the supervisor is required to
call the police if the individual chooses to drive any vehicles. The supervisor must call the
police if the individual drives any vehicle. Supervisors or other Employees are discouraged
from using their own vehicles to transport individuals showing signs of impairment. The
supervisor should:

a) Ask theindividual if he/she would accept a courtesy ride from SJIRMC security

b) Ask the individual for a name and phone number of an individual who could provide a
ride

c) Ask the employee if he/she would be willing to accept a taxicab ride paid for by SIRMC
to either a medical facility (if other than the hospital setting) or the individual's home.

d) Inall respects, the supervisor is asked to follow the Impaired Performance Instruction
Sheet when removing an individual from the worksite.

E. Return to Work

1)

The individual will not be allowed to return to work until the individual provides a statement
from a licensed medical and/or mental health provider certifying that the individual is fit to
return to work. The supervisor and Human Resources may extend an individual's leave from
work for a designated period of time period of time to allow for an additional evaluation of
the situation.

F. Follow-Up Action

1)

The supervisor should consult Human Resources as soon as possible to discuss ways to
facilitate treatment for the individual and to address any related employment issues. The
supervisor should meet prior to or at the time of the individual's return to work to discuss the
consequences of the individual's impaired actions and the possible need for further
management of the condition prompting the individual’s impaired behavior. SJRMC expects
the impaired behavior will cease in the workplace and that the individual will seek necessary
assistance to prevent a reoccurrence. Depending on the circumstances and the cause of the
suspected impairment, the individual may or may not be subject to disciplinary action.
Further, an employee may be required to participate in rehabilitative or the Employee

Expiration Date: 08/25/2023 Page 3 of 4
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Assistance Program services (i.e. Management referral program) as a condition of continued
employment or work relationship.

Related Documents/Information:
e Observed Behavior Checklist

References/Standards:

Substance Abuse / Drug Free Workplace Policy
Drug/Alcohol Screening

Impaired or Dysfunctional Physician Policy
Impaired Performance Instruction Sheet

Policy Reviewed: 06/11

Policy Revised: 05/09

The Senior Management Team of SJIRMC reserves the right to unilaterally change, modify, amend, add,
delete, or rescind any or all policies, at any time, as it determines appropriate in its sole discretion. No
employee or manager of SIRMC except the Chief Executive Officer or Chief Human Resource Officer
has the authority to modify any Human Resources Policies or Procedures, and any such modification
must be in writing.

Expiration Date: 08/25/2023 Page 4 of 4
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POLICY:

1.

To ensure that all abbreviations and symbols used in patient records are standardized and approved
for patient safety.

2. Abbreviations that are defined in Trinity’s Health Abbreviation List may be used on patient medical
records. For those abbreviations in which there are more than one use is listed, the context of the
entry will reflect the designated use (i.e. BE used in a Radiology related entry would indicate
Barium Enema and BE used in Blood Gas Report would be referring to Base excess).

PROCEDURE:

Individuals who work at SJHS may use any abbreviations, acronyms, symbols and dose designations if:

Listed standard abbreviation, acronym, or symbol that is not on the following Do Not Use abbreviation list.

COw>

m

Listed in the Trinity Health Services Approved Abbreviations: http://tdd.trinity-health.org/tdd/

Noted in a “key” on an approved form.

Listed on the Periodic Table

For printed forms, any abbreviations must be spelled out the first time used, or must be listed in a key on
the form.

Abbreviations cannot be used on consent forms.

Do Not Use abbreviations deemed “dangerous” and subject to miscommunication per Joint
Commission, may not be used. See Do Not Use Abbreviations List below.

The following table shows abbreviations that must never be used.

DO NOT USE
Preferred Term
Abbreviation

U,u unit

U international unit

Expiration Date: 04/26/2024 Page 1 of 2
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DO NOT USE

Abbreviation

Preferred Term

Q.D., QD, gd., qd
Q.0.D., QOD, g.0d.,

god

daily or every day

every other day

Trailing zero (X.0mg)

Lack of leading zero (.X

Never write a zero by itself after a decimal point, i.e. 5mg

Always use a zero before a decimal point, i.e. 0.5mg

mg)
MS, MSO 4 Morphine Sulfate
MgSOa4 Magnesium Sulfate

1Appliesto all ordersand all medication-related documentation that is hand writte n (includ ing fre e -text computer entry) or on

pre-printed forms.

*Exception: A “trailing zero” may be used only where required to demonstrate the level of pre cision of the value being
reported, such as for laboratory results, imaging studiesthat reportsize oflesions, or catheter/tube sizes. It may notbe used in
medication orders or other medication-related documentation.

Development of the “Do Not Use” List

In 2001, The Joint Commission issued a Sentinel Event Alert on the subject of medical abbreviations. A year later, its Board of
Commissioners approved a National Patient Safety Goal re quiring accredited organizationsto developand imple ment a list of
abbreviations not to use. In 2004, The Joint Commission created its “Do Not Use” List to meet that goal. In 2010,
NPSG.02.02.01 was integrated into the Information Manage ment stand ards as elements of performance 2 and 3 under

IM.02.02.01

References/Standards: 6/19
e TIJC IMO02.02.01

Expiration Date: 04/26/2024

Page 2 of 2
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POLICY:

1.

Victims of abuse or neglect may come to a hospital through a variety of channels. The patient may
be reluctant or unable to speak of the abuse. It may not be obvious to the casual observer. Hospital
staff members need to know if the patient has been abused or neglected, as well as the extent and
circumstances to provide appropriate care. The criteria focus on observable evidence, not
allegations alone. Violent crimes must be reported to the appropriate law enforcement agency.

2. Staff members are expected to make appropriate referrals for victims of suspected or know abuse or
neglect. The hospital maintains a list of available community resources to provide assistance to the
victims.

3. Staff are educated on Abuse/Neglect through general and department specific orientation and
competencies. With any policy/criteria revisions, staff is educated prior to implementation.

4. The purpose of this policy is to assure the identification, evaluation and referral of victims of
suspected abuse or neglect.

PROCEDURE:

A. Indiana State law makes it mandatory for health care workers to report all suspected cases of abuse,

neglect and violent crime including:

1)  Child abuse and neglect

2)  Abuse and/or neglect of an endangered adult including elder abuse.
3) Gunshot wounds

4)  Stabbing

5)  Animal bites

6) Beatings/Assaults

7)  Drowning

8)  Suicide attempt (Refer to suicide policy)

B. Reporting of suspected child abuse is to be reported to the Department of Child Services (DCS) and

C.

the reporting of suspected endangered adult abuse is to be reported to Adult Protective Services
(APS).

Identification of Possible Child Abuse and/or Neglect — not all inclusive

The following is a list of potential physical and behavioral "indicators™ of suspected abuse/neglect. It
is not all inclusive. Indicators, as well as a history of suspicious injuries, child's age and child's
verbal report should be considered when assessing for alleged abuse/neglect.

Expiration Date: 03/08/2024 Page 1 of 7
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a)
b)

c)
d)
e)

Signs of physical abuse

Unexplained bruises, welts or marks forming a pattern should be evaluated. Face, lips
mouth, torso, back, buttocks and thighs are common abuse areas. Various states of
healing, clustered markings or regular patterns reflecting a shape of an article used to
inflict injury such as a belt buckle or other object.

Unexplained lacerations or abrasions.
Unexplained burns, cigarette burns, immersion burns or other suspicious burns.

Unexplained fractures or fractures in various stages of healing. Multiple long bone or
spiral fractures. Injuries to the grown center of bone structure.

2) Behavioral Indicators of child physical abuse — Not all inclusive.

a)
b)
c)
d)
€)
f)
9)
h)
i)
)
K)
)

m)

Wary of adult contact

Behavioral extremes

Overly aggressive, demanding, rageful
Overly compliant, passive, withdrawn
Frightened of caretaker

Cringes or jumps at sudden movement or sound
Developmental lags

Apprehensive when other children cry

Role reversal

Child acts adult-like

Wears long sleeve shirt/pants in hot weather
Overly eager to please

Verbally reports abuse/neglect

3) Caretaker behavioral indicators of physical abuse — not all inclusive

a)
b)

c)

d)
e)
f)

Verbalizes harsh discipline not appropriate for the child’s age or behavior
Consistently describes the child's behavior as negative (bad, stupid, dumb)

Explains child's injuries that are not consistent with child's age, development stage or
behavior

Becomes defensive or refusal to allow medical treatment to child
Attempts to conceal child's injuries
Apparent use of alcohol or drugs

4)  Physical indicators of physical neglect of a child — not all inclusive

a)
b)

Lack of supervision — young children left unattended, children inadequately
unsupervised for long periods of time, lack of meeting basic necessity of child care.
Nutrition — Lack of proper quantity of food intake. Children who fall three to four
standard deviations below normal height/weight for age range.
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c)  Basic needs— lack of adequate clothing. Children dressed inappropriately for the
weather. Consistently dressed dirty or inappropriate torn clothing. Severe diaper rash,
lack of medical or dental care, unbathed.

5) Behavior indicators of physical neglect of a child — not all inclusive.

a)  Begging or stealing food, constantly complaining of hunger

b)  Constant fatigue

c)  Alcohol or drug abuse

d)  Delinquency, frequent absences from school

e)  Reports of being left alone or abandoned

6) Caretaker behavioral indicators of physical neglect — not all inclusive

a)  Misuse of alcohol or drugs

b)  Chaotic home life

c)  Expects child to care for self at inappropriate age

7)  Physical Indicators of sexual abuse —not all inclusive

a)  Pregnancy in girl under 16 years of age

b)  Pelvic inflammatory disease in girl under 16 years of age

c)  Venereal disease of the throat, genitals or rectum

d) Bruised or dilated genitals or rectum

e)  Foreign matter in bladder, rectum or vagina

f)  Recurrent urinary tract infection without a physiological basis

g)  Difficulty or pain in walking or sitting without a physiological basis

h)  Torn, stained or bloody underclothing

8) Behavioral indicators of sexual abuse of a child — not all inclusive

a)  Seductive behavior, advanced sexual knowledge for age, precocious sex play

b)  Drawing pictures of genitals

c)  Exhibiting extreme behaviors

d)  Sexually abusing another child

e)  Sleep disorders, nightmares

f)  Notable changes in behavior such as regressing, withdrawing, fear

g)  Taking frequent baths — particularly after seeing one specific person

h)  Reporting the abuse — expressing fear of a particular person or place

9) Caretaker Behavioral indicators of sexual abuse - notall inclusive

a)  Extremely protective or jealous of child and child's relationships

b)  Encouraging child to be involved in prostitution or sexual acts

c)  Misuse of alcohol or drugs

10) Behavioral indicators of Emotional Maltreatment of a child — not all inclusive

a)  Rocking, head-banging or thumb sucking in an older child

b)  Developmental lag

c¢)  Daytime anxiety and unrealistic fears

d)  Withdrawal or antisocial behavior

e)  Sleep disorders, nightmares

f)  Apathetic, indifferent, listless

g)  Extreme aggression or passiveness. Inappropriate adult or infantile behavior

h)  Defiant behavior

) Enjoyment out of hurting other children or animals

11) Caretaker Behavioral indicators of Emotional Maltreatment — not all inclusive
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a)  Rejecting or belittling the child.
b)  Harsh Criticizing and not showing affection
c)  Treating the child different than others in the family
d)  Terrorizing the child. Blaming the child for things in which the child has no control.
Threatening the child's safety and or possessions (toys, dolls, pets)
e) Isolation of the child from social experiences or friendships
f) Ignoring or having little interest in the child
g)  Teaching the child socially deviant behavior
12) Abuse /Neglect of an endangered Adult —not all inclusive
An endangered adult is someone 18 years of age or older that is incapable of making their own
decisions due to mental illness, challenged mental capacity, dementia, habitual drunkenness,
excessive use of drugs, age, infirmity or other physical or mental incapacity — inability to care
for self, make decisions or manage property or activities of daily living. Anyone who stands in
a position of trust with an endangered adult is responsible to provide a safe environment.
a)  Neglect — leaving the adult alone for extended periods of time without providing
appropriate care.
b)  Physical abuse
c)  Misuse of the adults funds, personal property or services
13) Physical indicators of Endangered Adult physical abuse — not all inclusive
a)  Aninjury that has not been properly cared for
b)  Aninjury that does not match the history given by the caretaker
c)  Unexplained bruises, welts or marks forming a pattern should be evaluated. Face, lips
mouth, torso, back, buttocks and thighs are common abuse areas. Various states of
healing, clustered markings or regular patterns reflecting a shape of an article used to
inflict injury such as a belt buckle or other object
d) Cuts, lacerations or puncture wounds without explanation
e)  Dehydration and or malnourishment without illness related cause
f)  Extreme weight loss without illness related cause
g)  Sunken eyes, cheeks without illness related cause
h)  Evidence of inadequate or inappropriate medication administration
) Signs of confinement (ligature marks on wrists, ankles, trunk)
) Soiled, dirty, unbathed, fecal/urine smell
K)  Rash, lice, sores
) Animal infested living quarters
m)  Poor skin hygiene
n)  Unexplained burns, cigarette burns, immersion burns or other suspicious burns
0)  Unexplained Injuries under the breasts or areas normally covered by clothing
p)  Frequent use of the emergency department or “physician shopping"
g)  Willful infliction of mental suffering
r)  Abandonment
14) Behavioral indicators of Endangered Adult abuse — not all inclusive
a) Fear
b)  Withdrawal and non-responsiveness
c)  Depression without underlying illness
d)  Agitation/anxiety
e)  Implausible reasons for injuries or situations
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f)  Hesitant to speak openly

g)  Anger not due to mental capacity

h)  Ambivalence to injuries or situations
) Making excuses for caretaker

15) Caretaker behavioral indicators of Endangered Adult abuse — not all inclusive

a)  Caretaker not allowing the adult to speak for themselves

b)  Absence of assistance, poor attitude or indifference toward the adult.

¢)  Blaming of the adult for the injuries or situation.

d)  Aggressive behavior toward the adult, threats, insults, harassing

e)  History of abuse to other endangered adults

f)  Misuse of alcohol or drugs

g)  Flirtation as indicator of possible inappropriate sexual relationship

h)  Social isolation or restriction of activities

) Conflicting accounts of situations by different family, supporters, caretakers

) Unwilling to comply with safety plans for the adult

K)  Withholding funds, property or other services that belong to the adult.

) Indicators of financial abuse of the endangered adult —unusual or inappropriate banking

m)  Power of attorney changes when the adult is incompetent of making the changes

n)  Concerns by the caretaker of the money being taken away from the adult they are caring
for

0)  Unpaid bills, collections

p)  Lack of necessary personal belonging for grooming, clothing, nutrition

gq)  Missing personal belongings, art, jewelry, items of value

r Deliberate isolation from friends or family. Not allowing anyone to visit adult.

16) Rights of Endangered adults/Elders

a)  The adult has the right to determine their affairs to the full extent of their ability

b)  The adult has the right to receive protective services in the least restrictive environment

c)  The adult has the right to make decisions regarding their care to the full extent of their
ability

D. Child Abuse and Neglect Reporting/Examination.

1)

2)
3)
4)
5)

6)

Any SJHS employee who has reason to believe a child under the age of 18 is a victim of abuse
or neglect (including non-accidental injury, sexual assault, physical neglect, emotional
maltreatment and unexplained failure to thrive) is obligated to make a report with the
Department of Child Services (DCS) and notify local law enforcement agencies.

The employee must also notify case management/social worker and the administrative
supervisor.

Photographs of any visual trauma areas are to be taken. Consent not required by State Statute.
Radiological exanimations may be used if ordered by the physician.

All photographic and summaries related to the exam of the alleged abuse/neglect must be
documented in the EMR.

DCS has the right to have a copy of the EMR, photographs and other relevant medical
information according to law. No consent is necessary.

E. Reporting of Violent Crimes

a)  Victims of violent accidents or crimes must be registered in the Emergency Department.
The local police must be notified of the patient. No information is used to register the
victim.
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b)  Ifaperson is treated for the following, the police of jurisdiction must be notified: (Not
all inclusive — if in doubt call the police)
e Bullet wound
Gunshot wound
Powder burn
Any wound froma firearm or taser
Stabbing — knife, ice pick, axe or any other sharp object that was used to inflict
harm
Dog bites — follow dog bite policy
Suspicious burns inconsistent with reason stated for burn
A burn that resulted from attempt at bodily injury
e Assaults — with or without weapons
F. Possible victims of Domestic Abuse
Certain types of injuries are typical of abusive relationships and the consideration of battery is to be
reported when the explanation of how an injury occurs does not seem logical or possible.
G. Common types of Domestic Abuse injuries — not all inclusive
a)  Contusions, abrasions, lacerations, fractures, strains and sprains — inconsistent with
reporting method of injury
b)  Injuries to head, breasts, neck or abdomen — inconsistent with reporting method of injury
c) Injuries during pregnancy — breast, abdomen or genital area
d)  Poor nutrition or depression during pregnancy — miscarriage inconsistent with reporting
e)  Multiple sites of injury, or same area injured multiple times
f) Inconsistent or suspicious reporting of headaches, difficulty sleeping, choking, abnormal
breathing, frightened.
g)  Appearing anxious with partner in room
h)  Appearing shameful, helpless, evasive or social inapt
) Fearful when guestioned about injuries

SITE SPECIFIC:
1.

A.
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RELATED DOCUMENTS/INFORMATION:

DEFINITIONS:

REFERENCES/STANDARDS:
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POLICY:

1. Saint Joseph Regional Medical Center (SJRMC), recognizes that competent patients have the right
to make their own health care decisions and encourages patients to consider the importance of
implementing their own Advance Directives. SIRMC will approach decisions regarding Advance
Directives within the context of its mission, Ethical and Religious Directives for Catholic Health
Care Services (ERDs), and the limits of the law.

2. Under federal law, adult/emancipated minor inpatients and observation patients must be offered
written information about their rights under state law to formulate Advance Directives.

3. During the admission/registration process, A Guide to Patient Rights, Responsibilities and Advance
Directives brochure will be available to adult/emancipated minor outpatients. The brochure refers
patients for assistance with formulating Advance Directives upon request.

4. SJRMC staff will involve appropriate parties in considering a patient’s Advance Directives. Inthe
event of a perceived conflict between a patient's Advance Directive and the ERDs or state/federal
laws, SIRMC staff will involve the Center for Spiritual Care and/or the Ethics Committee.

5.  SJRMC will not discriminate against any patient for having or not having an Advance Directive. If
appropriate, patients will be informed that nondiscriminatory medical and surgical care will be
provided with or without the existence of written Advance Directives.

6. SJRMC staff will document the presence or absence of written Advance Directives in the medical
record, and request a copy of the Advance Directives, if the patient has one or more, but did not
supply a copy for his/her medical record.

7. The patient may review, modify or rescind the Advance Directives at any time. If a patient
modifies/rescinds any part of or the entire document, such changes are to be noted in the patient’s
medical record

PROCEDURE:

A. Definition: Advance Directives is a document or documentation allowing a person to give directions
about future medical care or to designate another person(s) to make medical decisions if the
individual loses decision-making capacity. Advance Directives may include living wills, durable
power of attorney for healthcare, health care representative, life-prolonging procedures, decisions
regarding organ/tissue donation, Physician Orders for Scope of Treatment (POST) forms, or other

similar documents expressing the individual’s preference as specified in the Patient Self-
Determination Act of 1990, 42 USC 1395cc(f)(3).
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B.

SJRMC will offer education to its staff and the community concerning Advance Directives.
Informational brochures are available through points of registration, off-site facilities and
community health information locations.

Upon preregistration/registration, SIRMC registration staff will ask all patients and/or the patient’s
representative if the patient has Advance Directives. The patient’s or representative's reply will be
entered into the electronic medical record (EMR).

Upon admission to an inpatient or pre-surgical unit (if the patient will be admitted following
surgery), a registered nurse or chaplain will ask the patient if she/he has Advance Directives.
Responses and actions taken are to be recorded in the patient’s Medical Record.

If the patient does have a copy of his/her Advance Directives, the registered nurse or chaplain will:

1)  Secure a copy of the original or print a copy that has been scanned from the EMR and place it
in the medical record.

2)  Verify that the Advance Directives have been signed and witnessed (or notarized if it is a
durable power of attorney for healthcare).

3)  Seek the assistance of the Center for Spiritual Care staff should an Advance Directive seem
incongruent with the ERDs or state/federal law. A member of the Ethics Committee may also
be consulted.

If the patient does have Advance Directives, but does not have a copy available with him/her, the
registered nurse or chaplain will:

1)  Request that the patient’s family or significant other locate a copy of the Advance Directive(S)
and bring it to the hospital as soon as possible so that it may be documented in the EMR.

2)  Discuss with the patient (or representative) his/her wishes in terms of desired medical care
should he/she become unable to communicate those wishes. The substance of this
conversation is to be documented in the EMR in the Advance Directives/Health Care
Decisions follow-up section. If the patient's wishes are incongruent with the ERDs, the nurse
is to contact the Center for Spiritual Care and/or a member of the Clinical Ethics Committee.

3) Discuss the patient's wishes with the attending physician and/or physician consultants so that
a verbal order for resuscitation/non-resuscitation can be updated.

4)  Ifiwhen the written Advance Directive is received; it will be entered into the EMR. Until the
patient's written Advance Directive is received, the verbal order that was written after the
conversation with the patient/representative will be followed.

If the inpatient does not have Advance Directives, the registered nurse will make a referral to the
Center for Spiritual Care or social work staff:

1)  if the patient or patient’s representative has questions, or
2)  If the patient would like to formulate Advance Directives.

SJRMC staff will follow-up if a copy of the Advance Directives becomes available to ensure that it
is placed in the EMR.

Direct Admission to a Nursing Unit:

1)  The direct admit patient does not go through registration. Therefore, the admitting unit must
ensure that the direct admission patient/patient representative receives a copy of the pamphlet
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A Guide to Patient Rights, Responsibilities and Advance Directives. The admitting nurse will
then follow procedure for the inpatient units above.

J.  Emergency Department, Emergent Patient

1) Inthe event that the emergent patient is unable to speak for himself or herself and in the
absence of a healthcare representative, the patient will be treated as having a full code status
and no Advance Directives. Nursing staff will ask the patient or patient representative about
the patient’s Advance Directives as soon as the patient can speak for himself or herself or the
patient representative is available. If the patient is unable to give or the patient representative
is unavailable to obtain a response regarding Advance Directives, indicate this in the patient’s
EMR.

K. Emergency Department, Non-emergent Patient

1)  Upon registration in the Emergency Department, SIRMC registration staff will ask the
patient and/or patient representative if the patient has Advance Directives. The patient’s
response will be entered into the EMR.

2)  Nursing staff will verify the Advance Directives status and indicate the appropriate
information in the patient’s EMR, as indicated below:

3) If patient is stable, the nurse will note that the patient is stable and this indicates that there is
no immediate need to obtain the Advance Directives. The Advance Directives will be
obtained by the admitting unit if the patient is admitted into the hospital as an inpatient.

L. Inpatient and Outpatient Hospital Settings ---
1)  Procedures requiring anesthesia/sedation

a) For any patient who has been designated “Do Not Resuscitate” status preoperatively, it
must be clearly stated in the DNR order that the patient falls into one of two categories:

(1) Patient has agreed to the suspension of “Do Not Resuscitate” status. The “Do Not
Resuscitate” order which will be defined and documented in the patient's EMR is to be
reinstated upon discharge from the perioperative setting.

(2) Patient wishes “Do Not Resuscitate” status continued into the perioperative setting.
There must be a clear discussion and documentation of the interventions to be withheld and
under what circumstances specifically they are to be withheld. Patients requesting anything
but the total suspension of “Do Not Resuscitate” status shall have a preoperative discussion
with all involved physicians. Both the surgeon(s) and the anesthesiologist(s) must agree to
the circumstances under which the interventions are to be withheld. If the patient and
involved physicians are not in agreement, the surgeon(s) and anesthesiologist(s) will work to
identify providers that are comfortable to proceed with the patient's wishes.

(3) Patient wishes are to be made part of the timeout pre-procedure.

NOTE: The above applies to any case involving an anesthesiologist or anyone providing
conscious sedation at any anesthetizing site in the hospital setting including those
outside the operating room (i.e. ICU, CCU, IR, Endoscopy, Radiology, etc.).

2)  Procedures NOT requiring anesthesia/sedation
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a) Patient Advance Directives will be followed.

References/Standards:

e Ethical and Religious Directives for Catholic Health Care Services

e Patient-Self Determination Act, 42 USC 1395cc(f)

e Indiana Health Care Consent Act, Indiana Code 16-36-1 et seq.

e IndianaLiving Wills and Life-Prolonging Procedures Act, Indiana Code 16-36-4-1 et seq.

¢ Indiana Out-of-Hospital Do Not Resuscitate Declarations, Indiana Code 16-36-5-1 et seq.

¢ IndianaPhysician Orders for Scope of Treatment (POST) Act, Indiana Code 16-36-6-1 et seq.
¢ Indiana Uniform Anatomical Gift Act, Indiana Code 29-2-16.1 et seq.

e Indiana Powers of Attorney Act, Indiana Code 30-5-1 et seq.

¢ Indiana State Department of Health, Advance Directives: Your Right to Decide (November 1, 2018)
e “Do Not Resuscitate” in the Perioperative Period — policy of SIRMC

e Informed Consent — policy of SIRMC

Approved by the Mishawaka Medical Executive Committee on April 8, 2019
Approved by the Plymouth Medical Executive Committee on April 15, 2019

Approved by the Saint Joseph Physician Network Medical Executive
Committee on April 25, 2019.
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POLICY:

1. The HIM Department will maintain procedures for downtime, allowing the impact to be minimal
on the overall department and recovery to be efficient. Saint Joseph Regional Medical Center utilizes
the Trinity Health Downtime and Recovery Procedure.

PROCEDURE:

A. Downtime Definition

1)

2)

3)

Downtime is considered any time when an application or group of applications is
unavailable for normal use whether it is because the application itself is down or an
application that sends or receives datais down. There are 2 types of downtime, Scheduled
and Unscheduled.

a)  Scheduled downtime by definition is a downtime where you have advanced warning
that it will occur or is a regularly scheduled event that you can plan for. Itis usually
done at a time to minimize patient care issues and inconvenience and allows for
preparation to significantly lessen the impact of a system’s unavailability. Typical
examples of scheduled downtime are system unavailability during nightly processing,
periodic preventative maintenance procedures and hardware or software upgrades.

b)  Unscheduled downtime is that which occurs with no notice and may be due, for
example, to an unplanned event such as a hardware failure, electricity outage or
telephone/communication failure.

Any problem limited to a single workstation is not considered downtime. If that occurs, the
Resolution Center should be contacted for correction. If multiple users’ workstations are
experiencing problems, notify the Resolution Center of the extent of the problem. Do not
use downtime procedures unless a public address announcement or broadcast message
advises that the downtime process is in effect.

There are degrees of downtime also depending on the application(s) that is interrupted and
the amount of time you are expected to be down, from a few minutes to hours or days.
Procedures may vary based on the length of time the downtime is expected.

B. Downtime Scenarios

1)

Downtime can be experienced in the following situations.
a)  Allsystems are down such that might occur in a power outage.
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b)  Cerner is down such that ProFile is not available therefore, patient deficiency analysis,
coding and abstracting cannot be done; transcription results are not available for
physicians in their In-box.

c) HealthQuest is down such that the patient information is not available

d) The interfaces into and out of Cerner and HealthQuest are down but those systems and
all ancillary systems are up.

e)  eScription is down such that transcription cannot load to Cerner.

C. Downtime Communications

1)

2)

Communication of a downtime will be announced and broadcasted, so that procedures may
be uniformly initiated within the organization. The message will stipulate the
application/system that is down, and advises on the impact to its functionality.

The Resolution Center will notify all pertinent departments when the problem is resolved
and the system is available.

D. Downtime Reports

1)

2)

3)

Anticipating that scheduled or unscheduled downtime will occasionally occur, the following
on-line reports will be available and contain information from Cerner prior to the downtime.

a)  Medication Administration Record (MAR)
b)  Chart Summary

The MAR and Chart Summary are extracted every 30 minutes from Cerner and sent to pre-
defined Quest downtime file folders. The Pharmacy Department will have access to the
entire MAR while each Nursing Unit will only have access to the MAR and Chart Summary
for patients in their unit. These reports will be available on any PC by logging into Quest
and navigating to the appropriate downtime folder. They can be viewed on-line or printed.

Additionally, these reports will be sent to a local PC defined for each Nursing Unit and the
Pharmacy Department in the event the network or Quest is down. Specific representatives
in each department will have access to the reports on the local PC and be able to print them
for the unit.

E. Back-up Databases

1)

Cerner

a) A full copy of all Cerner modules is sent to the Disaster Recovery Database to be used
as a back-up every 30 minutes. This can be used either as a read only or update
database. The determination to switch over tothe Disaster Recovery Database will be
made by based on the Disaster Recovery Policy. It will take approximately 2 hours to
get all the interfaces operational for both read and update capabilities to have the back-
up available foruse. The site will be notified when the back-up database is available.
All patient data will be available except for the last 50 minutes just prior to downtime.
Inorder to access the South Bend database, the user will need to double click the
Continuity Site App Bar-Alpha icon located in the Novel-delivered application
window. The log-in and passwords are the same as production.

b)  Upon notification that the Novi production system is operational, the users will log out
of the back-up system and revert to the normal icons for the production system.
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NOTE: If users attempt to log into the Disaster icons when we are not in Disaster mode, they
will receive an error instructing them to contact the system administrator.
2)  HealthQuest

a) A complete back-up of the HealthQuest system is performed every evening. If forany
reason the database needed to be restored, it could be done from the back-up which
would take 2 - 6 hours.

F.  HealthQuest Patient Management (PM) Downtime Impact:

1)  HealthQuest Patient Management has pre-defined scheduled downtimes, which may impact
the ability to access patients in Cerner Profile, Power Chart or eScription. Patients
registered or admitted PRIOR to the downtime should be available in Cerner Profile, Power
Chart and eScription. Patients who are registered or admitted to the hospital DURING the
Healthquest downtime will not be in other systems until:

a)  HealthQuest if back up, and
b)  Admissions/registrations from downtime have been entered and
c)  The transactions have interfaced to other systems.

2) Ifapatient is admitted to the hospital during a HealthQuest downtime, he/she will arrive at
the nursing unit or department with downtime forms and labels to be used for labeling
downtime regs, specimens, chart forms etc. Once recovery is performed on Healthquest, the
proper face sheets and other forms will be delivered to the unit or department.

G. Cerner Clinical Documentation Downtime:

1)  When Cerner downtime occurs, clinical staff will follow their specific downtime procedures.
They will begin documenting on downtime forms per their procedure. These forms are a
part of the paper based record and upon patient discharge will be filed into the record during
the assembly process in the Health Information Management Department.

H. Downtime Process and Recovery Process
a)  ProFile Down:

) If an urgent request is made for copies of medical records during downtime
MHIN power chart may also be used to retrieve pertinent information,

2) Ifinformation is needed from PowerChart and the request is from inside the hospital, record
the following information.

a)  daterequested

b)  patient name

C)  requestor name, phone and unit/dept
d)  medical record number

e) admitand discharge dates

f)  medical records requested

3) Iftherequest is from outside (ROI), a written request must be received that includes the
patient’s signature authorizing release of information.
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4)

5)

Advise the requestor the system is down and the approximate time to expect the information
to be sent.

If a call is received to check the status of a request previously made, note the caller name,
phone number, patient and date requested. Informthe caller the system is down, you will
check the status and get back when the system comes up.

l. HealthQuest Downtime: Request for Records

1)
2)

3)

4)

5)

If record is available in PowerChart, inform requester to use the on-line record because the
paper portion of records post Go-Live contain limited clinical information

If record requested is for a date prior to Cerner, obtain the MRN, patient name, DOB and/or
SSN initiate search for hard copy chart. Legacy would be accessed for STAR visit history.

If record request is for a current patient who was admitted during downtime, the record will
not be available in Cerner until HQ is back up and registrations from downtime have been
entered and transactions have interfaced to Cerner ProFile and other systems.

Follow ProFile downtime procedures.

a)  ProFile Recovery:
(1) Follow up with requestors as necessary to keep them apprised of the status.
2) Notify supervisor of continued significant backlog resulting from downtime.

Requests for records of patients who were admitted to the hospital during downtime will not
be available in ProFile until HQ is back up and registrations from downtime have been
entered and transactions have interfaced to ProFile. Requests in this scenario should follow
the steps listed above for ProFile Downtime.

J. HealthQuest Recovery:

1)
2)

Once HQ is up, follow ProFile recovery.
Analysis and Reanalysis for Deficiencies.

K. HealthQuest Downtime: Analysis

1)
2)

No impact

ProFile Recovery:

a)  Analysis can resume.

b)  Notify supervisor of significant backlog resulting from downtime.
Use MNIN or eScription system to access critical information.

L. HealthQuest Downtime: Coding

1)
2)

3)

No impact

ProFile Recovery:

a)  The backlog of coding and abstracting can be done when ProFile is back up.
b)  Notify supervisor of significant backlog resulting from downtime.

Cerner In-Box Downtime:
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Title: Computer Downtime
a)  If physicians are trying to access In Box remotely and cannot, they may contact the

HIM department. Inform them that the Cerner System is down. If the physician
would like a call when Cerner comes back up note the following information:

1) date and time of call
2) physician name
(3) physician’s phone/beeper Cerner In-Box Recovery:

b)  Notify any physicians who requested the courtesy phone call when the system is
available.

M. Transcription  HealthQuest Downtime:

1)  Transcription may not have access to demographics on patients who were admitted to the
hospital during downtime. It will not be available until HQ is back up and registrations from
downtime have been entered and transactions have interfaced to eScription and other
systems.

2)  If patient information is not available by calling into the department, place the report on
HOLD.

3)  Based on the expected duration of downtime, the HIM management will notify staff how to
handle transcription with missing patient demographics. These options include:

a)  Continue to hold report.

b)  Release temporary report with missing demographics then complete when downtime
iS over.

N. HealthQuest Recovery:
1)  Add demographic information to reports and remove reports from HOLD.

2)  Add demographic information to reports that were released with missing information. This
will allow the report to post to PowerChart for electronic signature.

3)  Outsourced Transcription, HealthQuest Downtime:

a)  Supervisor will notify outsource transcription company to stop transcribing until
downtime is complete.

b)  Call outsource Transcription Company to inform them when the system is up.
c¢) Interface Downtime:

Q) There are various interfaces to HealthQuest and Cerner applications:

2 HealthQuest registration information

(3) Lab system

4) Radiology system

(5) Pathology system

(6) EScription System

O. Any time an interface experiences downtime, there will be a delay in reports posting to Cerner.
The interfaces will resume sending information to systems when they are up.

P.  Othersources that can be used for reference are:

Expiration Date: 01/28/2024 Page 5 of 6
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Title: Computer Downtime

1)  MHIN Power chart, Trinity Power chart, Health Quest, Legacy STAR, Meditech, eMon,
Vista and Initiate Enterprise
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16. Diabetes Care in the Hospital:
Standards of Medical Care in
Diabetes—2022

Diabetes Care 2022;45(Suppl. 1):5244-S253 | https.//doi.org/10.2337/dc22-5016

The American Diabetes Association (ADA) “Standards of Medical Care in Diabetes”
includes the ADA’s current clinical practice recommendations and is intended to pro-
vide the components of diabetes care, general treatment goals and guidelines, and
tools to evaluate quality of care. Members of the ADA Professional Practice Commit-
tee, a multidisciplinary expert committee (https://doi.org/10.2337/dc22-SPPC), are
responsible for updating the Standards of Care annually, or more frequently as war-
ranted. For a detailed description of ADA standards, statements, and reports, as well
as the evidence-grading system for ADA’s clinical practice recommendations, please
refer to the Standards of Care Introduction (https://doi.org/10.2337/dc22-SINT).
Readers who wish to comment on the Standards of Care are invited to do so at
professional.diabetes.org/SOC.

Among hospitalized patients, hyperglycemia, hypoglycemia, and glucose variability
are associated with adverse outcomes, including death (1-3). Therefore, careful
management of inpatients with diabetes has direct and immediate benefits. Hospi-
tal management of diabetes is facilitated by preadmission treatment of hyperglyce-
mia in patients having elective procedures, a dedicated inpatient diabetes service
applying well-developed standards, and careful transition out of the hospital to
prearranged outpatient management. These steps can shorten hospital stays and
reduce the need for readmission, as well as improve patient outcomes. Some in-
depth reviews of hospital care for patients with diabetes have been published
(3-5). For older hospitalized patients or for patients in the long-term care facilities,
please see Section 13, “Older Adults” (https://doi.org/10.2337/dc22-5013).

HOSPITAL CARE DELIVERY STANDARDS

Recommendations

16.1 Perform an A1C test on all patients with diabetes or hyperglycemia
(blood glucose >140 mg/dL [7.8 mmol/L]) admitted to the hospital if
not performed in the prior 3 months. B

16.2 Insulin should be administered using validated written or computerized
protocols that allow for predefined adjustments in the insulin dosage
based on glycemic fluctuations. B

Considerations on Admission

High-quality hospital care for diabetes requires standards for care delivery,
which are best implemented using structured order sets, and quality assur-
ance for process improvement. Unfortunately, “best practice” protocols,
reviews, and guidelines (2—4) are inconsistently implemented within hospitals.
To correct this, medical centers striving for optimal inpatient diabetes treat-
ment should establish protocols and structured order sets, which include com-
puterized physician order entry (CPOE).

Check for
updates

American Diabetes Association
Professional Practice Committee*

*A complete list of members of the American
Diabetes Association Professional Practice Com-
mittee can be found at https.//doi.org/10.2337/
dc22-SPPC.

Suggested citation: American Diabetes Asso-
ciation Professional Practice Committee. 16.
Diabetes care in the hospital: Standards of
Medical Care in Diabetes—2022. Diabetes Care
2022;45(Suppl. 1):5244-5253

© 2021 by the American Diabetes Association.
Readers may use this article as long as the
work is properly cited, the use is educational
and not for profit, and the work is not altered.
More information is available at https://
diabetesjournals.org/journals/pages/license.
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Initial orders should state the type of
diabetes (i.e., type 1, type 2, gestational
diabetes mellitus, pancreatic diabetes)
when it is known. Because inpatient
treatment and discharge planning are
more effective if based on preadmission
glycemia, an A1C should be measured
for all patients with diabetes or hypergly-
cemia admitted to the hospital if the test
has not been performed in the previous
3 months (6-9). In addition, diabetes
self-management knowledge and behav-
iors should be assessed on admission
and diabetes self-management education
provided, if appropriate. Diabetes self-
management education should include
appropriate skills needed after discharge,
such as medication dosing and adminis-
tration, glucose monitoring, and recogni-
tion and treatment of hypoglycemia
(2,3). There is evidence to support pread-
mission treatment of hyperglycemia in
patients scheduled for elective surgery
as an effective means of reducing
adverse outcomes (10-13).

The National Academy of Medicine
recommends CPOE to prevent medica-
tion-related errors and to increase effi-
ciency in medication administration
(14). A Cochrane review of randomized
controlled trials using computerized
advice to improve glucose control in the
hospital found significant improvement
in the percentage of time patients
spent in the target glucose range,
lower mean blood glucose levels, and
no increase in hypoglycemia (15).
Thus, where feasible, there should be
structured order sets that provide
computerized advice for glucose con-
trol. Electronic insulin order templates
also improve mean glucose levels
without increasing hypoglycemia in
patients with type 2 diabetes, so
structured insulin order sets should be
incorporated into the CPOE (16,17).

Diabetes Care Providers in the
Hospital

Recommendation

16.3 When caring for hospitalized
patients with diabetes, con-
sult with a specialized diabe-
tes or glucose management
team when possible. C

Appropriately trained specialists or
specialty teams may reduce the length

of stay, improve glycemic control, and
improve outcomes (10,18,19). In addi-
tion, the greater risk of 30-day readmis-
sion following hospitalization that has
been attributed to diabetes can be
reduced and costs saved when inpatient
care is provided by a specialized diabe-
tes management team (20,21). In a
cross-sectional comparison of usual care
to management by specialists who
reviewed cases and made recommenda-
tions solely through the electronic med-
ical record, rates of both hyper- and
hypoglycemia were reduced 30-40% by
electronic “virtual care” (22). Details of
team formation are available in the
Joint Commission standards for pro-
grams and from the Society of Hospital
Medicine (23,24).

Even the best orders may not be car-
ried out in a way that improves quality,
nor are they automatically updated
when new evidence arises. To this end,
the Joint Commission has an accredita-
tion program for the hospital care of
diabetes (23), and the Society of Hospi-
tal Medicine has a workbook for pro-
gram development (24).

GLYCEMIC TARGETS IN
HOSPITALIZED PATIENTS

Recommendations

16.4 Insulin therapy should be initi-
ated for treatment of persistent
hyperglycemia starting at a
threshold =180 mg/dL (10.0
mmol/L) (checked on two occa-
sions). Once insulin therapy is
started, a target glucose range
of 140-180 mg/dL (7.8-10.0
mmol/L) is recommended for
the majority of critically ill and
noncritically ill patients. A

16.5 More stringent goals, such as
110-140 mg/dL (6.1-7.8 mmol/L),
may be appropriate for selected
patients if they can be achieved
without significant hypoglyce-
mia. C

Standard Definitions of Glucose
Abnormalities

Hyperglycemia in hospitalized patients
is defined as blood glucose levels >140
mg/dL (7.8 mmol/L) (2,3,25). Blood glu-
cose levels persistently above this level
should prompt conservative interven-
tions, such as alterations in diet or

Diabetes Care in the Hospital

changes to medications that cause
hyperglycemia. An admission A1C value
=6.5% (48 mmol/mol) suggests that
the onset of diabetes preceded hospital-
ization (see Section 2, “Classification
and Diagnosis of Diabetes,” https://doi
.org/10.2337/dc22-S002) (2,25). Hypo-
glycemia in hospitalized patients is cate-
gorized by blood glucose concentration
and clinical correlates (Table 6.4) (26):
Level 1 hypoglycemia is a glucose
concentration 54-70 mg/dL (3.0-3.9
mmol/L). Level 2 hypoglycemia is a
blood glucose concentration <54 mg/dL
(3.0 mmol/L), which is typically the
threshold for neuroglycopenic symp-
toms. Level 3 hypoglycemia is a clinical
event characterized by altered mental
and/or physical functioning that requires
assistance from another person for
recovery. Levels 2 and 3 require immedi-
ate correction of low blood glucose.

Glycemic Targets

In a landmark clinical trial, Van den
Berghe et al. (27) demonstrated that an
intensive intravenous insulin regimen to
reach a target glycemic range of 80-110
mg/dL (4.4-6.1 mmol/L) reduced mor-
tality by 40% compared with a standard
approach targeting blood glucose of
180-215 mg/dL (10-12 mmol/L) in criti-
cally ill patients with recent surgery.
This study provided robust evidence
that active treatment to lower blood
glucose in hospitalized patients had
immediate benefits. However, a large,
multicenter follow-up study, the Normo-
glycemia in Intensive Care Evaluation
and Survival Using Glucose Algorithm
Regulation (NICE-SUGAR) trial (28), led
to a reconsideration of the optimal tar-
get range for glucose lowering in critical
illness. In this trial, critically ill patients
randomized to intensive glycemic con-
trol (80-110 mg/dL) derived no signifi-
cant treatment advantage compared
with a group with more moderate glyce-
mic targets (140-180 mg/dL [7.8-10.0
mmol/L]) and, in fact, had slightly but
significantly higher mortality (27.5% vs.
25%). The intensively treated group had
10- to 15-fold greater rates of hypogly-
cemia, which may have contributed to
the adverse outcomes noted. The find-
ings from NICE-SUGAR are supported by
several meta-analyses, some of which
suggest that tight glycemic control
increases mortality compared with
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more moderate glycemic targets and
generally causes higher rates of hypo-
glycemia (29-31). Based on these
results, insulin therapy should be initi-
ated for treatment of persistent hyper-
glycemia =180 mg/dL (10.0 mmol/L)
and targeted to a glucose range of
140-180 mg/dL (7.8-10.0 mmol/L) for
the majority of critically ill patients.
Although not as well supported by data
from randomized controlled trials, these
recommendations have been extended
to hospitalized patients without critical
illness. More stringent goals, such as
110-140 mg/dL (6.1-7.8 mmol/L), may
be appropriate for selected patients
(e.g., critically ill postsurgical patients or
patients with cardiac surgery), as long as
they can be achieved without significant
hypoglycemia (32,33). On the other
hand, glucose concentrations between
180 mg/dL and 250 mg/dL (10-13.9
mmol/L) may be acceptable in patients
with severe comorbidities and in inpa-
tient care settings where frequent glu-
cose monitoring or close nursing
supervision is not feasible. Glycemic lev-
els above 250 mg/dL (13.9 mmol/L) may
be acceptable in terminally ill patients
with short life expectancy. In these
patients, less aggressive insulin regimens
to minimize glucosuria, dehydration, and
electrolyte disturbances are often more
appropriate. Clinical judgment combined
with ongoing assessment of clinical sta-
tus, including changes in the trajectory
of glucose measures, illness severity,
nutritional status, or concomitant medi-
cations that might affect glucose levels
(e.g., glucocorticoids), should be incorpo-
rated into the day-to-day decisions
regarding insulin dosing (34).

BEDSIDE BLOOD GLUCOSE
MONITORING

In hospitalized patients with diabetes
who are eating, bedside glucose
monitoring should be performed
before meals; in those not eating,
glucose monitoring is advised every
4-6 h (2). More frequent bedside
blood glucose testing ranging from
every 30 min to every 2 h is the
required standard for safe use of
intravenous insulin. Safety standards
for blood glucose monitoring that
prohibit the sharing of lancets, other
testing materials, and needles are
mandatory (35).

Diabetes Care Volume 45, Supplement 1, January 2022

The vast majority of hospital glucose
monitoring is performed using standard
glucose monitors and capillary blood
taken from fingersticks, similar to the
process used by outpatients for home
glucose monitoring (36). Point-of-care
(POC) meters are not as accurate or as
precise as laboratory glucose analyzers,
and capillary blood glucose readings are
subject to artifact due to perfusion,
edema, anemia/erythrocytosis, and sev-
eral medications commonly used in the
hospital (37). The U.S. Food and Drug
Administration (FDA) has established
standards for capillary (fingerstick) blood
glucose meters used in the ambulatory
setting, as well as standards to be
applied for POC measures in the hospital
(37). The balance between analytic
requirements (e.g., accuracy, precision,
interference) and clinical requirements
(rapidity, simplicity, point of care) has
not been uniformly resolved (36,38), and
most hospitals/medical centers have
arrived at their own policies to balance
these parameters. It is critically impor-
tant that devices selected for in-hospital
use, and the workflow through which
they are applied, have careful analysis of
performance and reliability and ongoing
quality assessments. Recent studies indi-
cate that POC measures provide ade-
guate information for usual practice,
with only rare instances where care has
been compromised (39,40). Good prac-
tice dictates that any glucose result that
does not correlate with the patient’s clin-
ical status should be confirmed through
measurement of a serum sample in the
clinical laboratory.

Continuous Glucose Monitoring
Real-time continuous glucose monitoring
(CGM) provides frequent measurements
of interstitial glucose levels as well as
the direction and magnitude of glucose
trends. Even though CGM has theoretical
advantages over POC glucose testing in
detecting and reducing the incidence of
hypoglycemia, it has not been approved
by the FDA for inpatient use. Some hos-
pitals with established glucose manage-
ment teams allow the use of CGM in
selected patients on an individual basis,
provided both the patients and the glu-
cose management team are well edu-
cated in the use of this technology. CGM
is not approved for intensive care unit
use.

During the COVID-19 pandemic, sev-
eral institutions used CGM to minimize
contact between health care providers
and patients, especially those in the
intensive care unit (41-49). This approach
seems to be helpful in that regard, as
well as helping to minimize the use of
personal protective equipment. Unfortu-
nately, the data about the use of CGM
to improve either glycemic control or
hospitalization outcomes are not yet
available. Preliminary data that are
already at hand suggest that CGM can
offer significant improvement to both
glycemic control and outcomes of
hospitalization.

For more information on CGM, see
Section 7, “Diabetes Technology” (https://
doi.org/10.2337/dc22-5007).

GLUCOSE-LOWERING TREATMENT
IN HOSPITALIZED PATIENTS

Recommendations

16.6 Basal insulin or a basal plus
bolus correction insulin regi-
men is the preferred treatment
for non—critically ill hospitalized
patients with poor oral intake
or those who are taking noth-
ing by mouth. A

16.7 An insulin regimen with basal,
prandial, and correction compo-
nents is the preferred treatment
for non—critically ill hospitalized
patients with good nutritional
intake. A

16.8 Use of only a sliding scale insulin
regimen in the inpatient hospital
setting is strongly discouraged. A

Insulin Therapy

Critical Care Setting

In the critical care setting, continuous
intravenous insulin infusion is the most
effective method for achieving glycemic
targets. Intravenous insulin infusions
should be administered based on vali-
dated written or computerized protocols
that allow for predefined adjustments in
the infusion rate, accounting for glycemic
fluctuations and insulin dose (3).

Noncritical Care Setting

In most instances, insulin is the preferred
treatment for hyperglycemia in hospital-
ized patients. However, in certain circum-
stances, it may be appropriate to
continue home regimens, including oral
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glucose-lowering medications (50). If oral
medications are held in the hospital,
there should be a protocol for resuming
them 1-2 days before discharge. For
patients using insulin, recent reports indi-
cate that inpatient use of insulin pens is
safe and may be associated with
improved nurse satisfaction compared
with the use of insulin vials and syringes
(51-53). Insulin pens have been the sub-
ject of an FDA warning because of poten-
tial blood-borne diseases; the warning
“For single patient use only” should be
rigorously followed (54).

Outside of critical care units, sched-
uled insulin regimens are recommended
to manage hyperglycemia in patients
with diabetes. Regimens using insulin
analogs and human insulin result in simi-
lar glycemic control in the hospital set-
ting (55). The use of subcutaneous rapid-
or short-acting insulin before meals, or
every 4-6 h if no meals are given or if
the patient is receiving continuous
enteral/parenteral nutrition, is indicated
to correct hyperglycemia. Basal insulin,
or a basal plus bolus correction regimen,
is the preferred treatment for noncriti-
cally ill hospitalized patients with poor
oral intake or those who are restricted
from oral intake. An insulin regimen with
basal, prandial, and correction compo-
nents is the preferred treatment for non-
critically ill hospitalized patients with
good nutritional intake.

For patients who are eating, insulin
injections should align with meals. In
such instances, POC glucose testing
should be performed immediately before
meals. If oral intake is poor, a safer pro-
cedure is to administer prandial insulin
immediately after the patient eats, with
the dose adjusted to be appropriate for
the amount ingested (55).

A randomized controlled trial has
shown that basal-bolus treatment
improved glycemic control and reduced
hospital complications compared with
reactive, or sliding scale, insulin regi-
mens (i.e., dosing given in response to
elevated glucose rather than preemp-
tively) in general surgery patients with
type 2 diabetes (56). Prolonged use of
sliding scale insulin regimens as the sole
treatment of hyperglycemic inpatients is
strongly discouraged (19,57).

While there is evidence for using pre-
mixed insulin formulations in the outpa-
tient setting (58), a recent inpatient
study of 70/30 NPH/regular insulin

versus basal-bolus therapy showed
comparable glycemic control but signifi-
cantly increased hypoglycemia in the
group receiving premixed insulin (59).
Therefore, premixed insulin regimens
are not routinely recommended for in-
hospital use.

Type 1 Diabetes

For patients with type 1 diabetes, dosing
insulin based solely on premeal glucose
levels does not account for basal insulin
requirements or caloric intake, increasing
the risk of both hypoglycemia and hyper-
glycemia. Typically, basal insulin dosing
schemes are based on body weight, with
some evidence that patients with renal
insufficiency should be treated with
lower doses (60,61). An insulin regimen
with basal and correction components is
necessary for all hospitalized patients
with type 1 diabetes, with the addition
of prandial insulin if the patient is eating.
Most importantly, patients with type 1
diabetes should always be treated with
insulin.

Transitioning Intravenous to Subcutaneous
Insulin

When discontinuing intravenous insulin,
a transition protocol is associated with
less morbidity and lower costs of care
(62,63) and is therefore recommended.
A patient with type 1 or type 2 diabetes
being transitioned to a subcutaneous
regimen should receive a dose of subcu-
taneous basal insulin 2 h before the
intravenous infusion is discontinued. The
dose of basal insulin is best calculated
on the basis of the insulin infusion rate
during the last 6 h when stable glycemic
goals were achieved (64). For patients
transitioning to regimens with concen-
trated insulin (U-200, U-300, or U-500)
in the inpatient setting, it is important
to ensure correct dosing by utilizing an
individual pen and cartridge for each
patient and by meticulous supervision of
the dose administered (64,65).

Noninsulin Therapies

The safety and efficacy of noninsulin
glucose-lowering therapies in the hos-
pital setting is an area of active
research (66,67). Several recent ran-
domized trials have demonstrated the
potential effectiveness of glucagon-
like peptide 1 (GLP-1) receptor ago-
nists and dipeptidyl peptidase 4 inhibi-
tors in specific groups of hospitalized
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patients (68-71). However, an FDA
bulletin states that providers should
consider discontinuing saxagliptin and
alogliptin in people who develop heart
failure (72).

Sodium—glucose cotransporter 2 (SGLT2)
inhibitors should be avoided in cases of
severe illness, in patients with ketonemia or
ketonuria, and during prolonged fasting and
surgical procedures (4). Until safety and
effectiveness are established, SGLT2 inhib-
itors are not recommended for routine
in-hospital use. Furthermore, the FDA has
recently warned that SGLT2 inhibitors
should be stopped 3 days before sched-
uled surgeries (4 days in the case of
ertugliflozin).

HYPOGLYCEMIA

Recommendations

16.9 A hypoglycemia management
protocol should be adopted
and implemented by each
hospital or hospital system. A
plan for preventing and treat-
ing hypoglycemia should be
established for each patient.
Episodes of hypoglycemia in
the hospital should be docu-
mented in the medical record
and tracked for quality improve-
ment/quality assessment. E

16.10 For individual patients, treat-
ment regimens should be
reviewed and changed as
necessary to prevent further
hypoglycemia when a blood
glucose value of <70 mg/dL
(3.9 mmol/L) is documen-
ted. C

Patients with or without diabetes may
experience hypoglycemia in the hospital
setting. While hypoglycemia is associated
with increased mortality (73), in many
cases it is a marker of underlying disease
rather than the cause of fatality. How-
ever, hypoglycemia is a severe conse-
quence of dysregulated metabolism and/
or diabetes treatment, and it is impera-
tive that it be minimized in hospitalized
patients. Many episodes of hypoglyce-
mia among inpatients are preventable.
Therefore, a hypoglycemia prevention
and management protocol should be
adopted and implemented by each hos-
pital or hospital system. A standardized
hospital-wide, nurse-initiated hypogly-
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cemia treatment protocol should be in
place to immediately address blood glu-
cose levels of <70 mg/dL (3.9 mmol/L).
In addition, individualized plans for pre-
venting and treating hypoglycemia for
each patient should also be developed.
An American Diabetes Association con-
sensus statement recommends that a
patient’s treatment regimen be reviewed
any time a blood glucose value of <70
mg/dL (3.9 mmol/L) occurs, as such
readings often predict subsequent level
3 hypoglycemia (2). Episodes of hypogly-
cemia in the hospital should be docu-
mented in the medical record and
tracked (3).

Triggering Events and Prevention of
Hypoglycemia

Insulin is one of the most common drugs
causing adverse events in hospitalized
patients, and errors in insulin dosing
and/or administration occur relatively fre-
quently (73-75). Beyond insulin dosing
errors, common preventable sources of
iatrogenic hypoglycemia are improper
prescribing of other glucose-lowering
medications, inappropriate management
of the first episode of hypoglycemia, and
nutrition-insulin mismatch, often related
to an unexpected interruption of nutri-
tion. A recent study describes acute kid-
ney injury as an important risk factor for
hypoglycemia in the hospital (76), possi-
bly as a result of decreased insulin clear-
ance. Studies of “bundled” preventive
therapies, including proactive surveillance
of glycemic outliers and an interdisciplin-
ary data-driven approach to glycemic
management, showed that hypoglycemic
episodes in the hospital could be pre-
vented. Compared with baseline, two
such studies found that hypoglycemic
events fell by 56-80% (77,78). The Joint
Commission recommends that all hypo-
glycemic episodes be evaluated for a
root cause and the episodes be aggre-
gated and reviewed to address systemic
issues (23).

In addition to errors with insulin
treatment, iatrogenic hypoglycemia may
be induced by a sudden reduction of
corticosteroid dose, reduced oral intake,
emesis, inappropriate timing of short-
or rapid-acting insulin in relation to
meals, reduced infusion rate of intrave-
nous dextrose, unexpected interruption
of enteral or parenteral feedings, delayed
or missed blood glucose checks, and
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altered ability of the patient to report
symptoms (5).

Predictors of Hypoglycemia
In ambulatory patients with diabetes, it is
well established that an episode of
severe hypoglycemia increases the risk
for a subsequent event, in part because
of impaired counterregulation (79,80).
This relationship also holds for inpatients.
For example, in a study of hospitalized
patients treated for hyperglycemia, 84%
who had an episode of “severe hypo-
glycemia” (defined as <40 mg/dL [2.2
mmol/L]) had a preceding episode of
hypoglycemia (<70 mg/dL [3.9 mmol/L])
during the same admission (81). In
another study of hypoglycemic episodes
(defined as <50 mg/dL [2.8 mmol/L]),
78% of patients were using basal insulin,
with the incidence of hypoglycemia peak-
ing between midnight and 6:00 am.
Despite recognition of hypoglycemia,
75% of patients did not have their
dose of basal insulin changed before
the next insulin administration (82).
Recently, several groups have devel-
oped algorithms to predict episodes of
hypoglycemia among inpatients (83,84).
Models such as these are potentially
important and, once validated for gen-
eral use, could provide a valuable tool
to reduce rates of hypoglycemia in hos-
pitalized patients.

MEDICAL NUTRITION THERAPY IN
THE HOSPITAL

The goals of medical nutrition therapy
in the hospital are to provide adequate
calories to meet metabolic demands,
optimize glycemic control, address per-
sonal food preferences, and facilitate
the creation of a discharge plan. The
American Diabetes Association does not
endorse any single meal plan or speci-
fied percentages of macronutrients. Cur-
rent nutrition recommendations advise
individualization based on treatment
goals, physiological parameters, and
medication use. Consistent carbohy-
drate meal plans are preferred by many
hospitals as they facilitate matching the
prandial insulin dose to the amount of
carbohydrate consumed (85).

Orders should also indicate that the
meal delivery and nutritional insulin
coverage should be coordinated, as
their variability often creates the

possibility of hyperglycemic and hypo-
glycemic events.

Many hospitals offer “meals on
demand,” allowing patients to order
meals from the menu at any time of
the day. This option improves patient
satisfaction but complicates meal—insu-
lin coordination. Finally, if carbohydrate
counting is provided by the hospital
kitchen, this option should be used in
patients counting carbohydrates at
home (86).

SELF-MANAGEMENT IN THE
HOSPITAL

Diabetes self-management in the hospi-
tal may be appropriate for specific
patients (87,88). Candidates include
both adolescent and adult patients who
successfully conduct self-management
of diabetes at home and whose cogni-
tive and physical skills needed to suc-
cessfully self-administer insulin and
perform self-monitoring of blood glu-
cose are not compromised. In addition,
they should have adequate oral intake,
be proficient in carbohydrate estima-
tion, use multiple daily insulin injections
or continuous subcutaneous insulin
infusion (CSll), have stable insulin
requirements, and understand sick-day
management. If self-management is to
be used, a protocol should include a
requirement that the patient, nursing
staff, and physician agree that patient
self-management is appropriate. If CSII
or CGM is to be used, hospital policy
and procedures delineating guidelines
for CSII therapy, including the changing
of infusion sites, are advised (89,90).
As outlined in Recommendation 7.29,
patients using diabetes devices should
be allowed to use them in an inpatient
setting when proper supervision is
available.

STANDARDS FOR SPECIAL
SITUATIONS

Enteral/Parenteral Feedings
For patients receiving enteral or paren-
teral feedings who require insulin, the
regimen should include coverage of
basal, prandial, and correctional needs
(91,92). It is particularly important that
patients with type 1 diabetes continue
to receive basal insulin even if feedings
are discontinued.

Most patients receiving basal insulin
should continue with their basal dose,
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while the dose of insulin for the total
daily nutritional component may be cal-
culated as 1 unit of insulin for every
10-15 g carbohydrate in the formula.
Commercially available cans of enteral
nutrition contain variable amounts of
carbohydrate and may be infused at dif-
ferent rates. All of this must be taken
into consideration while calculating
insulin doses to cover the nutritional
component of enteral nutrition (86).
Most specialists recommend using NPH
insulin twice or three times daily (every
8 or 12 h) to cover patient needs.
Adjustments in insulin doses must be
made frequently. Correctional insulin
should also be administered subcutane-
ously every 6 h using human regular
insulin or every 4 h using a rapid-acting
insulin. If enteral nutrition is inter-
rupted, a 10% dextrose infusion must
be started immediately to prevent
hypoglycemia and to allow time to
select more appropriate insulin doses.

For patients receiving enteral bolus
feedings, approximately 1 unit of regu-
lar human insulin or rapid-acting insulin
per 10-15 g carbohydrate should be
given subcutaneously before each feed-
ing. Correctional insulin coverage should
be added as needed before each
feeding.

In patients receiving nocturnal tube
feeding, NPH insulin administered with
the initiation of feeding represents a
reasonable approach to cover this nutri-
tional load.

For patients receiving continuous
peripheral or central parenteral nutri-
tion, human regular insulin may be
added to the solution, particularly if
>20 units of correctional insulin have
been required in the past 24 h. A start-
ing dose of 1 unit of human regular
insulin for every 10 g dextrose has been
recommended (93) and should be
adjusted daily in the solution. Adding
insulin to the parenteral nutrition bag is
the safest way to prevent hypoglycemia
if the parenteral nutrition is stopped or
interrupted. Correctional insulin should
be administered subcutaneously. For
full enteral/parenteral feeding guidance,
please refer to review articles detailing
this topic (91,94).

Because continuous enteral or paren-
teral nutrition results in a continuous
postprandial state, any attempt to bring
blood glucose levels to below 140 mg/
dL (7.8 mmol/L) substantially increases

the risk of hypoglycemia in these
patients.

Glucocorticoid Therapy

The prevalence of glucocorticoid therapy
in hospitalized patients can approach
10%, and these medications can induce
hyperglycemia in patients with and with-
out antecedent diabetes (95). Glucocorti-
coid type and duration of action must be
considered in determining insulin treat-
ment regimens. Daily-ingested short-act-
ing glucocorticoids such as prednisone
reach peak plasma levels in 4-6 h (96)
but have pharmacologic actions that last
through the day. Patients on morning
steroid regimens have disproportionate
hyperglycemia during the day, but they
frequently reach normal blood glucose
levels overnight regardless of treatment
(95). In subjects on once- or twice-daily
steroids, administration of intermediate-
acting (NPH) insulin is a standard
approach. NPH is usually administered in
addition to daily basal-bolus insulin or in
addition to oral antidiabetes medica-
tions. Because NPH action peaks at 4-6
h after administration, it is best to give it
concomitantly with steroids (97). For
long-acting glucocorticoids such as dexa-
methasone and multidose or continuous
glucocorticoid use, long-acting insulin
may be required to control fasting blood
glucose (50,98). For higher doses of glu-
cocorticoids, increasing doses of prandial
and correctional insulin, sometimes in
extraordinary amounts, are often needed
in addition to basal insulin (99,100).
Whatever orders are started, adjust-
ments based on anticipated changes in
glucocorticoid dosing and POC glucose
test results are critical.

Perioperative Care

Many standards for perioperative care
lack a robust evidence base. However,
the following approach (101-103) may
be considered:

1. The target range for blood glucose in
the perioperative period should be
80-180 mg/dL (4.4-10.0 mmol/L).

2. A preoperative risk assessment
should be performed for patients
with diabetes who are at high risk
for ischemic heart disease and those
with autonomic neuropathy or renal
failure.

Diabetes Care in the Hospital

3. Metformin should be withheld on
the day of surgery.

4. SGLT2 inhibitors must be discontin-
ued 3—4 days before surgery.

5. Withhold any other oral glucose-
lowering agents the morning of sur-
gery or procedure and give half of
NPH dose or 75-80% doses of long-
acting analog or pump basal insulin.

6. Monitor blood glucose at least
every 2-4 h while the patient is tak-
ing nothing by mouth and dose with
short- or rapid-acting insulin as
needed.

7. There are no data on the use and/
or influence of GLP-1 receptor ago-
nists or ultra-long-acting insulin ana-
logs upon glycemia in perioperative
care.

A recent review concluded that peri-
operative glycemic control tighter than
80-180 mg/dL (4.4-10.0 mmol/L) did
not improve outcomes and was associ-
ated with more hypoglycemia (102);
therefore, in general, tighter glycemic
targets are not advised. Evidence from
a recent study indicates that compared
with usual dosing, a reduction of insulin
given the evening before surgery by
~25% was more likely to achieve peri-
operative blood glucose levels in the
target range with a lower risk for hypo-
glycemia (104).

In noncardiac general surgery patients,
basal insulin plus premeal short- or
rapid-acting insulin (basal-bolus) cover-
age has been associated with improved
glycemic control and lower rates of peri-
operative complications compared with
the reactive, sliding scale regimens
(short- or rapid-acting insulin coverage
only with no basal insulin dosing)
(56,105).

Diabetic Ketoacidosis and
Hyperosmolar Hyperglycemic State
There is considerable variability in the
presentation of diabetic ketoacidosis
(DKA) and hyperosmolar hyperglycemic
states, ranging from euglycemia or
mild hyperglycemia and acidosis to
severe hyperglycemia, dehydration,
and coma; therefore, individualization
of treatment based on a careful clinical
and laboratory assessment is needed
(106-109).

Management goals include restoration
of circulatory volume and tissue perfu-
sion, resolution of hyperglycemia, and
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correction of electrolyte imbalance and
acidosis. It is also important to treat any
correctable underlying cause of DKA,
such as sepsis, myocardial infarction, or
stroke. In critically ill and mentally
obtunded patients with DKA or hyperos-
molar hyperglycemia, continuous intrave-
nous insulin is the standard of care.
Successful transition of patients from
intravenous to subcutaneous insulin
requires administration of basal insulin
2-4 h prior to the intravenous insulin
being stopped to prevent recurrence of
ketoacidosis and rebound hyperglycemia
(108). There is no significant difference in
outcomes for intravenous human regular
insulin versus subcutaneous rapid-acting
analogs when combined with aggressive
fluid management for treating mild or
moderate DKA (110). Patients with
uncomplicated DKA may sometimes be
treated with subcutaneous insulin in the
emergency department or step-down
units (111), an approach that may be
safer and more cost-effective than treat-
ment with intravenous insulin. If subcuta-
neous insulin administration is used, it is
important to provide an adequate fluid
replacement, frequent bedside testing,
appropriate treatment of any concurrent
infections, and appropriate follow-up to
avoid recurrent DKA. Several studies
have shown that the use of bicarbonate
in patients with DKA made no difference
in resolution of acidosis or time to dis-
charge, and its use is generally not rec-
ommended. For further information
regarding treatment, refer to recent in-
depth reviews (4).

TRANSITION FROM THE HOSPITAL
TO THE AMBULATORY SETTING

Recommendation

16.11 There should be a structured
discharge plan tailored to the
individual patient with diabe-
tes. B

A structured discharge plan tailored to
the individual patient may reduce the
length of hospital stay and readmission
rates and increase patient satisfaction
(112). Discharge planning should begin
at admission and be updated as patient
needs change.

The transition from the acute care
setting presents risks for all patients.
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Inpatients may be discharged to varied
settings, including home (with or without
visiting nurse services), assisted living,
rehabilitation, or skilled nursing facilities.
For the patient who is discharged to home
or to assisted living, the optimal program
will need to consider diabetes type and
severity, effects of the patient’s illness on
blood glucose levels, and the patient’s
capacities and preferences. See Section 13,
“Older Adults” (https://doi.org/10.2337/
dc22-5013), for more information.

An outpatient follow-up visit with the
primary care provider, endocrinologist, or
diabetes care and education specialist
within 1 month of discharge is advised for
all patients experiencing hyperglycemia in
the hospital. If glycemic medications are
changed, or if glucose control is not opti-
mal at discharge, an earlier appointment
(in 1-2 weeks) is preferred, and frequent
contact may be needed to avoid hypergly-
cemia and hypoglycemia. A recently
described discharge algorithm for glycemic
medication adjustment based on admis-
sion A1C was found useful to guide treat-
ment decisions and significantly improved
A1C after discharge (7). Therefore, if an
A1C from the prior 3 months is unavail-
able, measuring the A1C in all patients
with diabetes or hyperglycemia admitted
to the hospital is recommended.

Clear communication with outpatient
providers either directly or via hospital
discharge summaries facilitates safe
transitions to outpatient care. Providing
information regarding the cause of
hyperglycemia (or the plan for deter-
mining the cause), related complications
and comorbidities, and recommended
treatments can assist outpatient pro-
viders as they assume ongoing care.

The Agency for Healthcare Research
and Quality recommends that, at a mini-
mum, discharge plans include the follow-
ing (113):

Medication Reconciliation

e The patient’s medications must be
cross-checked to ensure that no
chronic medications were stopped
and to ensure the safety of new
prescriptions.

® Prescriptions for new or changed
medication should be filled and
reviewed with the patient and family
at or before discharge.

Structured Discharge

Communication

¢ Information on medication changes,
pending tests and studies, and fol-
low-up needs must be accurately
and promptly communicated to out-
patient physicians.

e Discharge summaries should be
transmitted to the primary care
provider as soon as possible after
discharge.

e Scheduling follow-up appointments
prior to discharge increases the like-
lihood that patients will attend.

It is recommended that the following
areas of knowledge be reviewed and
addressed prior to hospital discharge:

¢ |dentification of the health care pro-
vider who will provide diabetes care
after discharge.

¢ Level of understanding related to the
diabetes diagnosis, self-monitoring of
blood glucose, home blood glucose
goals, and when to call the provider.

e Definition, recognition, treatment,
and prevention of hyperglycemia
and hypoglycemia.

¢ Information on making healthy food
choices at home and referral to an
outpatient registered dietitian nutri-
tionist to guide individualization of
the meal plan, if needed.

e If relevant, when and how to take
blood glucose—lowering medications,
including insulin administration.

¢ Sick-day management.

e Proper use and disposal of needles
and syringes.

It is important that patients be pro-
vided with appropriate durable medical
equipment, medications, supplies (e.g.,
blood glucose test strips), and prescrip-
tions, along with appropriate education
at the time of discharge in order to avoid
a potentially dangerous hiatus in care.

PREVENTING ADMISSIONS AND
READMISSIONS

In patients with diabetes, the hospital
readmission rate is between 14% and
20%, nearly twice that in patients with-
out diabetes (114,115). This reflects
increased disease burden for patients
and has important financial implications.
Of patients with diabetes who are hospi-
talized, 30% have two or more hospital
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stays, and these admissions account for
over 50% of inpatient costs for diabetes
(116). Factors contributing to readmis-
sion include male sex, longer duration of
prior hospitalization, number of previous
hospitalizations, number and severity of
comorbidities, and lower socioeconomic
and/or educational status; scheduled
home health visits and timely outpatient
follow-up reduce rates of readmission
(114,115). While there is no standard to
prevent readmissions, several successful
strategies have been reported (115).
These include targeting ketosis-prone
patients with type 1 diabetes (117), insu-
lin treatment of patients with admission
A1C >9% (75 mmol/mol) (118), and
use of a transitional care model (119).
For people with diabetic kidney disease,
collaborative patient-centered medical
homes may decrease risk-adjusted read-
mission rates (120). A recently published
algorithm based on patient demographic
and clinical characteristics had only mod-
erate predictive power but identifies a
promising future strategy (121).

Age is also an important risk factor in
hospitalization and readmission among
patients with diabetes (refer to Section 13,
“Older Adults,” https://doi.org/10.2337/
dc22-5013, for detailed criteria).
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