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A) Purpose

Comfort Care Order Set (CCOS) has been developed to improve the processes of care for
veterans at end-of-life or dying both in the acute care wards and CLCs (nursing homes) of VA Medical
Centers. Care of the dying in inpatient settings is an important aspect of improving care in the hospital in
general and improving care for hospice and palliative care patients at Life’s End. In the US
approximately 3 out of 4 people who die each year are in institutional settings; about 50% of all deaths
occur in acute care hospitals and about 25% in occur nursing homes. Although hospice is widely
available, the number of deaths each year in the home remains a minority. The reasons for this are
variable but include: patient/family preference for death outside the home, difficulty managing personal
care in the home by lay caregivers, emotional, social and spiritual distress that complicates in-home
care, and the out of pocket cost of care of the dying in the home including lost wages from time missed
from work as well as the cost of paid non-family caregivers. Although, effort to extend and improve
support for hospice care in the home is important, it should be coupled with efforts to improve the care
of patients dying in acute care and CLC units, since it is unlikely that all or even most of these patients
could be transferred to home hospice care.

Research has demonstrated that end-of-life care in acute care and nursing home settings often is
associated with unmet needs such as: pain and non-pain symptom control, emotional, social and spiritual
distress for both the patient and family. In addition to inadequate symptom recognition and management,
iatrogenic suffering frequently results from complications, pain and distress related to routine medical
care; such as IV infusions, other medications, blood work, testing and monitoring that often are no
longer of benefit for the dying patient but instead adds to the pain and suffering at end-of-life. The
CCOS has been carefully devised, based on best practices of care for the dying in home hospice. The
CCOS guides clinicians to change the processes of care and insure the access to medications for
symptom control. This is coupled with changes in all aspects of nursing and personal care to
individualize care plans that take advantage of the resources of institutional care. When appropriate
disease managing therapies can be continued while at the same time reducing restrictions, avoiding
testing and treatments when the burdens now outweighing the benefits while shifting to a CCOS
approach. Adopting the CCOS can enhance both the quality and quantity of life for our patients.



B) Testing

CCOS has been extensively tested and evaluated. First the components of the CCOS were
compared with the practices and recommendations for provision of care for the dying patient in home
settings. Secondly each component was evaluated individually in regards to effectiveness, safety and
application for individual physical symptoms considered separately from the totality of care of the
patients at end-of-life. For example, the management of delirium with both treatment of and elimination
of underlying causes such as constipation, oral hydration and inappropriate medication, coupled with
non-pharmacological management and appropriate dosing of low dose anti-psychotic medications. Each
of the interventions was evaluated individually in this way.

CCOS were tested for practical application at the Birmingham VAMC by evaluating the process
of care for patients who died in the VAMC before and after the implementation of the CCOS. (See
attached publication for details of the findings regarding CCOS) Examples of positive impacts on the
process of care include a marked increase in the number of patients for whom an opioid was ordered, as
well as an increase in the number of veterans who received some opioids in the last 72 hours of life
(from 13-72%), as well as non-pharmacological effects such as increase in documented goals of care,
family present with patient at time of death, reduction of deaths in the ICU setting and instrumentation.

The practical application of the CCOS was evaluated by observing medical providers using the
CCOS. Modifications to improve ease of use and to encourage integration of the entire packet of the
CCOS into care plans were made.

Review and observation of the care provided by nurses, pharmacist, respiratory therapist, dietary
and all other providers in the hospital who were involved with provision of care for the dying patient
was used to understand how they interpreted the CCOS in relation to their provision of care. The
barriers and concerns indentified by the front line caregivers input were incorporated into modifications,
deletion, and additions to the CCOS to improve the efficacy. This work also leads our understanding of
the importance of not only changing the orders for the processes of care but also changing the cultural of
the facility. Educating and obtaining buy in from the medical providers who order the CCOS as well as
those who will be implementing it is key to making provision of excellent end-of-life care the default
position and not the lucky accident.

Subsequently the CCOS system has been installed and tested at 6 other VA Medical Centers in
the Southeast. At this time the BEACON Project is developing an implementation packet to support the
installation of CCOS into CPRS systems, education and training of clinicians and patent care staff in use
of the CCOS and ongoing quality improvement in all impatient setting in the VAH.

The BEACON team has published two articles that relate directly to the development and testing
of the CCOS. PDF's of these articles are provided in the appendix of this CCOS Implementation Packet.



C) Practical Application

The CCOS can be used to place orders by both the PCCT clinicians as well as all clinicians with
order writing privileges. The PCCT and other clinicians may use part or all of the CCOS. In
addition the PPCT may use the order set to initiate palliative care while the patient remains in
their current bed section or when admitting or transferring a patient to the Hospice/Palliative
Care service.

1. The CCOS can be used to place orders for any patient in an impatient Acute Care
Ward, ICU, or CLC. All clinicians who are authorized to write orders with CPRS at
your VAMC may want to use some or all of the orders from the CCOS.

2. The CCOS does not require that any other orders be discontinued and can be
layered onto existing disease modifying orders for an individual patient that so the
overall care plan aligns with the patient's goals of care.

3. The most frequent users of the CCOS have been Palliative Care Consult Teams.
The PCCT may use the orders to initiate symptom control for a consult while the
patient continues to be admitted the current service. In this situation the CCOS is
often a teaching tool to educate the non-Palliative Care Provider about symptom
management. Some non-palliative care providers may decide to use parts of the
CCOS to assist them with setting up a symptom control care plan independent of
the PCCT and/or before the PCCT can see the patient in consult.

4. The PCCT often uses the CCOS to admit or transfer patients to their service.

5. Providers may want to open the CCOS to use one of the components, such as the
section for constipation, and not go through the whole CCOS because they already
have used the CCOS earlier to set up a care plan and are refining the plan. Others
may want to use only a section such as delirium, to quickly address this problem for
a patient in the ICU or some other setting.

6. Itis always good practice to review all medications and orders on a regular basis to
have reconciliation of the evolving goals of care, care plans and the current orders.



D. Components

1.

Initiate CCOS as part of the plan of care in any location in the VA medical center and can be
used by any clinician with authority to place orders.

The CCOS does not require that any specific disease modifying treatments or other parts of
the plan of care, (such as change in resuscitation status to DNAR). The CCOS is potentially
complimentary to the current treatment plan.

The CCOS is a decision support tool with education and explanatory notes at each section of
the orders to assist the provider in using the CCOS. This includes guidance to consider the
burdens and benefits of all interventions and orders including both those in the CCOS and
those already in use. Treatment and care plans should be continually modified and updated to
reflect the current needs of patients and families

CCOS may be imbedded into admission/transfer orders for hospice and palliative care unit or
service.



E. Individual Sections

1. Admit & Initiate Comfort Care Order Set

Example of the Admit and Initiate Comfort Care Order Set

A) Initiate CCOS as part of the plan of care in any location in the VA medical center and can be
used by any clinician with authority to place orders.

B) If the patient is remaining in the current ward and bed section you would start with Initiate
Comfort Care Order Set. See the arrow below)

C) The CCOS does not require that any specific disease modifying treatments or other parts of
the plan of care, such as resuscitation change. The CCOS is potential complimentary to the
current treatment plan.

Admit and Initiate Comfort Care Order Set

Lodmit and Initiate Comfort Care Order S et




&= Admit and Initiate Comfort Care Order Set

AORIT AND INITIATE COMFORT i

Adrmit patient whenldatetime]? | J
YWhat treating soecialtv/tean: |
Start: |NOw =
A0MIT aND IMITIATE COMFORT CARE ORDER SET . Accept Order

Cuit

& Diagnosis

Diaanosis: I|

.Diagnu:usia ? Accept Order
[t




&=} Patient's Condition

Order: |EEREIRIEE =
Enter condition: | =

Start: |NOW =

Stom: | T+60 =

Cluit

COMDITION : Accept Order




2. Transfer & Initiate Comfort Care Order Set

Transfer and Initiate Comfort Care Order Set

Transfer & lrbiate Comfort Care Order S et




& Transfer & Initiate Comfort Care Order Set E]

Datetime for bransfer: | J
Reauired Statement; || have discussed the transfer of thiz patient with the following Attending &
Phusician who has completely concured with this action. ;
Attending chusician: | j
Transfer patient to: |
Stom; |T+14 J
TRAWSFER & INITIATE COMFORT CARE ORDER SET . A hecept Order
Transfer validation: | have discussed the transfer of this patient with the following Attending E
Phwsician who has completely concumed with this action. ; Quit




3. DNR/DNI Orders

Reminder to document and place orders that reflect the current Advance Care Plan and resuscitation
preferences.

Per Policy Resident DNR/DMI order active X 24hr after discussing with Attending
DMl % 24 HOURS [RESIDEMT ORDER]
DMI ATTENDING ORDER
DMR X 24 HRS [RESIDEMT ORDER]
DMR ATTEMDING ORDER
REMOVE DMI [REMOVES DI POSTING FROM COVER SHEET]

REMOVE DNR (REMOVES DMR POSTIMG FROM COVER SHEET)




4. Diet Orders

Diet Orders: Default is full liquid diet but also include orders to encourage family to bring favorite foods
for patient to participate in pleasure eating/feeding.

Comfort Care Diet Orders

DIET: Patient may improve and desire to taste food.
Order full liguid instead of clear liquid. More palatable.
E asier to swallow. Less likely to cause aspiration. Advance as tolerated.

1 Diet o Mutrition Orders
2 Full Liquid Driet
3 May have food brought in by family
4 dllow patient to st up for mealz. Assist to eat,




5. Nursing Orders

Activity Orders: Orders for environmental modifications to reduce or prevent delirium and that
encourage patient, family and staff to encourage activity and positioning that maximizes patient
comfort, safety and choice.

Comfort Care Mursing Orders M et

MURSING:

TIPS FOR COMFORT /SAFETY:
Comforting measurez. Reposzition. Maszage. Speak to patient.
Soft muszic. Avoid sensory overload [TY).

+1 Pleaze weigh on admiszion to Safe Harbor and weekly on Mondays thereafter
+ 2 Far CHF pleaze weigh daily
+ 3 kay dizcontinue lab kestz and daily wiz and SCO's and 2ubg Heparin
ahd dizcantinue telermetry
+ 4 BM rmay chanage form af medicing and route of administration. Mo (M meds
+5 K.eep hearing aid and dentures and glazses on pt.
G Audiclogy consultabtain amplifier for HOH patient

ACTIVITY: AYOID BRESTHAIMNTS. Patient may need one on one sitter.

Begin environment modifications:

7 Q0B ta char BID and preferably autzide
« 3 Open curtain dunng day.
+'9 Decreaze unneceszany noize [tum aff TV

+' 10 Redirect = Repozition =~ Speak quietly
+ 11 Provide rightlight when sleeping.
+ 12 Pleaze allows family to stay with patient in room

ASSISTING FAMILY:

Advize family about alerting thenr Family members as to gravity of
pt statuz. Armrange family vizitz of military relabives by

contacting Hed Cross and of incarcerated relatives by contaching
warden. 5% may assist

+ 12 Pleaze give family "Freparing For rour Loved One's Loss"




6. Vital Signs

Vital Sign Orders: Allow for customization of vital sign monitoring that de-emphasizes
frequency and refocuses on symptom assessment, comfort ,and effectiveness of interventions.
The call back parameters are based on control of symptom assessment instead of specific

numbers.

Comfort Care ¥itals Orders

¥ITAL 5IGHNS: Minimal frequency allowed by policy.
Limit notification orders to thoze necessary.
Frequent monitors can distract staffffamily from patient.

1 Routine Yital Signs L8hrs

7 Hatify Attending for Palliative Care Patient

Lot IF greater than 2 days zince last BM pleaze check for impaction
place 2 bizacodyl zupp |f nio results notify k4D




7. Activity Orders

Activity Orders: Orders for environmental modifications to reduce or prevent delirium and that

encourage patient, family and staff to encourage activity and positioning that maximizes patient
comfort, safety and choice.

4 Comfort Care Activity Orders Done
ACTIVITY: A¥YOID RESTRAINTS. Patient may need one on one sitter.

Begin environment modifications:

1 00B to chair BID and preferably outside
2 Open curtain during day.

3 Decrease unnecessan noise [burn off T
4 Redirect ~ Reposition ™ Speak quistly
5 Pravide nightlight when zleeping.




8. IV considerations

I'Y CONSIDEBATIOMNS: If patient hazs 50 line may not need I'V.
Frequently hasz no benefit. Starting iz often difficult and painful.
Prezence of edema indicates that patient iz not dehydrated and
patients haz Auid overload edema and pulmonary congestion.

If I¥F are uzed try imited time tnal such as D5W 1/2 N5 1L over 6 his
Oral hydration iz a reazonable compromize.

1

3
4

SUBCUTANEOUS [5Q] LIMNE: Small I¥ or butterfly needle inserted
directly under the skin often on the abdomen or thigh.
Avoids burden of finding/maintaining 1Y access.

5
E

|nzert 'V Line

|nfuzion

DEW 1/2MS 1L over B hrs
Dizcontinue IV Line

Ingert subcutaneous line
D5 1./2 NS @ 20ccthr = 24hrs

IV and Subcutaneous therapy: Parenteral hydration may play a role in patient comfort at
Life’s End; however, volume overload is a common iatrogenic problem in inpatient setting
an end-of-life. In addition, maintaining an 1V site is often painful, increases risk of infection
and use of restraints. The use of subcutaneous line for parenteral access for medications and
in some clinical situation fluids is a low burden option for parenteral access in almost all
patients.

Comfort Care |V Orders Done




9. Respiratory Orders

Oxygen therapy is a potent symbol of medical care. Face masks are often uncomfortable and make
patients feel more claustrophobic and dyspnic. These orders focus on the comfort of the patient as
primary and correction of hypoxia as secondary. For most patients at end-of-life correction of hypoxia
will not be a feasible goal but symptom control will.

Comfort Care Rezpiratory Orders
DYSPHEA: Oxygen 2 to 4 |/min nazal prong. A¥YOID FACE MASE.
Usually do not recommend monitoring oxygen saturation or telemetry.
Turn/reposition/sit up. Hebs may be helpful.
For PERSISTENT DYSPHEA: USE OPIOIDS.

Mazal Cantwla [add bumidity and titrate to comfart]
Blow air on face w/bedside fan [Mebs may be helpful]
Respiratory Therapy Quick Orders

Albuteral 2.5mg inh 2ol gdhr while awake

Ipratropium £.5mg inh zol gdhr while awake

:1“_
= Od [ —




. Components Submenu(s)

This is an example of a component submenu, in this case it is for the standard quick
orders for respiratory therapy but it can be a submenu to any quick order set the particular
VAMC has constructed .

4 Rezpiratory Therapy Quick Orders Mext
1 Ouygen Mazsk @ [FI0Z) RESF THERAPY MEDS:
i Owpgen Masal Cannula (3 [Rate]
3 Yentilator & [Mode) + 30 Racemic EpinephringdMS HOW
4 [nzentive Spiromety + Raceric Epinephrine/MS Q30min 33
5 Pulse Oximetry (@ Fate] + 32 Atrovent 0.5mg/MS G2k NEE
+ 33 dtrovent 0.5mg/MS Cdhe HER
E Suction a4 dtrovent 0.5mg/M5 Q10 NEB
i Turn/Cough/Deep Breathe [TCOE) 35 Albuteral 2.5mg/M5 MEB Mow
8 Sputurm Induction + 36 Albuteral 2.5mg/MS O2hr HEB
g Trach/Larngectomy Care + 37 dlbuterol 2 5mgsMS D4hr MEB
10 Chest Percussion/Postural 38 Albuterol 2 5mg/MS Q1D HEB
Crainage [CPFD] 29 Yentilator Bronchadilator Protocal
1 Yibro-percussion
12 Request fan for pt bedzide [Mebs mapbe helpful] 99 Other Respiratory Therapy Orders
[Free Text - naot for medications)
20 Home 02 Evaluation




10. Pain & Dyspnea (Opioids)

Opioids are a key medication for pain and dyspnea. These medications are frequently underutilized in
the inpatient setting at end-of-life. These orders are designed to encourage frequent assessment and uses
a scheduled offer may refuse approach to increase the ability of patients to request and receive treatment
and increase provider comfort with ordering and administering pain medication.

q Comfort Care Opioid Orders M ext
PAIN AMD DYSPHEA [OPIOIDS): Opioids uzually most effechive.
Calculate morphine equivalents uszed in recent past adjust as needed.
SL g2hr offer patient may refuse.
PO meds offer longer duration of action then I¥/zubQ_
Morphine PO to 1Y equivalent is 3:1.

korphine Brg SL O 2hr

M orphine Srmg PO G 2hr

korphine 2mg S0 G2k

korphine 1mg Y PCA Pump per Protocal
Forphine 500mag/MS B0ml S0 Infugsion
Dupcodone

L I ) [ R T T % )

COMSTIPATION: Initiate if on opioids or no BM z 2 days.

7 Pleaze check for impaction
g Bizacadyl Bmg PO BID
g Sennozides 17.2mg PO BID [may cruzh]
10 Docuzate 250mg PO EID
11 FOM 30ml PO DALY PRM constipation
12 Lactuloze 30gm45ml DalLy
13 Bizacodyl SUPP 10MG PR DalLy PRM
14 FLeetz enema PR DAILY PRM

PAIN DYSPHEA ANOREXIA ASTHEMIA AND DEPRESSION: [Corticosteroid].
Dexamethasone has lezs mineral corticoid effect than Prednizone.

AM dosing prefered due to insomnia.

Dexamethazone 1mg iz equivalent to Prednizone Gmg.

15 Dexamethazone 4 to 8 mg PO BID with meals
16 Dexamethazone 4 to 8 mg SG BID [zubg not compatible with hedromophone]




11. Nausea & Delirium (Phenothiazines)

Haloperidol is the mainstay of treatment for delirium at end-of-life. Haloperidol is an effective anti-
emetic and by using one medication for more than one symptom helps simplifies symptom management
at end-of-life.

4 Comfort Care Phenothiazines Orders Done
MAUSEA AMD DELIRIUM [PHEMOTHIAZIMNES):
Excellent antiemetic. For delinum start low dose Q2hr until
settled up to 3 dosez. Then decrease frequency to 0 8 to 12 hrs
az needed. Mausea uzually requrires lesz frequent doses.

Haloperidal 2mg PO 0 2hrs

Haloperidal g 50 G 2hrs

Haloperidal 1rg PO G 2hr [Pt age »65)
Haloperidol 0.5mg 50 0 2hr [Pt age >E5)
Al Other Pharmacy Orders

ey I S PR I I

12. Anxiety & Seizures (Benzodiazepines)

Lorazepam is an effective medication for anxiety and when given parenterally is an effective anti-
convulsant. Warnings regarding the potential of lorazepam to complicate treatment for delirium are
imbedded in each order.

4 Comfort Care Benzodiazepines Orders Done
ANXIETY AND SEIZURE [BENZODIAZEPINES]): Exercise care as delinum
can sometimes be mistaken for anxiety and Lorazepam will make
delirium worse. Effective against zeizures only az IY or 50 and

not PO.

1 Larazepam 1 mg PO GQEhr PRM

i Lorazepam 1 mg 50 OBz PRM

a Lorazepam 0.5 mg PO (6 PRM [Pt age »B5)
4 Lorazepam 0.5 mg S50 Q& PRM [Pt age »E5)




13. Pain Dyspnea, Anorexia, Asthenia & Depression: (Corticosteroid)

Dexamethasone is an effective adjuvant for many patients and the orders are set up to help providers
quickly order medication. It is easier to convert from oral to parenteral routes when the same medication
and dosages are used with both routes.

4 Comfort Care Corticosteroid Orders Dane
PAIN DYSPHNEA ANOREXIA ASTHENIA AMD DEPRESSION: (Corticosteroid).
Dexamethasone has less mineral corticoid effect than Prednizone.
AM doszing prefered due to inzomnia.
Dexamethazone 1mg is equivalent to Prednizone bmg.

10 Dexamethazone 4 to 8 mg PO BID with meals
1 Dexamethasone 4 ta 8 mg 56 BID [subq not compatible with hpdromophane]

14. Constipation

Constipation is a very common symptom. The constipation orders also occur earlier under the opioid
orders to encourage ordering a bowel regiment at the time the pain medication is ordered. It also occurs
here so that it can be quickly identified if modification in the laxative therapy plan is needed.

4 Comfort Care Constipation Orders Done
CONSTIPATIOMN: Initiate if on opioids or no BM x 2 days.

Flease check for impaction

Bizacodyl Bmg PO BID

Sennozides 17 2mg PO DAILY [may cruzh)
Docuszate 250mg PO BID

kO 30ml PO DAILY PRM conztipation
Lactuloze 30gm./d5ml DalLY

Bizacodyl SUPF 10MG PR DALY PRM
FLeets enema PR DAILY PRM

Lo S N e e Y S T LY




15. Death Rattle Orders

Loud congested and moist sounding respirations are a common symptom and are particularly distressing
to the family and staff.

4 Comfort Care Death Rattle Orders Done

DEATH BATTLE: Keep back of throat dry by turning head to zide.
Stop IVF or tube feeding.

Scopolamine patch behind ear [ 3 daps

Atropine dropz in back of throat G 4he PRM

Glycopyrralate 0.2/ml Y Q6+

Glvcopyrrolate 0.2/ml SUBQ Q&R

Yankauer suction o bedzide. Avaoid deep suctioning

Cleanze mouth with Spongettes Qdhrs, [nstruct family bow to uze,

L o 3 Y TR P T L )
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16. Additional Comfort Medications

Some patients may not need any of these adjuvant medications for specific problems while others
would benefit from several of the options.

4 Comfort Care Additional Comfort Orders Daone
Pleaze schedule medication if spmptoms are continuous.

Fever:
1 Acetaminophen tab B50mg po q 4hr prn
2 Acetaminophen supp 650mg pr g dhr pm
Inzomnia:
3 Trazodone 256mg po ghs prn
Dry epes:
4 Methylcelluloze 0.4% opth zol 2 gtz each eye gBhr
4] Lacr Lube opth aint thin ribbon of Lacn Lube both eyes Bghr
Sore mouth:
G kylanta benednyl idocaine visc zusp 30cc po ac pm
¥ Cetylpyridinium moutbiwash 1 ringe of 0.05% topical gid pro
Thrush:
a Myztatin 100000UT Aml Sl po qid = 7d
Sore throat:
9 Phenol spray 1.4% 2puffs of 1.4% gid
Cough:
10 Guaifenesin 100ma/Sml po gEhr
Hiccoughs:
11 B aclofen 10mg po tid pro
12 Chlarpromazine 25mag po gEhr pri
Dyzpepsia:
13 kaalox plus extr ztr 30ml po gBhr pr
14 Fianitiding 150mg po bid
15 Omeprazole 20mg po gd
Diarrhea:
Call D for Lomotil & C.0ifF orders.
16 Pepta Bigmol 262mg qid pra
Dysuria:
17 Phenazopynding 100mg po bid = 2d




17. Consults

Encourage participation of the core members of the PCCT as well as specialty services of the specific
VAMC.

4 Comfort Care Consult Orders Dane

Consults to Consider:

+1 Social Work Conzult
2 Chaplain Conzult
Palliative Care Congult
Pharmacy
Genatric
Mental Health
Phyzical Therapy
Ozcupational Therapy
Speech Cansdlt
0 ‘Wound Care/Skin Risk Mamt. Consult
1 &l Otker Congults

(%}
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F. Education Plan

It will be important to have an education plan for staff to successfully use, integrate and obtain buy-in
from all of the clinical staff when implementing the CCOS.

There are two specific groups that will need tailored education and training.
1. Clinicians who will be using the order set to place orders in CPRS

The clinicians need to understand where the order set is on their CPRS screen, how to pull up the
order set and manipulate the CCOS to quickly place orders for patients. There may be a small
core of clinicians who will use the order set routinely. These clinicians may be members of the
PCCT or work on a specific hospice or palliative care unit. They frequently can become
educators.

Some clinicians may use the CCOS infrequently and/or with the assistance and guidance of the
PCCT. A physician working in the Emergency Unit or a hospitalist on an impatient ward service
or other location may need to use the CCOS to quickly start symptom management before the
PCCT can provide a comprehensive evaluation with assessment and recommendations. If your
VAMC has physician in training(medical students or residents), these individuals may rotate into
the VAMC every month and including introduction to the CCOS as part of the orientation will be
needed to maintain consistency in provider knowledge of the CCOS.

2. Nursing staff, respiratory therapy, dietary, pharmacist and any other individuals who routinely
are part of the care team for patients in whom a CCOS may be used.

Since the CCOS affects all aspects of the care provided to patients at end-of-life it is important
that all staff have some understanding of the program and how it may affect their particular
aspect of patient care. Examples include nursing staff using SQ lines, medications and the "offer
may refuse” opioid order when they are used to providing only IV or PO medications. Or, a
pharmacist may be unfamiliar with the use of sublingual morphine concentrate because it has not
been used in the facility before. Dietary may not understand why a patient with a history of
diabetes is now being allowed to have ice cream, or respiratory needs to understand that for some
patients it may be more comfortable to use nasal cannula instead of a face mask when the goal is
comfort.

At the other VAMC that the CCOS has been implemented, widespread staff education has been
provided. This is usually a brief, 30 minute overview, of the CCOS process to help everyone
understand how the concept works, how orders may be different from the routine and stresses
the need for integration of the CCOS into the institutional memory for the facility.



