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Raymond G. Murphy Medical Center
1501 San Pedro S.E.
Albuquerque, New Mexico 87108
505-265-1711
1-800-465-8262

Welcome to the Raymond G. Murphy 
Veteran’s Administration Medical Center
Albuquerque, New Mexico

This guide is provided to assist you in navigating the VA system smoothly.

We want to anticipate the Veteran’s needs throughout the hospitalization and provide for a safe environment and continuity of care needs after discharge, to reduce complications and readmissions. 



WE ARE HERE TO HELP YOU NAVIGATE PATIENT CARE


DISCHARGE PLANNING: SOCIAL WORK 
& RN DISCHARGE PLANNERS
Francisco Bussetti x2340, Tiffany Kilmurray x7496, Valerie Sepulveda x7878 Admin x3302

BLUE 380-1086 GREEN 380-1074 
  YELLOW 380-1087 ORANGE 380-1082 
SURGICAL TEAMS 
Pager 251-0120—ext. 2664
DIALYSIS Ext. 4124




	Other Contact Numbers

	Accommodations   
	4727

	AOD  
	6409, 228-3390

	Nursing Supervisor
	4496 (251-0588)

	Behavioral Health 
	2440

	Cath Lab 
	4524 (380-1811)

	CT 
	5600/4325/2963 (251-1005)

	Dialysis 
	4117

	Films 
	4849/2939

	Hematology (Stacy PA)
	3079 (505-710-7268) 

	Home Oxygen 
	4350/4721

	Integrated Care 
	2825

	Interventional Radiology
	2961/2940

	IRM/ Enterprise Service Desk
	2490

	Lab 
	6042

	MRI 
	5711, 5712, 5125

	Nuclear Med 
	2264/2265

	OPAT Nurse 
	4945 (249-8225)

	Outpatient Pharmacy     
	5900

	Pacer/AICD–Device Nurse Charles Struck
	4516, 4494, 4495 (247-5075)

	Patient Scheduling 
	6601/6622

	PET 
	2264/2265

	PFT lab 
	2998 (272-6110) 

	Radiology Resident 
	2492

	Skin Integrity Nurse/Wound Care 
	5171/5232 (251-0695)



[bookmark: _Toc450546979][bookmark: _Toc450640469][bookmark: _Toc8396216]Inpatient Numbers

3A		2429, 4451
4D		2434, 2106
5A		2451
5D Med		2441
5D Tele Room    3301, 3308
5D STEP Down	4967, 5181
ASU		4427, 2550
DIALYSIS	4124, 4117
ER		2793, 2929
MICU		2448, 2439
PACU		4137, 5065
SCI		5066, 5065
SICU		2372, 2725
WARD 7	2481, 5971


[bookmark: _Toc450546982][bookmark: _Toc450640472][bookmark: _Toc8396217]Community Based Outpatient Clinic Numbers

	Alamogordo CBOC-575-437-7000
	Artesia Clinic-575-746-3531
	Clovis CBOC-575-763-4335
Durango, Colo.CCBOC-970-247-2214 
	Espanola CCBOC-505-367-4213
	Farmington CBOC-505-326-4383
	Gallup CBOC-505-722-7234
	Hobbs CBOC-575-391-0354
	El Paso/Las Cruces-CBOC-575-522-1241
	Las Vegas-CBOC-505-425-1910
	Raton CBOC-575-445-2391
	Rio Rancho CBOC-505-896-7200
	Santa Fe CBOC-505-986-8645
	Silver City Clinic-575-538-2921
	Truth or Consequences CCBOC-575-894-7662
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Discharge Process: Options
· Home (Without Services)-The goal is to provide the veteran with the most appropriate, safe level of care. Home is the ideal goal. If home is not appropriate, consider:

· Home (With Services)-Home with services can include home oxygen, Home PT/OT, home wound care, home antibiotic therapy, community health nursing. All these options require a consult. See consult.

· Home Based Primary Care (HBPC) -For patient who is homebound & in need of medical care; lives within 30 miles or 30 minutes of the VA medical center; has a friend or relative who will work with the HBPC team, if possible.

· Community Health-A patient in need of community health (home health care) must have a skilled need for one or more of the following: medication management, wound care, home IV antibiotics, PT/OT/ST.

· Acute Rehabilitation-Patients must be able to participate and cooperate with 3 hours of multidisciplinary therapy a day.  CVA, post-operative orthopedic surgery and cardiac rehabilitation patients may require this intensive therapy level in a nursing facility setting.  Requires a Physiatry consult and an Integrated Care non-VA care rehab consult.

· Skilled Nursing Facility (SNF)-a patient may require this level of care for one more of the following reasons: PT/OT due to weakness or deconditioning, complex wound care, or long-term antibiotic therapy.

· Long Term Care (LTC)-The patient and/or family is no longer able to care for the patient, or the patient needs custodial care and is dependent for activities of daily living (ADLs) due to dementia or other causes.  MediCAID is usually required.

· Community Living Center (CLC/4D)-Please contact SW for guidance regarding consults to the CLC for Inpatient Hospice Palliative Care or Inpatient Rehab. 

· Assisted Living/Group Home Facility-for patients who require 24-hour supervision, assistance with ADLs such as bathing and dressing or IADL assist such as meal preparation. Costs and level of services may vary-listings can be provided to patients and families. Usually not covered by insurance.

· There are various funding options for services related to Service Connection, Medicare and other insurances.  The assigned social worker can review these options with patient and family.

Assignment of PCP For New Patients-
New patients need to go to Enrollment and Benefits to check for eligibility. New Patient appointment desk can be reached at ext. 3263. Call to schedule them for new patient orientation and a PCP appointment. 
[bookmark: _Toc450546932][bookmark: _Toc450640422][bookmark: _Toc8396218]Discharge Orders
· When possible, Discharge Instructions should be entered 24 hours prior to discharge date. This assists with patient flow, bed/census projections and timely discharge processing.

· Medications: upon discharge, all medications must be entered via CPRS for patient pick-up at Pharmacy on first floor.
 
· Patients being discharged to an Acute Care, Skilled Nursing Facility or Long-Term Care will not require medications from the VA pharmacy before discharge. These will be provided by the facility and must be included in the DC instructions.

· Patients being discharged to Nursing Home Unit (CLC) for nursing home or inpatient palliative care only require Discharge Orders, Discharge Instructions and Discharge Summary.  Be aware that admission to CLC is not a ward transfer - acceptance by CLC or Inpatient Hospice Unit Attending MD is required. 
· For antibiotic therapy, please add start/stop dates to the discharge instructions. 
· A return to clinic order must be placed on every patient discharge.
· Discharge instructions must accurately document where patient is being discharged to for insurance purposes. Include Specific information on Diet, Wound Care, activity restrictions, etc.
· Remember that nursing facilities use the discharge instructions as their plan of care and medication orders.
· All patients discharged to Nursing Home/SNF with IV antibiotics must have a PICC line in place.
[bookmark: _Toc258392239][bookmark: _Toc450546933][bookmark: _Toc450640423][bookmark: _Toc8396219]Consults
[bookmark: _Toc450546934][bookmark: _Toc450640424][bookmark: _Toc8396220][bookmark: _Toc258392252]Audiology/Speech
Speech therapy is a resource for patients whom you feel have baseline speech or swallowing problems, and Audiology is for hearing issues.
Consults-> Phys Med & Rehab-> Audiology or Speech Pathology.
[bookmark: _Toc450546935][bookmark: _Toc450640425][bookmark: _Toc8396221]Behavioral Health Consults
[bookmark: _Toc450546936][bookmark: _Toc450640426][bookmark: _Toc8396222]Beacon Team
· Medication evaluation and stabilization
· Crises management
· Brief therapy (1-3 visits)
· Referrals to other VA clinics and community mental health and social services
· Consultation with primary care provider
Please Page Before Taking Patient to Beacon 
· BEACON triage nurse: 5959
· Provider on call 251-0814
Hours: M-F 8:00am to 4:00pm
Bldg 41, 1st floor GMed B area; ext. 2184 
[bookmark: _Toc450546937][bookmark: _Toc450640427][bookmark: _Toc8396223]Behavioral Medicine Consult
· For emotional reactions and dysfunctional behavior related to illness or medical treatment where clinical levels of depression are not present
· Stop smoking program
· Behavioral management of chronic pain, headaches, obesity
[bookmark: _Toc450546938][bookmark: _Toc450640428][bookmark: _Toc8396224]Inpatient Psychiatry Consult
· For symptoms of depression, delirium, psychosis, dementia, substance use disorders, decisional capacity.
· Urgent Consults:
· Call Dr. Evan Skow @ 505-247-5273
· After hours call, holiday, and weekends contact: Psychiatry Resident on call
[bookmark: _Toc450546939][bookmark: _Toc450640429][bookmark: _Toc8396225]Homeless Veteran Service
· Healthcare for the Homeless Veterans Program (HCHV)
· Description of Homelessness: 
Veteran and/or family lacks nighttime residence, resides in a car, park, abandoned building, train station, camp ground, supervised shelter, is losing housing or being evicted.
· If this is urgent, call the HCHV Phone: 
(505) 256-2784
· After hours and weekends, call the Homeless Veteran Hotline 1-877-424-3838
· Consults can be found in CPRS under Social Work > Social Work Healthcare for the Homeless 

[bookmark: _Toc450546940][bookmark: _Toc450640430][bookmark: _Toc8396226]Military Sexual Trauma (MST)
· For non-urgent mental health issues secondary to Military Sexual Trauma, place an Outpatient Consults for a Psychiatric Evaluation. 

· If unsure of best course of action you can consult Acting MST Rebecca Medrano LMSW ext. 5891

· MST training is available through TMS.
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· Differential diagnosis for neurologic and psychiatric conditions needing objective information about degree and type of cognitive impairment and whether deficits are consistent with a diagnosis (e.g. Alzheimer’s disease).
· Neuropsychological evaluation for objective assessment of the impact of psychological contributors on the patient’s behavior (e.g. stress, depression, malingering).
· Determination of need for guardianship, conservatorship, or capacity to live independently (when PT/OT evaluations are unclear).
[bookmark: _Toc450546942][bookmark: _Toc450640432][bookmark: _Toc8396228]Residential Rehabilitation Treatment Program- RRTP Consult
· For substance abuse, military trauma, childhood trauma, adult non-military trauma, homeless, vocational needs, access to ABQ resources, OIF/OEF veteran, other: specify
· For questions as to whether a Veteran would be appropriate call Dr. Evelyn Sandeen, Residential Section Chief at ext. 4895 or email at evelyn.sandeen@va.gov. 
· Please make sure that the Veteran knows and is in agreement before placing a consult, that they are able/willing to spend 3-4 in Residential care, that they are able/willing to abide by unit rules and have roommates, and that they are willing to have their benzodiazepine and/or opiate medications reduced or eliminated. 
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Consult needed for patient with home wound care, PT, OT, Home IV therapy, and medication education. Patients must be assigned to a PCP otherwise they cannot be assigned community health services.
[bookmark: _Toc258392251][bookmark: _Toc8396230][bookmark: _Toc450546944][bookmark: _Toc450640434]Community Nursing Home Placement 
(VA Provider Agreement)
Patients who meet service connection eligibility (70-100%) will require approval by ACOS, Geriatrics & Extended Care or designee for a VA Paid Nursing Home Authorization. A nursing home placement packet will require discharge instructions and a discharge summary. The assigned Social Worker/RN Discharge Planner will coordinate the completion of the VA Contract Community Nursing Home authorization packet for review/approval.
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Patients followed at the Albuquerque VA and in need of Coumadin therapy, require a consult to 
	Coumadin Clinic for follow-up.
Patients followed in Community Based Clinics (CBOC) on Coumadin therapy need a follow-up appointment with their primary care provider at the CBOC.
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Newly diagnosed diabetic patients and chronic diabetic patients need to have a follow-up appointment with their primary care physician and a consult placed with CCHT (Tele-health).
[bookmark: _Toc258392257]It is recommended that new patients and uncontrolled patients attend the Diabetes Self- Management Education Program offered in a series of four weeks: Veterans and their families may attend either the first four Tuesdays from 8:00 a.m.-12:00 noon. They are held in the Education Building #39. Patients may call to register Patricia McCarty @ 265-1711 ext. 7032 or may walk-in and they will be registered at that time.
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This consult is required for patients who are advised not to drive because of a medical condition. Enter Consults-> Phys. Med & Rehab-> Driver Rehabilitation-> Inpatient or Outpatient.  There is also a process for reporting a driver to the MVD—contact Social Worker for details.
[bookmark: _Toc450546948][bookmark: _Toc450640438][bookmark: _Toc8396234]Home Base Primary Care (HBPC)
[bookmark: _Toc449942997][bookmark: _Toc450130440][bookmark: _Toc450132063]This service is for the Homebound veteran and can provide an MD, Nursing, HHA and other home therapies for those who qualify.  For patient evaluation, Consults-> Geriatrics and Extended Care-> HBPC.
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Community Health Consult for Hospice/Terminal Care is required. For a Veteran to be eligible for the hospice benefit, the Veteran must be certified as being terminally (<6 months). http://www.hospicefundamentals.com/wp-content/uploads/2011/06/FORMelements.pdf Contact Dianne “Mona” Roybal RN ext. 5097.
[bookmark: _Toc450546950][bookmark: _Toc450640440][bookmark: _Toc8396236]Home Oxygen Therapy
Consult to Home O2. 24-hour notice whenever possible for home O2 need.
For tank exchange: 
Patients are to go to prosthetics if patients receive their oxygen through the VA Oxygen Program
Travel by air with oxygen requires the patient to contact a distributor and rental of an oxygen concentrator with back-up battery at the patient’s expense. Personal oxygen equipment is Not allowed on commercial flights.
BIPAP/CPAP for home requires a patient to undergo sleep studies as an Outpatient. If the patient currently has a bipap/cpap at home, he/she may be placed on one while an inpatient. This requires a consult to Pulmonary Services.
Please contact Home Oxygen Program for oxygen issues @ ext. 4350.
[bookmark: _Toc450546951][bookmark: _Toc450640441][bookmark: _Toc8396237]Homemaker/HHA Program
VA sponsored program which can provide 2-3 non-skilled visits per week to assist with ADL’s, meal preparation, etc.  Specific criteria for consideration in terms of functional ability-contact PACT RN for completion of referral.
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Submit a Hospice Palliative Care Consult for assistance in symptom management, end of life issues, patient/family education and disposition. 
Submit a consult or telephone call to assigned social worker for additional assessment of VA/community placement options.
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Inter-facility transfers are handled through the bed coordinator/control in the Integrated Care Office (ICO) on day shift and nursing supervisor on off tours and weekends.
Bed coordinator/control-251-0588
Nursing Supervisor-251-0588
[bookmark: _Toc450546954][bookmark: _Toc450640444][bookmark: _Toc8396240]Interventional Radiology Procedures
This requires consultation to Interventional Radiology under Radiology Consults. 
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· VA Medical Foster Home (MFH) is an alternative to nursing home in a personal home, for selected Veterans who are no longer able to safely live independently. MFH is a type of Community Residential Care (CRC) home chosen by Veterans with serious chronic disabling conditions that meet nursing home level of care need but prefer a non-institutional setting for their long-term care.
· To place a consult for Medical Foster Home program, go to ORDERS tab, select CONSULTS, select GERIATRICS and EXTENDED CARE, select HOME BASED PRIMARY CARE (HBPC), select GEC MEDICAL FOSTER HOME OUTPT CONSULT. To discuss a consult for the MFH program, the coordinator (Nicole Sanchez) can be reached at ext. 7784 or Chance Diebold at ext. 7514 to discuss the Veteran.
· The MFH coordinator finds a caregiver in the community who is willing to take a Veteran into their home and provide 24-hour supervision as well as needed personal assistance.  VA provides comprehensive primary care through the interdisciplinary home care team, and the Veteran pays the caregiver.  The expectation is that this is a long-term commitment, where the Veteran may live for a few years, often for the remainder of his or her life.  The Veteran pays the caregiver directly (in New Mexico the monthly fee is approximately $2500 to $3500 per month depending upon the Veteran care needs and financial situation).
· The VA interdisciplinary home care team is an integral component of MFH, usually provided through Home Based Primary Care (HBPC).  Staff from this program makes home visits to provide home assessment, caregiver support and education, direct patient care, and oversight.     
· MFH follows CRC requirements for oversight, recruitment and inspection of these homes in which to place Veterans. When applicable/required in each state, any existing regulations and licensure for MFH may apply.
[bookmark: _Toc450546956][bookmark: _Toc450640446][bookmark: _Toc8396242]Nursing Home Placement
Consult or telephone call to SW for placement. Indicate whether patient needs Skilled Nursing or Long-Term care. Based upon assessment of clinical and SC/Insurance status, social worker will give recommendations for initiation of Nursing Home Care Unit (CLC) consult which is an in-house short-term nursing home unit or transfer to a community-based nursing facility under VA or private insurance benefits. 
[bookmark: _Toc450546957][bookmark: _Toc450640447][bookmark: _Toc8396243][bookmark: _Hlk8392068]Nutrition
Inpatient Nutrition
All new admissions are assessed by a RD, and an electronic nutritional evaluation is available in the medical record within 72 hours of admission. 
An RD is assigned to each ward. See ward secretary for listing or call Nutrition/Food Service Secretary at ext. 6054.
Submit a Nutrition Consult for:
1. Submit a Nutrition Complex Patient Inpt Consult for any patient needing tube feedings.  
1. Submit a Home Tube Feeding Education Inpt Consult for a patient being discharged to home on a new tube feeding, a consult for teaching must be requested 48 hours prior to discharge. (Consults>Nutrition>Inpatient >Home tube feeding education.) Attn: Gloria Garza
1. Tube feeding equipment (pumps, bags, tubing, and formula) will be ordered by the RD. On discharge Pharmacy will provide tube feeding formula and bags.  Home tube feeding may also require a Community Health Consult for Skilled Nursing to reinforce teaching and to monitor at home.
1. These patients will automatically be followed in the Nutrition Support Clinic. 
1. Submit a Nutrition Complex Patient Inpt Consult for any patient needing parenteral nutrition.  For a patient being discharged home on parenteral nutrition, a consult for home TPN education must be requested five days prior to discharge to allow for adequate education/time/coordination. (Consults> Nutrition>Inpatient>Nutrition Complex patient.)
2. These patients will automatically be followed in the Nutrition Support Clinic
1. Submit a Nutrition Inpt Consult for any other diet education or nutrition assessment needs.  Consults for education should be submitted 24 hours prior to discharge.
1. Submit a Food Preferences Inpt Consult for patient that have food preferences or need nutrition supplements.  

Outpatient Nutrition
Submit a Nutrition Consult for Outpatient Nutrition Services:
1. Submit a Nutrition Outpt Consult for patients needing nutrition education or follow-up after discharge with reasonable “earliest appropriate date” (Nutrition Clinic appointments are booked out 30 days). Requests can be made for one-on-one appointments or classes on cholesterol, prediabetes, and/or weight loss.  
1. Submit a Nutrition MOVE! Consult for patients with a BMI >25 with comorbidities or >30 for weight loss education, either one-on-one, a one-time weight reduction class or 16-week weight loss program. Note: MOVE! Consults cannot be submitted until 90 days after hospitalization.  
1. Submit Nutrition Chronic Kidney Disease (CKD)/Failure for CKD. 
1. Submit a Nutrition Support Clinic Outpt Consult for patients on tube feedings or parenteral nutrition that are new to the VA.
1. Submit a Diabetes Self-Management Education (DSME) order for those patients who wish to enroll in the 4-week diabetes education classes.
[bookmark: _Toc450546959][bookmark: _Toc450640449][bookmark: _Toc8396245][bookmark: _Hlk8393151]Outpatient IV Antibiotic Therapy (OPAT)

An Infectious Disease Consult must be placed for any patient requiring IV antibiotic treatment.
The OPAT nurse must assess the patient and/or caregiver for the ability to administer the IV antibiotics, and if they pass, the nurse will order the medication from the pharmacy. It takes 24-hour notice for pharmacy to prepare meds.   The patient must come to the ID Clinic every Friday to have labs drawn and to pick up meds for the following week.  
[bookmark: _GoBack]OPAT NURSE can be reached at ext. 4945, or 505-249-8225.
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Submit Pain Clinic Consult for consultation and recommendation for treatment of chronic pain syndrome.
[bookmark: _Toc258392258][bookmark: _Toc450546961][bookmark: _Toc450640451][bookmark: _Toc8396247]Pain- Inpatient
Submit Inpatient Pain Consult for all inpatients requiring a Pain Consult.  After hours, for urgent problems, page the Anesthesiologist on call. Patients must have a diagnosis for their pain before obtaining consult-pain is symptom-not diagnosis.  Consults should be obtained only for patients for whom conventional treatment is not enough and additional expertise is needed. Consults for chronic pain patients should only be obtained if inadequate pain control is reason for hospitalization or major contributing factor contributing to continued inpatient hospitalization.  
[bookmark: _Toc450546962][bookmark: _Toc450640452][bookmark: _Toc8396248]Patient Transportation Needs
Notify your SW/Discharge Planner in advance for transportation issues. SW requests 24 hours in advance for those patients requiring transportation out of town or out of state. The DAV van only travels Monday through Thursday.  Commercial air travel when oxygen is required may present special travel issues and should be discussed with assigned Social Worker/Discharge Planner. After hours/weekend travel arrangements should be referred to AOD at ext. 2740.
[bookmark: _Toc450546963][bookmark: _Toc450640453][bookmark: _Toc8396249]Physical Medicine and Rehabilitation
PT and OT consults are needed for functional safety concerns, and assessment for appropriate DME (durable medical equipment).

Physical Therapy
Consults to PT require specification as to why an evaluation is being requested. The focus is on restoration, maintenance and the promotion of optimal physical functioning. Physical Therapists provide evaluations of functional mobility, crutch training, recommendations for discharge, etc. 


Occupational Therapy
The focus of OT entails basic living skills—helping the patient to regain their highest level of functioning in self-care and ADLs (activities of daily living). 

Physiatry
This consult must be entered when placing a patient in an ACUTE REHAB FACILITY after a stroke, or whenever patient needs more rehab than a SNF can provide and is capable of ~3 hours of intensive rehab daily.  The doctor will evaluate appropriateness of the placement.
[bookmark: _Toc450546964][bookmark: _Toc450640454][bookmark: _Toc8396250][bookmark: _Toc258392245]PICC Line Placement
Enter a consult for Anesthesiology-> PICC line Inpatient. 
PICC lines are needed for long term antibiotic therapy, parenteral nutrition or for patients with peripheral IV access issues.
[bookmark: _Toc450546965][bookmark: _Toc450640455][bookmark: _Toc8396251]Power Mobility
To determine eligibility for a power chair or scooter, first a Functional Mobility Assessment must be done by OT, then the consult—Consults> Physical Medicine & Rehab-> Power Mobility-> select Inpt or Outpt.  Fill out consult completely, including the Cognitive Screening. This is then referred to the Prosthetic Major Medical Equipment Committee for approval. (Power chair repairs are also managed with this consult.)
[bookmark: _Toc450546966][bookmark: _Toc450640456][bookmark: _Toc8396252]Prosthetics
This consult is entered primarily for the procurement of DME for the patient, including:
wheelchairs, walkers, canes, crutches, glucometers, bedside commodes, shower chairs, etc.  Hospital bed requests must include the justification and associated diagnosis, such as elevation of head of bed for respiratory dx.  DME can either be picked up by personnel or family.
[bookmark: _Toc450546967][bookmark: _Toc450640457][bookmark: _Toc8396253]Social Work Consult
· For known or suspected homelessness.
· When veteran needs ADL assistance with little or no caregiver support at home.
· For veteran with physical appearance or mental status that may suggest a problem.
· For completion of Advance Directives.
· For untreated, or suspected alcohol/drug abuse.
· For veteran needing supportive living environment (Nursing home or shelter care home).
· For Community Nursing Home Placement
· For family problems (e.g. domestic violence, ABUSE—child, sexual, physical, economic, mental).
· For grief and loss issues; bereavement counseling.
· For any veteran asking to see a Social Worker.
· For transportation issues—will provide referrals or make other arrangements.
· For any psychosocial problem that may impact medical treatment and recovery.
· For cultural or language communication barriers.
· For frequent hospitalizations/readmissions and/or ED evaluations.
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(Care Coordination Home Telehealth-CCHT)
Veteran participates in telehealth via landline, internet, smart phone, or telehealth equipment that is issued to Veteran, all at no cost. To place consult, go to consults>geriatrics and extended care>home telehealth enrollment outpatient. Be sure to answer if provider has met with veteran or not, reason for referral, treatment goals, and measurements. Questions? Contact Carrie Cilley ext. 3336. 
[bookmark: _Toc450546969][bookmark: _Toc450640459][bookmark: _Toc8396255][bookmark: _Hlk8393962][bookmark: _Toc258392262]Wound Care / Skin Integrity
Pager 251-0695
Michelle Keck ext. 5232
Michele Nieto-Epley ext. 5171 
Alisha Gurule ext. 4411
 
Services Provided:
Chronic Wound Management:  Pressure Ulcers, Vascular Ulcers, Diabetic Ulcers, Draining Wounds,  Incontinence Management.         
Ostomy Care and Education:  Please Consult Pre-Operatively for stoma site marking of a planned Ileostomy, Colostomy, or Ileoconduit, and for initial education.  Assistance with fistula management and all ostomy troubleshooting or refitting needs.
Special Bed Requests Bariatric, Low Air loss, and any other rental mattress needs.     
Wound VAC Requests: Inpatient and Outpatient.
1) Notify Skin Integrity team 24 hours in advance whenever possible for Inpatients requiring wound vac therapy. Consults-> Nursing->Skin Integrity.
2) Skin Integrity Team will change wound vac dressings on M-W-F schedule, unless otherwise specified. 
3) Outpatients: Order wound vac and supplies via Prosthetics consult. Skin Integrity will assist in order placement if notified 48 hours in advance. Call Prosthetics for delivery of any supplies entered less than 5 days prior to D/C date. Wound vac will be delivered to VA for placement on wound prior to discharge by Skin Integrity Team, if above criteria is met. Note: Must enter community care-GEC skilled consult
4) Remote or homebound outpatient wound care can be arranged by submitting a community care-GEC skilled consult.
5) Patient may NOT leave the hospital with a VA wound vac. The patient must either be issued a rental wound vac through Prosthetics, or if patient is transferring to a SNF, remove vac and place a NS wet-to-dry dressing.  SNF will place a vac after patient is admitted.
[bookmark: _Toc450546970][bookmark: _Toc450640460][bookmark: _Toc8396256]Miscellaneous Items
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The Life-Sustaining Treatment Decisions Initiative (LSTDI) is a national VHA quality improvement project led by the National Center for Ethics in Health Care (NCEHC). The aim of the initiative is to promote personalized, proactive, patient-driven care for Veterans with serious illness by eliciting, documenting, and honoring their values, goals, and preferences. The initiative involves a new national policy to standardize practices related to discussing and documenting goals of care and life-sustaining treatment decisions, and the tools, resources, education, and monitoring to support clinicians and facilities in making practice changes.

The LST progress note is a nationally standardized CPRS progress note template used by practitioners to document a goals of care conversation and resulting LST plan. The LST progress note contains information about the patient’s capacity to make decisions about LSTs, the patient’s surrogate, whether documents reflecting the patient’s wishes were available and reviewed, the patient’s (or surrogate’s) understanding of the patient’s medical condition and prognosis, the patient’s goals of care, the plan for use of LSTs, and who gave consent for the LST plan. The LST progress note can be found in the CWAD (Crisis, Warnings, Allergies, and Advance Directives) Postings section of CPRS, in the upper right-hand corner of the patient’s chart. 

LST orders are Do Not Resuscitate (DNR)/Do Not Attempt Resuscitation (DNAR) orders or orders to limit or not place limits on one or more LST, including artificial nutrition, artificial hydration, mechanical ventilation, other LSTs, and transfers to the hospital or ICU. LST orders will not expire or automatically discontinue based upon dates, timeframes, or patient movements (e.g., admission, discharge, transfer), but will remain in effect unless they are modified based on a revised LST plan. LST orders appear at the top of the list of orders on the CPRS Orders tab when the page is in “Default” view. LST orders will NOT expire or automatically discontinue based upon dates, timeframes, or patient movements (e.g. admission, discharge, transfer), but will remain in effect unless they are modified based on a revised LST plan. 

Source: https://www.ethics.va.gov/LST/FAQ/ClinicalStaffFAQ.pdf
[bookmark: _Toc8396257]Ethics Consults
· For questions or conflicts about any decisions or actions related to health care or ethical concerns. Ext. 5532
· Submit an ethics consult through CPRS, Ethics Program Officer/Chief Ethics Consultant Coordinator: Dr. Cynthia Geppert, MD at 251-1945 during duty hours. Also Ask Dr. Ethics is available on the intranet.
[bookmark: _Toc8396258]Accommodations 
Ext. 4555
Dependent on room availability for the following:
· Have a scheduled appt. in a Specialty Clinic, Comp & Pen, Medical Procedure
· Live > 120 miles or > 2-hour drive (one way)
· Approval for one night only
· VA does not pay for family in accommodation; does accept requests for Veteran and Caretaker only
· Only service animals may accompany patient (a pet fee may be required in some hotels if pets are Not service animals
· NO smoking allowed in any accommodation offerings.  
· Upon discharge, follow-up appointments will be scheduled for patients including a Primary Care Provider and listed on the discharge instructions
· All patients needing community health services MUST have a Primary Care Provider assigned.
[bookmark: _Toc258392264][bookmark: _Toc450546976][bookmark: _Toc450640466][bookmark: _Toc8396259]Patient Deaths Hospital & Autopsies
In the case of a patient death, notify Decedent Affairs at ext. 2633, or the Administrative Officer of the Day (AOD) at ext. 6409, or pager 5301583(after hours and weekends.) Enter a "Death Note" in CPRS.
Notify the Office of Medical Investigator (OMI) of the death at 272-3053. The Deputy Medical Investigator will determine if OMI has legal jurisdiction in the death. If the response is yes, the family does not make the decision for autopsy. If the response is no, the family and the care team make the autopsy decision.  
Each inpatient ward has a paper "death packet" labeled "Instructions for the physician whose patient has died." This contains the information above, along with an autopsy consent form and a patient family handout.
[bookmark: _Toc258392265]Notify New Mexico Donor Services of the patient's death at 843-7672.
[bookmark: _Toc450546977][bookmark: _Toc450640467][bookmark: _Toc8396260]Resident Supervision
· For questions or concerns about resident supervision contact Dr. Darra Kingsley, MD at 505-380-1603 
· In general, the attending provider (supervising practitioner) is to be notified of any change in patient status or other concern.
· Residents are responsible for notifying the responsible attending of any concerns that they have regarding patients and patient care.
· The supervising practitioner must be present in the outpatient clinic area during any encounter between patients and trainees.
· The supervising practitioner must examine every newly admitted patient and write an independent note within 24 hours including weekends and holidays.  They must remain personally involved in on-going inpatient care.
· The supervising practitioner must examine every new inpatient consult and co-sign the resident's note within 24 hours including weekends and holidays.
· Each emergency room consult must be discussed with the supervising practitioner prior to the patient's discharge from the emergency room.
· The supervising practitioner must be present in the procedural area during any non-operating room procedure.
· For all elective or scheduled surgical procedures, a supervising practitioner must evaluate the patient and write a pre-procedural note or an addendum to the resident’s pre-procedure note describing the findings, diagnosis, plan for treatment, and/or choice of specific procedure to be done.  This note can be done within 30 days of the planned procedure.
· For all operative procedures the supervising practitioner must be present in the procedural area.  This precludes emergency intervention when immediate care is necessary to preserve life or prevent serious impairment. In this case, the supervising practitioner must have been contacted.
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