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MEDICAL PRACTICE COMMITTEE 
REPORT TO NILMA, NOVEMBER 13, 2014 

 
The Medical Practice Committee has met twice since the last NILMA 
meeting.  I have with me today portions of the minutes of these two 
meetings 
 
The first order of business at the August 28 meeting was to vote on the 
committee’s  Mission  Statement, as it had been pending for a while.  The 
vote was unanimous, and we are submitting it to NILMA today. 
 

Mission Statement of the Medical Practice Committee 
 

“The  Medical  Practice  Committee  was  established by NILMA to act 
as liaison between the NewBridge Independent Living community and 
the Hebrew Senior Life Medical Group.  Its goal is to promote an 
effective, stable medical practice to care for all residents within the 
Practice, as well as those who are not part of the Practice.  An 
important function of the committee is to share issues and concerns 
of residents with Practice administrators so solutions can be 
developed.” 

 
Also at the August meeting, Fran Hinckley, the Chief Information Officer of 
HSL and Maxwell Agyei, RHIA, the Director of Health Information 
Management at HSL, met with the committee to discuss the flow of patient 
information within NewBridge. 
 
Max Agyei said that his department is responsible for the rehab records in 
HSL but not for the records in the NBOC medical practice. 
 

Fran Hinckley indicated that there is no electronic record where information 
flows between NBOC and area hospitals, in particular, BID.  In some 
situations, hospital information may be obtained from the  patient’s  medical  
record online, as some of the physicians in the NBOC practice are on the 
staff at BID and have access to it.  Information from the NBOC Practice, 
however, does not go into the BID electronic medical record.  He said that 
communication between the practice and specialists who may see the 
patients usually has to be faxed.   
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Also, a medical record is not available electronically if the patient is 
hospitalized in another hospital or goes to the rehab unit (RSU). Then, too, 
when the patient goes home from the hospital, there is no direct 
communication with Home Care.  
 
In regard to the inpatient Service at NBOC the computer system being 
used is Meditech whereas the computer system being used in the 
outpatient area is eClinical Works.  These data systems are not compatible, 
and it will be many years before they are synchronized. 
 
Fran mentioned that some of the physicians in the NBOC practice have 
access to the BID electronic medical record, as they are on the staff, but 
information from the NBOC Practice doesn't go into the BID electronic 
medical record. There is a Continuity Of Care Document which is being 
developed, but again, no timetable was given.  
 
It was suggested that they might make a presentation to the community at 
some time. 
 
Joanna Shapiro said HSL was on the verge of launching a patient portal for 
the medical practice.  Practice patients will be able to see their medical 
records online.  She indicated it will be explained at a Community Meeting.   
 
The status of the HSL Medical Practice Newsletter was also questioned, as 
none has been distributed since January 2014, and it is supposed to be 
bimonthly. 
 
In  trying  to  answer  resident’s  questions regarding the Practice, the 
committee found that a good deal of the information in Appendix A of the 
Independent  Living  Member’s  Handbook  was  no  longer  relevant.      A  
subcommittee consisting of Art Luskin and Carol Halfon met to review 
Appendix A and highlighted areas that can be revised to prevent confusion.   
 
It has now been presented to Steve Colwell.  Steve will set up a meeting 
with Helen Chen in September to update the HSL practice information. 
 
The discussion about Urgent Care was tabled to the next meeting.  
 
Meeting adjourned at 4 pm. 
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The next meeting of the committee was held on October 23.   
 
Carol Halfon, Art Luskin, and Richard Winneg were thanked for their 
assistance  at  the  committee’s  table  at  the  October  14  Expo.    The 
committee distributed information about the Practice, as well as a booklet 
on Falls Prevention prepared by HSL.  It was noted that several people 
said they had their own Primary Care Physician and did not have to know 
about the NBOC Practice.  This made updating of Appendix A more critical, 
since it would clearly describe services for Practice members, as well as for 
residents who are not members of the Practice. 
 
Victor Furtado, the Director of Security and Transportation was invited to 
join  us  to  explain  Security’s  response  in  emergency  procedures.  A copy of 
the questions developed by a subcommittee consisting of Frankie Wolff 
and Leo Stolbach was submitted to Victor prior to the meeting.  His 
responses are attached.   
 

 b.  Update  of  Appendix  A  in  the  Member’s  Handbook 
 
The  proposed  changes  to  Appendix  A  in  the  Member’s  Handbook were 
reviewed by Steve Colwell and Helen Chen.  Most of the suggestions were 
accepted. The section on Rehabilitation Services was edited by Jamie 
Goldstein and Laurie Manjikian. 
 

The committee felt that Appendix A should include very brief descriptions of 
Assisted Living, Long Term Care, and the Memory Unit, since both current 
and new residents might have questions about these services.  Steve 
Colwell will take care of that. 
 

After a lengthy discussion Steve Colwell made the commitment to have a 
draft of the new Appendix A at the next committee meeting, which will be in 
December. 
 

  c. Practice Hours 
There is a possible gap in service on Friday afternoons between 3:30 pm 
when the Clinic closes and 5:00 pm when the covering physician is 
available needs to be investigated.  Helen Chen said she would look into it. 



4 
 

        d. Newsletter 
 
A proposed copy of an October newsletter was handed out. After some 
discussion Dr. Chen agreed to include a statement on the various types of 
flu vaccines and which type HSL is administering in the flu clinics.   As you 
know, it was released on October 31.  It also includes instructions for using 
the Patient Portal. 
 

      e. Urgent Care  
 
The chart of information comparing the centers prepared by the urgent 
Care subcommittee, consisting of Sylvia Schatz, and Marie Clarke, with 
assistance from Gitty Green needs to be disseminated to the community.  
 
HSL’s October Newsletter discussed the difference between Emergency 
Care and Urgent Care Centers.  The  Medical  Practice  Committee’s  chart  
was  attached  to  Steve’s  Newsletter  on  November  7. It also listed the four 
(4) urgent care centers in our area and compared various features.   It does 
not include the urgent care center at Chestnut Hill, as most committee 
members felt that it would not be readily accessible to the residents.   
 
Briefly, DMA in Dedham only has extended hours for people whose PCPs 
(primary care physicians) are members of that practice.  The DMA in 
Norwood is different from the one in Dedham.  It is available for walk-ins, 
and  you  don’t  have  to  be  a  member  of  that  practice.   They are affiliated with 
BIDMC. 
 

All three urgent care centers, DMA in Norwood, CareWell, and Doctors 
Express are fairly new and very interested in getting new patients.  The 
latter two, however, are part of national chains and are more focused on 
establishing contracts with businesses. 
  
The next meeting of the committee will be held on December 3.        
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         September 23, 2014 
 
 

QUESTIONS FOR SECURITY RE MEDICAL RESPONSES 
 (1) Is Security contacted by Telephone or by emergency call button? (What is the majority 
of which we are alerted to an emergency?) 
It varies from time to time, if the resident is near a phone, they tend to call from a phone, but if the 
resident has sustained a fall or is not near a phone and has a PERS, they will either press that or their 
Code Yellow Button in their bathroom. Approximately half are due to emergencies.   
  
(2) Is transportation provided by Security or by ambulance? 
Depending on the severity of the medical, the resident can either be transported by transportation or 
Ambulance. A majority of the time, however, resident will be transported by ambulance.  
 
(3) What is the majority destination? 
The majority destination tends to be Beth Israel in Needham, but also could be the hospital that the 
resident prefers, whether it be Beth Israel in Boston, Brigham and Womens, Faulkner Hospital, or the 
Norwood Hospital. It really all depends on the severity of the incident, and in that case, the paramedics 
will make a judgement call.  
 
(4) Who makes the decision based on the destination? 
Back to question 3, if the resident is stable enough, the Paramedics/EMT's will transport the resident to 
wherever he/she would like to go, but if the resident is not stable, then the Paramedics/EMT's will follow 
their protocols and transport to the closest appropriate facility. 
  
(5) Describe security protocol for responses to call for medical assistance? 
The EMT present makes the decision whether to have our dispatcher make a 911 call or call for a non-
emergent ambulance. Security Call Center has a list of symptoms that initiate an automatic 911 response 
by the dispatcher. Security keeps a record of any and all medicals that we respond to. If the incident that 
the resident has is not an automatic 911 call situation and is a member of the practice, the Doctor will be 
called to determine next steps. However, if the resident is not a member of the practice, the EMT on 
scene will make a call to their PCP to see what they suggest. If they are unable to reach the PCP, or the 
situation is critical in nature, an ambulance will be requested to transport the resident for evaluation 
  
  
- Is there a record of response time by Security? 
Yes 
  
- Does the response differ if the patient is a member of the local practice; i.e. notification of 
the on call doctor vs notification of the resident primary care physician 
We will attempt a call first to PCP  
  
(6) Security Training 
  
- Are all Security personnel trained as EMT's? 
  
- If not, how many are trained? 
  
- Is an EMT available 24/7? 
  
- What does Security do for the resident in the event of an emergency? 
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No, Security has 11 trained EMT's, 1 EMT is present on each shift. All officers are trained to be First 
Responder-CPR certified. There is an EMT available 24/7. In the event of an emergency, an EMT will be 
dispatched to evaluate the resident and decide whether or not further evaluation is needed by a Doctor. 
 
  
(7) If a resident is not transported to a medical facility after calling Security,  are the 
reasons for this available, along with any treatment the resident may have received onsite? 
 Yes, any and all evaluations made by the EMT on scene are documented in the incident reports.  
 
 
  
  
(8) If a resident is transported to a medical facility after calling Security, is there data 
whether they were treated & released, admitted to the hospital, not treated? 
No, the only way to find out if the resident has been released, admitted, or not treated is to the call the 
hospital directly and speak to patient information. Security does not keep track of that information.  
 
 
  
(9) If a resident calls for an ambulance directly, how is Security notified? 
If the resident calls 911 via a landline, we would be notified immediately through our MITEL phone and 
dispatcher will send an EMT to the resident to help with care until EMS arrives. However, if a resident 
calls 911 through a cell phone, the only way security would be notified is if our exterior officer notices the 
Fire Department and EMS arrive on campus.  
 

 
An immediate call to 9-1-1 is required for the following: 

 -Difficulty Breathing / Shortness of breath 

-Chest Pain or Chest Discomfort / Substernal Chest Pain / Jaw Pain / Neck Pain / Arm Pain 

-Unresponsive Person 

-Sensation of rapid heart rate or palpitations 

-Intense Abdominal Pain 

  

-Changes in Mental Status 

-If any family member states that the resident is not acting normal. 

-Dizziness 

-Fainting / Sensation of fainting 

-Loss of balance 

-Slurring of Speech / Inability to talk 
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-Right or left sided gaze / Cannot stop looking in one direction. 

-Sudden loss of vision or sudden onset of blurred vision 

-Numbness or Paralysis to one or both sides of the face 

-Numbness or Weakness to one or both sides of the body 

-Paralysis / loss of / lack of control of any part of the body / loss of mobility 

-Seizure 

-Intense headache 

  

-Low Blood Sugar / High Blood Sugar / Known Diabetic with dangerous alterations in blood 
sugar 

                (Normal blood sugar 70-120mg/dl) 

  

-Known or suspected overdosing of any medication(s) 

-Any person(s) exposed to any toxins. 

(ex: Inhalation of Carbon Monoxide or Ingestion of household cleaner) 

  

-Any fall of 10 Feet or greater, injury or no injury. 

-Fall with known or obvious injury 

-Any impact to the head / Head Injury 

-Bleeding post-surgery 

-Bleeding uncontrolled by bandages 

-Pediatric / Any medical or trauma involving a child 

-Any medical or trauma involving a pregnant woman 

-Motor Vehicle Accident with any injury 

-Electrocution 

-Drowning / Potential Drowning 
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-Blood in the toilet 

-Vomiting Blood 

  

-Suicide attempt / Suicidal thoughts 

 
 
 


