
The newest heart failure 
management guidelines 
make a bold statement: 

Heart failure should no longer 
be considered a death sentence 
but can instead be managed 
in a way that can add years of  
 quality life for some patients.

Guideline-directed medical 
therapy (GDMT) can signifi cantly 

improve survival, with up to a 
43% reduction in the risk of  
death, said Dr. Clyde W. Yancy, 
chair of  the guidelines-writing 
committee. The document was 
published in the online edition 
of  the Journal of  the American 
College of  Cardiology (  http://
content.onlinejacc.org/article.
aspx?articleid=1695825  ).

“For so long, we had assumed 
that, by defi nition, heart failure 

was a fatal diagnosis – that all we 
could do was tell patients to get 
their aff airs in order and perhaps 
make them feel a little better, 
but that death was almost a fait 
accompli,” said Dr. Yancy, chief  
of  cardiology at Northwestern 
University, Chicago. “But in the 
past few years, a lot of  tough 
work has been done showing 
there are eff ective therapies 
and that when given correctly, 

major improvements in survival 
do occur.”

A joint eff ort of  the American 
College of  Cardiology Founda-
tion and the American Heart 
Association, the “2013 Heart 
Failure Guidelines” are a revi-
sion from 2009, Dr. Yancy said 
in an interview. Although the 
years between the documents 
are few, the strides in research 
have been many, he said.

“The emergence of  new and 
important data sets generated 
the impetus for the 2013 guide-
line not as an update, but as a 
complete rewrite,” he said.

The document is the fi rst in 
the United States to employ 
the concept of  GDMT – a new 
designation that allows clini-
cians to easily determine the 

It’s 2 a.m. and the buzzing of  a bed 
alarm signals that Mrs. Jones is  getting 
up to go to the bathroom. Now alert-

ed, staff  can assist her and keep her safe. 
That is the ideal that makes bed and 
chair alarms part of  many facilities’ fall-
prevention programs. 

However, the fl ip side to these alarms 
– the noise, the agitation, and the frustra-
tion that they can cause – is creating its 
own buzz and causing many facilities to 
look at other ways to prevent falls. 

“Few studies have proven with any 
signifi cance that bed or chair alarms are 
eff ective in preventing falls,” said Carmen 
Bowman, a Colorado-based author, con-
sultant, and former surveyor.

“Originally, bed and chair alarms … 
were meant to be a short-term tool 
designed to get to know someone’s pat-
terns,” said Barbara Frank, cofounder 
of  B & F Consulting in Warren, R.I. 
However, over the years, the alarms 
began to be used longer term for some 
residents and crept into formal fall-pre-
vention programs, he said. 

“Limiting movement is psychologi-
cally disturbing and clinically iatrogenic,” 
Ms. Frank said. “The research is pretty 
solid. The best way to prevent falls is to 
strengthen mobility, core strength, and 
movement. Something that deters move-
ment actually has the opposite eff ect to 
preventing falls.” 

Ms. Bowman agreed, “Alarms are 
 causing immobility, and immobility 

causes a lot of  prob-
lems: imbalance, infec-
tions, pressure ulcers, 
constipation, and 
muscle weakening. 
Additionally, alarms 
contribute to isola-
tion, depression, and 
other psychological 
problems.” 

Also, said Ms. Frank, 
alarms “give a false 
sense of  security that a 
person is safe. Alarms 
only prevent falls if  we 
happen to be nearby or 
run fast enough to get 
there in time to pre-
vent the fall.”

Ms. Frank said that 
not only do alarms 
not necessarily pre-
vent falls, but they 
actually may contrib-
ute to them. “Alarms 
have such a distressing 
impact on people that 
there is a discussion 
around second-hand 
falls.” She said that 
the noise from the 
alarms contributes to 
agitation and stress in 
roommates and other residents. In their 
hurry to get away from the noise, they 
are at risk of  falling.

Making the commitment to eliminate 
alarms from a nursing facility can be a 

bold step, and it’s not always welcomed by 
everyone. “You’ll get pushback, so you have 
to start with education,” said Ms. Bowman. 
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 Originally tools for tracing a person’s patterns, bed and 
chair alarms became part of fall-prevention programs. 
But experts now think that the devices limit a resident’s 
movement while not necessarily preventing falls. 
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Dr. Tanya Stewart and Dr. James 
Mudd had an unusual take-
home message to deliver when 

the spoke in a session last March at the 
AMDA Long Term Care Medicine – 
2013 conference: The approach to pal-
liative care for patients with advanced 
heart failure should be as proactive and 
patient-centered as that undertaken for 
people with cancer.

Half  of  heart failure patients die 
within 5 years of  the diagnosis, a rate 
worse than that for most cancers, (Eur. 
J. Heart Fail. 2001;3:315-22). And more 
recent data show that even with optimal 
medical management and pacemaker or 
defi brillator use, mortality is still around 
30% at 2-3 years. “This is a progressive 
disease and an incredibly morbid disease. 
… The earlier we talk about palliative 
care with our patients, the better,” said 
Dr. Mudd, director of  heart failure and 
heart transplantation at Oregon Health 
& Science University, Portland. 

For patients with implanted cardio-
vascular electronic devices, palliative 
care includes initiating discussion of  the 
wishes of  the patient and the family 
concerning deactivation of  these devices 
when the heart continues to fail despite 
repeated shocks. 

“For individuals with [implanted 
devices], we have to have the conversa-
tion prior to the implant,” he advised. 

Noncompliance of  patients to ther-
apy and continued smoking can make 
matters worse, as can depression, low 
literacy, impaired cognition, and sleep-
disordered breathing. “All these things 
conspire to make the challenges of  what 
is already a morbid condition even more 
challenging,” he noted. 

 Symptom Management 
The prolonged course of  heart failure 
provides many opportunities for pal-
liative intervention, noted Dr. Stewart, 

medical director of  Optum Care Delivery 
and Management, in Portland, Ore.

In a survey, 78% of  caregivers said 
that the last year of  a heart patient’s 
life includes pain, 61% dyspnea, 59% 
low mood, and 30% anxiety (Prim. Care 
2011;38:265-76). Dr. Stewart summarized 
the evidence for palliative approaches 
to this signifi cant symptom burden. 
Of  the major drugs used to manage 
heart failure, beta blockers, angiotensin-
 converting-enzyme (ACE) inhibitors, 
and aldosterone antagonists are essen-
tially palliative, rather than curative. 
They help maintain homeostasis and can 
minimize diuretic needs as the disease 
progresses, she noted. 

Often, these drugs will be stopped 
when a patient is hospitalized and not 
restarted when they return to long-term 
care. It is important to re-evaluate and 
restart these drugs if  clinicians deter-
mine that the patient will continue to 
benefi t, she advised. 

The causes of  dyspnea in heart failure 
are several but should be discovered and 
treated, Dr. Stewart said. There is strong 
evidence for the role of  diuretics – with 
or without thiazides – for treating vol-
ume overload. Afterload reduction can 
be accomplished with isosorbide dini-
trate, although its use may be limited 
by hypotension. There is also evidence 
supporting the use of  a fan to blow 
air on the patient, which stimulates the 
second branch of  the trigeminal nerve 
and decreases the sense of  air hunger, 
she said.

Opioids may also play a role in dys-
pnea management, since dyspnea and 
pain share the same cortical-spinal path-
way. Opioids are not approved for use 
in heart failure, but evidence suggests 
that very low doses of  oral or parenteral 
opioids may alleviate dyspnea. 

Evidence is less convincing for remedies 
such as nebulized narcotics, Hawthorn 
extract, breathing training, neuroelectric 
muscle stimulation, and walking aids. 

Evidence is also weak for two common 
dyspnea treatments – benzodiazepines 
and oxygen in the absence of  hypoxia 
– Dr. Stewart said. Oxygen is expensive 
and makes the patient feel no better than 
does fan-blown air, she commented.

A recent review found that benzo-
diazepines, commonly used off  label 
for dyspnea, do not seem to benefi t 
patients either (Curr. Heart Fail. Rep. 
2010;7:140-7), although some small stud-
ies have suggested benefi t. “I would say 
there is controversial evidence to support 
[benzodiazepines’] use… . Maybe it’s time 
to rethink, especially as benzodiazepines 
have the potential for complications in 
this population,” Dr. Stewart said.

For etiology-specifi c pain manage-
ment, strong evidence supports bispho-
sphonates for bone pain and nitrates for 
angina. Evidence also supports opioid 
use for other moderate to severe pain, 
with the caveat of  “start low, go slow.” 

Short-acting opioids (morphine, oxy-
codone, hydrocodone) are preferable in 
advanced heart failure patients, due to 
the risk of  renal failure progression that 
the disease carries. However, if  a long-
acting opioid is necessary for chronic 
pain, fentanyl carries less risk of  neuro-
toxicity than the others. Bowel stimulants 
should be given concurrently, Dr. Stewart 
advised.

Nonsteroidal anti-inflammatory 
agents are contraindicated in patients 
with heart failure because they increase 
the risk of  gastrointestinal bleeds, renal 
failure, fl uid retention, and interaction 
with ACE inhibitors, Dr. Stewart said. 
For nausea, try addressing volume over-
load, diet modifi cation, and antiemetics, 
she suggested. 

The evidence supporting antide-
pressants in heart failure is fairly weak, 
Dr. Stewart said. Serotonin norepi-
nephrine reuptake inhibitors should be 
avoided because of  the increased risk 
they carry for hyponatremia and fl uid 
retention. Selective serotonin reuptake 

inhibitors might carry less of  that risk, 
but sodium and fl uid levels should still 
be monitored in patients taking them. 
Tricyclics should be avoided because of  
the risk of  QT prolongation.

Methylphenidate, although not indi-
cated for treating depression, actually 
works very well and very rapidly with 
few side eff ects, Dr. Steward said. 

Anxiety has not been well studied in 
heart failure. Potential interventions, 
however, backed by limited data, include 
spousal engagement and mindfulness 
therapy. Benzodiazepines have been 
used, but no study shows that their effi  -
cacy outweighs their risks, she noted.

For fatigue, a common heart failure 
symptom, it is important to rule out 
underlying causes such as anemia, 
infection, and thyroid or sleep problems. 
Exercise can help, as can low-dose 
methylphenidate. There is also moderate 
evidence for Hawthorn extract.

 Cardiac Devices at the End of Life 
Dr. Mudd outlined issues at play during 
end-of-life management of  patients who 
have implanted cardiovascular electronic 
devices. He recommended an expert 
consensus statement issued jointly in 
2010 by several prominent medical 
societies, available for free online at 
   http://europace.oxfordjournals.org/
content/12/10/1480.full.pdf     .

According to that document, “it is 
appropriate to consider [implanted car-
diovascular electronic device] deactiva-
tion when the patient’s clinical status 
worsens and death is near.”

Dr. Mudd advised that advance direc-
tives specifi cally addressing the cardiac   
device should be encouraged. 

Dr. Mudd is an investigator for a study, 
sponsored by the Thoratec Corporation. 
Dr. Stewart reported no relevant confl ict 
of   interest.  CfA

 Miriam Tucke r   is a freelance writer based 
in Washington, D.C.   
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Begin Palliative Care Early in Patients With Heart Failure
 BY  MIRIAM E. TUCKER
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   Dear Dr. Jeff : 
 Adequate control of  pain in the elderly is 
a quality measure, but the means to get 
there are becoming increasingly  confusing. 
Ibuprofen and the other nonsteroidal pain 
medications are on the Beers list of  inap-
propriate drugs, which makes them a red 
fl ag for surveyors. So is tramadol, while 
codeine is poorly tolerated and frequently 
ineff ective. 

The consulting pharmacist is on a cam-
paign to decrease our dosing of  acetamin-
ophen, which he says damages the liver. 
My state is taking major steps to discour-
age physicians from prescribing narcotics 
for chronic pain. Besides, I worry about 
using narcotics in cognitively frail seniors. 
These are all the choices on the World 
Health Organization pain ladder. What 
do you sugg est?   

 Dr. Jeff  responds:    First, it is wonderful 
to see that the transformation in the 
care of  the elderly has brought issues of  
pain control out in the open. We have 
gone from an era in which experts tried 
to persuade practitioners that pain is a 
signifi cant issue to a new era in which 
pain management scores are reported 
and posted on the Web. 

No one ever said practicing medicine 
was easy. But the situation is not nearly as 
bleak as you suggest, particularly if  we lis-
ten more to our patients, carefully review 
the evidence, and perhaps worry less about 
regulators. I believe that the risks of  many 
of  the alternatives that you discuss are 
overblown, particularly when they are indi-
vidualized to the patient. All these medica-
tions are readily available throughout most 
health systems and most (except tramadol 
and certain rarely used nonsteroidal anti-
infl ammatory drugs [NSAIDs] or narcot-
ics) are relatively inexpensive. 

Moreover, the choices available are 
much more extensive than those listed 
above. Many other modalities are (or 
should be) available to the postacute and 
long-term care resident.

The World Health Organization pain 
ladder was designed to guide practitio-
ners through internationally available 
pain medications for the treatment of  
cancer pain. Its authors suggest that 
cancer patients quickly get pain medi-
cations, starting with acetaminophen or 
NSAIDs. If  or when these are ineff ec-
tive, the guidelines suggest adding mild 
 narcotics such as codeine or tramadol. 

When pain worsens or is uncontrolled, 
the mild narcotic is to be replaced by 
a stronger narcotic, such as morphine. 
Much cancer pain arises from the  visceral 
organs, nerves, or bones, so a stepwise 
medication regimen is entirely appropri-
ate. But this was not a pattern designed 
for typical residents.

Of  course, we have some advanced 
cancer patients in nursing homes. 
They may be appropriate candidates 
for the proposed ladder. When simple 
approaches are ineff ective, it is wise to 
use the expertise of  pain or palliative care 
specialists. Hospice programs also help 
manage pain, as well as other  common 
symptoms, while allowing seniors to 
stay in their familiar surroundings. 

But most of  the pain that needs to be 
controlled in postacute and long-term 
care is not cancer pain. Instead, it is the 
chronic musculoskeletal discomfort typi-
cally associated with aging. This includes 
arthritis, back pains often complicated 
by osteoporosis or spinal stenosis, poly-
myalgia, and a wide variety of  other 
disorders of  the joints, muscles, liga-
ments, bursae, and tendons. Even pain 
that is typically transitory in patients 
after fractures or surgeries will persist 
in elderly skilled nursing patients and, 
at times, cause more discomfort than the 
acute problem.

Most of  these painful conditions are 
neither new nor life-threatening. They 
are the residue of  lifetimes of  wear and 
tear on the body and of  chronic diseases 
lasting decades. But they do signifi cantly 
aff ect our patients’ quality of  life. Those 
of  us who frequently make home visits 
know that frail elders’ homes are typically 
outfi tted with a variety of  do-it-yourself  
pain-relief  modalities. These include hot 
water bottles, heating pads, neck pillows, 
slings, liniments, salves, ace bandages, ice 
packs, and that oxymoronic substance 
called ”IcyHot.” My wife’s grandmother 
never wanted to travel too far from 
the hydrocollator she used for her sore 
shoulder. For those unfamiliar with this 
common piece of  physical therapy equip-
ment, it is basically a tub that produces 
warm, moist heating pads.

   What Works, Works   
Many residents can describe the various 
maneuvers they used for pain control at 
home. Often, it was one technique for a 
shoulder and something diff erent for the 
knees. If  the resident is too cognitively 
impaired to give a pain control history, 
family caregivers or home health aides 
often know the details of  the daily ritual. 
Yet, in doing medication reconciliations 
and taking medical histories, we rarely, if  
ever, inquire about these modalities. 

One facility where I worked had a large 
resident population born in Southern 
China. Nearly a third of  the residents 
had routinely or periodically used tiger 
balm prior to admission (an inexpen-
sive topical preparation that is primarily 
menthol and camphor with some added 
herbal ingredients – the name relates 
to similar preparations produced over a 

thousand years ago that reportedly used 
ground tiger bones as an ingredient). 
They were mystifi ed that our pharmacy 
didn’t routinely supply it. 

But even the products that are nearly 
universal among physical trainers are 
missing from postacute and long-term 
care, even though they minimize the 
potential for drug interactions, have no 
long-term toxicity, and are inexpensive. 
Unfortunately, in nursing homes, all 
these treatments require a physician’s 
order and some are considered beyond 
the scope of  routine nursing practice.

A 90-year-old great-grandmother can 
apply a warm, moist towel to her neck at 
home, but in our regulated environment, 
a nurse would need (or at least want) an 
order that specifi ed the temperature and 
length of  time for the application. And 
the skilled caregiver might be uncom-
fortable preparing the towel or even be 
forbidden to use the equipment required 
to prepare it.

In some facilities, the physical  therapy 
staff  will prepare such treatments 
before they leave, allowing the nurs-
ing staff  to apply them in the evening, 
when musculoskeletal pains tend to be 
worst. Where policies and procedures 
are arranged to allow this scenario, the 
orders usually should be “for routine 
use” not “as needed” because, as with 
medication, heat and ice and balms are 
most eff ective when used before the pain 
becomes severe. Furthermore, cogni-
tively impaired residents may have dif-
fi culty understanding o  r expressing their 
need for pain therapy.

Pharmaceutical analgesics certainly 
have a place in postacute and long-term 
care pain management. Despite Food 
and Drug Administration (FDA) concerns 
about acetaminophen toxicity, the orders 
I have seen for this useful medicine are 
frequently underdosed. The usual half-
day between doses vastly exceeds the 
medication’s half-life, leaving the resident 
with extended periods of  breakthrough 
pain. Much of  the FDA concern prompt-
ing a maximum-daily-dose reduction 
from 4 g to 3 g (for which the agency’s 
expert panel was sharply divided) related 
to acute liver damage from excessive dos-
ing. Patients are obviously at risk when 
so many common drugs (combination 
analgesics and over-the-counter cough-
and-cold preparations, sleep medica-
tions, and headache preparations) also 
contain acetaminophen or the drug by 
its European name, paracetamol, or 
even its FDA-banned biologically active 
precursor, phenacetin.

However, in the controlled environ-
ment of  a nursing home, these risks are 
minimal to nonexistent. Also, the FDA’s 
concern about blood tests suggesting 

liver toxicity from high doses of  acet-
aminophen may be an issue primarily for 
patients who abuse alcohol (which is not 
easy to do in the nursing home). 

In theory, one might order liver 
function tests for signs of  toxicity. For 
patients whose pain was well controlled 
on the 4 g daily dose, but poorly con-
trolled after a decrease to the FDA’s 
recommended 3 g maximum, I would 
encourage a return to the eff ective dose 
with such monitoring – of  course, with 
chart notations explaining awareness of  
the FDA’s and consulting pharmacist’s 
concerns, but justifying the use in this 
particular patient.

   Real and Unreal Risks    
Concerns regarding the use of  narcotics 
in the elderly, and particularly in those 
with dementia, are also greatly over-
blown. Although narcotics appear on 
nearly every list of  medications  possibly 
 producing delirium, a careful reading 
of  the literature would show that the 
justifi cation for this is almost always 
very old articles referencing meperidine 
(Demerol). This medication, which is not 
and should not be used under normal 
circumstances, had signifi cant anticholin-
ergic properties that placed its recipients 
at signifi cant risk for confusion. 

This was exacerbated by meperidine’s 
metabolic pathways, which included mul-
tiple active metabolites that needed to be 
cleared by the kidney and could persist in 
an elderly body for days. The oral narcot-
ics usually needed by postacute and long-
term care residents, such as oxycodone 
and hydromorphone, are generally well 
tolerated by the elderly and do not appear 
on the updated 2012 Beers Criteria of  
medications inappropriate for use in the 
elderly. Of  course, as with so many medi-
cations prescribed for the elderly, your 
mantra should be “Go low, go slow.”

Unaddressed pain is, by itself, a risk 
factor for delirium. More importantly, for 
frail seniors near the end of  life, it is cer-
tainly a major quality of  life issue. Studies 
show that confused elderly patients are 
still at risk for being undertreated for 
pain in emergency and hospital settings. 
There is no excuse for this to happen in 
postacute and long-term care.  CfA

 Dr. Nichols   is the medical director 
of  Our Lady of  Consolation and Good 
Samaritan Nursing Homes in Suffolk 
County, N.Y., and senior vice president for 
clinical effectiveness of  the Catholic Health 
Care System of  Long Island. He invites 
your questions for possible discussion in 
this column, to caring@elsevier.com. 
You can also comment on this and other 
columns at www.caringfortheages.com, 
under “Views.”  

Yes, Pain Management Can Be Painfully Difficult

 By  Jeffrey Nichols, MDDear Dr. Jeff
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LOS ANGELES – Data continue to 
affi  rm the effi  cacy of  electroconvulsive 
therapy, or ECT, for the treatment of  
major depression and other mood dis-
orders, and numerous studies show that 
the benefi ts are particularly pronounced 
in older patients.

ECT experts at the annual meeting of  
the American Association for Geriatric 
Psychiatry shared some of  these fi nd-
ings, along with newer data on optimal 
electrode placement and an emerging 
indication for ECT.

Among adults aged 18-85 who were 
treated with ECT for unipolar depres-
sion in one study, for example, older 
patients responded better than did 
younger patients, Dr. Georgios Petrides 
said.

That study, the fi rst from the Consor-
tium for Research in Electroconvulsive 
Therapy (CORE), compared ECT 
with combination antidepressant-
antipsychotic pharmacotherapy as a 
strategy for depression-relapse prevention 
in 201 patients who had remitted after a 
course of  bilateral ECT. Patients from 
fi ve sites were randomized to receive 
either 10 continuation ECT treatments 
or 6 months of  treatment with lithium 
and nortriptyline, said Dr. Petrides of  
the department of  psychiatry at the 
Albert Einstein College of  Medicine, 
New York, and director of  ECT research 
at the Zucker Hillside Hospital, Glen 
Oaks, N.Y.

Both groups fared better than a his-
torical placebo control group, but did 
not diff er signifi cantly from each other 
with respect to remission rates: 46% 
of  patients in both groups remained 
in remission. Also, no diff erence was 
seen between the groups with respect 
to time to relapse (Arch. Gen. Psychiatry 
2006;63:1337-44).

However, a later analysis of  the data by 
age (18-45 years; 46-64 years; and 65 years 
and older) showed that the  remission 
rates were signifi cantly greater – at up to 
90% – for the older patients, compared 
with the youngest group, Dr. Petrides 
said.

Of  note, the age-based advantage 
also was apparent among patients with 
 psychotic depression, he said.

  Age and Electrode Placement   
A more recent CORE study, looking at 
electrode placement for optimal effi  cacy 
and minimal cognitive impairment, also 
demonstrated age-based diff erences.

In a randomized, controlled, double-
blind trial, outcomes in 230 patients with 
major depression and a mean age of  
nearly 60 years were found to be similar 
with a novel bifrontal placement using 1.5 
times the seizure threshold, a standard 
bitemporal placement using 1.5 times the 
seizure threshold, and with standard right 
unilateral placement using 6 times the 
seizure threshold, Dr. Charles H. Kellner 
said.

All placements resulted in clinically 
and statistically signifi cant improve-
ments, noted Dr. Kellner, professor of  

psychiatry, director of  the 
division of  geriatric psy-
chiatry, and director of  
the ECT service at Mount 
Sinai School of  Medicine, 
New York (Br. J. Psychiatry 
2010;196:226-34). 

A more rapid decline in 
symptoms was seen with 
bitemporal placement, said 
Dr. Kellner. Also, the remis-
sion rate was “remarkably 
greater” with right unilat-
eral electrode placement in 
people over age 65 years, 
compared with younger 
patients (nearly 75% vs. 
about 40%-50%), and the 
remission rate was worse 
for bifrontal placement in 
those over age 65 years, 
compared with younger patients (about 
45% vs. 65%).

“If  this fi nding is replicated – and 
we’ve already partially replicated it (in 
the Prolonging Remission in Depressed 
Elderly [PRIDE] study),” he said, “this 
is good news that for geriatric patients. 
Right unilateral ECT, the more 
benign form of  the treatment, may be 
 preferentially eff ective.”

The fi nding that all three electrode 
placements are eff ective underscores the 
argument that “ECT in contemporary 
practice is not a technical issue,” he said. 
The data are clear about the eff ects of  
ECT, he said, so it is important to “fi ght 
to continue to get it accepted as a stan-
dard treatment – to move it up on the 
treatment algorithm so it is not consid-
ered a last resort for treatment.”

Among the concerns about ECT that 
have impeded eff orts to “move it up on the 
treatment algorithm” are those having 
to do with cognitive eff ects, Dr. Kellner 
said. Cognitive eff ects should be con-
sidered a tolerability issue rather than a 
safety issue when it comes to ECT, but 
regardless, in this study, few  diff erences 
were found with respect to cognitive 
eff ects between the three placements 
studied, he said.

One exception was with reorientation. 
“Patients wake up much more easily 
from right unilateral ECT,” he said, not-
ing that this also appears true in the 
PRIDE study, which is an ongoing evalu-
ation of  right unilateral ultrabrief  pulse 
ECT.

  Right Unilateral Ultrabrief Pulse   
Preliminary data from the PRIDE study 
also suggest that right unilateral ultra-
brief  pulse ECT is extremely eff ective in 
elderly patients: Of  the fi rst 152 patients 
from that study, 62% experienced remis-
sion, 11% did not, and 27% dropped out 
of  the study.

The patients in that multicenter study 
have a mean age of  70 years and severe 
depression. An interesting fi nding is that 
a small percentage of  patients “get com-
pletely well with a short course of  ECT,” 
Dr. Kellner said.

Although most require the usual treat-
ment course and some might require a 
longer treatment course, some remit 

very quickly. Thus, it is inappropriate to 
prescribe a fi xed number of  treatments 
in advance, he said. Also, other ECT 
studies have shown that outcomes with 
right unilateral ultrabrief  pulse ECT 
improve with age. “The older you get, 
the better ECT works,” he said.

Remission rates were 62%-67% for 
those aged 70-79 years and 80 years or 
older, compared with 59% for those 
aged 60-69 years.

  An Emerging ECT Indication   
Among newer indications for ECT in 
older patients is agitation in dementia, 
according to Dr. Robert M. Greenberg.

Dementia is generally not a contrain-
dication to ECT, and although most data 
on ECT in dementia involve patients 
with comorbid depression, psychosis, or 
both, many case reports and two small 
case series suggest that the therapy is 
eff ective for agitation alone in patients 
with dementia, said Dr. Greenberg, 
director of  geriatric services and chief  
of  geriatric psychiatry and ECT services 
at Lutheran Medical Center, N.Y.

Behavioral and psychological symp-
toms, including agitation, occur at some 
point in up to 90% of  patients with 
dementia, and agitation and aggres-
sion occur in 60%-80% of  patients with 
Alzheimer’s disease. These symptoms 
account for much of  the functional 
impairment, caregiver burden, hospital-
ization, and health care costs in demen-
tia patients, and treatment options are 
limited, he said.

Case reports over the past 2 decades 
suggest that from two to eight courses 
of  ECT result in up to 12 months of  
improvement in symptoms. In the largest 
retrospective case series  published to date, 
15 of  16 patients who underwent a mean 
of  nine treatments – mostly administered 
bilaterally –  experienced im- provement 
in symptoms, Dr. Greenberg said.

In that study, three patients had mild 
dementia, eight had moderate-to-severe 
dementia, and fi ve had severe dementia. 
Only two patients experienced severe 
postictal confusion (Am. J. Geriatr. 
Psychiatry 2012;20:61-72).

Although the evidence base for ECT 
for agitation in dementia remains fairly 
weak, the existing data do provide 

some support for its use. In the cases 
reported, ECT was usually a last resort 
after failure of  multiple pharmacologic 
and nonpharmacologic approaches, 
the impact of  behavioral disturbance 
was severe, and reported benefits were 
usually of  major clinical significance, 
Dr. Greenberg said, noting also that 
when addressed, global cognitive func-
tion was usually improved following 
ECT.

Thus, ECT is a reasonable option 
for dementia with severe agitation in 
cases after a careful diagnostic evalu-
ation, including assessment for incit-
ing and exacerbating causes, and after 
 failure of  behavioral and pharmacologic 
management.

In patients for whom ECT is deemed 
appropriate – and for whom proper con-
sent is obtained – Dr. Greenberg recom-
mended starting with titrated unilateral 
ultrabrief  pulse stimulus (in nonemer-
gent cases), and widening the treatment 
interval if  the patients experience signifi -
cant cognitive worsening. ECT should 
be stopped when improvement plateaus, 
he said.

Also, consider an ECT taper to ensure 
stability of  response and to allow for 
optimization of  continuation pharma-
cotherapy, he said. Continuation ECT 
can be considered if  symptoms recur. 
Environmental triggers of  agitation also 
should be addressed, he said.

Dr. Petrides and Dr. Greenberg 
reported having no confl ict of   interest 
relevant to their presentations. Dr. Kellner 
reported receiving research support from 
the National Institute of  Mental Health. 
He also reported serving as a paid con-
tributor to UpToDate, a clinical-deci-
sion-support service and as a paid ECT 
course teacher at Northshore-LIJ Health 
System.   CfA

 Sharon Worcester is an IMNG 
Medical News freelance writer based in 
Birmingham, Ala. 

Data Support Shock Therapy for Major Mood Disorders
 BY  SHARON WORCESTER

 Among newer indications for ECT in older patients 
is agitation in dementia. The therapy has worked 
in some small trials as a last resort after failure 
of multiple pharmacologic and nonpharmacologic 
approaches. 
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 Editor’s Note 
   ECT has had a bad rep ever since 
“One Flew Over the Cuckoo’s Nest,” 
but it is an exceptionally eff ective 
treatment for refractory and extreme 
depression. It’s expensive, it requires 
anesthesia, and it tends to worsen 
cognition to some degree, but for 
someone truly suff ering with severe 
depression, I believe the benefi ts of  
ECT substantially outweigh these 
burdens.  

Some of  the newer techniques 
may reduce post-ECT morbidity and 
thus refl ect promising advances in 
our treatment options. Please keep 
this modality in mind for your cata-
tonic, severe, or multiple-treatment-
resistant depressed patients. And 
perhaps with more research, this will 
become another option for recalci-
trant and agitated dementia patients 
who are in severe distress or a danger 
to themselves or others. 

— Karl Steinberg, MD, CMD, 
Editor in Chief    
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Medicare coverage for amyloid 
brain imaging should be se-
verely limited, according to a 

Centers for Medicare & Medicaid Ser-
vices proposal released in July.

The federal health program would 
cover only one scan per patient and only 
as part of  a clinical study or to rule out 
Alzheimer’s disease in narrowly defi ned 
and clinically diffi  cult diff erential diagno-
ses. The procedure isn’t “reasonable and 
necessary” otherwise, because there are 
not enough data to conclude that beta-
amyloid imaging with positron emission 
tomography (PET) improves outcomes 
for patients with Alzheimer’s disease.

PET amyloid imaging would be cov-
ered only in CMS-approved, prospective, 
randomized trials that include appropri-
ate populations and, when appropriate, 
employ postmortem diagnosis.

Furthermore, studies must address at 
least one of  the following questions:

Does PET amyloid imaging lead to  ▶

improved health outcomes including 
avoidance of  futile treatment or tests, 
improving or slowing the decline of  
quality of  life, and survival?

Does treatment guided by PET  ▶

amyloid imaging identify specific 

subpopulations, patient characteristics, 
or diff erential diagnoses that predict 
improved health outcomes?

Can PET amyloid imaging enrich the  ▶

patient populations of  Alzheimer’s  trials 
by selecting patients on the basis of  bio-
logical as well as clinical and epidemio-
logic factors? And if  so, can this lead to 
improved health outcomes?

The draft decision is a  disappointment 
for both patients and the drug compa-
nies that are developing amyloid-imaging 
agents. “Neither families directly impacted 
by the disease, nor our federal govern-
ment, can aff ord to wait as much as 7 
years for a fi nal decision about national 
coverage, as was the case with the 
National Oncology Patient Registry and 
the evaluation by CMS of  FDG [fl uoro-
deoxyglucose] PET coverage,” a state-
ment from the Alzheimer’s Association 
said. “If  the federal government follows 
this example and timeline, it will hinder 
coverage of  a badly needed, already FDA 
[Food and Drug Administration]-approved 
diagnostic tool in limited populations in 
which suffi  cient evidence indicates this 
technology has meaningful impact.”

Avid Radiopharmaceuticals, which 
manufactures the imaging agent 
fl orbetapir F-18 injection (Amyvid), 
agreed. “CMS appears to be challenging 

the value of  an adjunctive tool that 
can assist physicians in making a more 
informed diagnosis for patients with 
cognitive impairment,” said Dr. Daniel 
Skovronsky, the company’s president 
and chief  executive offi  cer. “Restricting 
coverage could hinder a timely and accu-
rate diagnosis, which is in confl ict with 
the advice of  Alzheimer’s disease experts 
and with the administration’s National 
Alzheimer’s Project Act.”

Last January, the Alzheimer’s Association 
and the Society of  Nuclear Medicine and 
Molecular Imaging (SNMMI) issued 
revised appropriate use criteria for these 
agents. Imaging should be reserved for 
people with persistent or progressive 
unexplained mild cognitive impairment, 
MCI that has an atypical presentation, 
and MCI which develops at an atypically 
young age, the   document   maintained.

Imaging was not considered appropri-
ate for asymptomatic patients, for those 
with typical-onset dementia, as a sub-
stitute for risk genotyping in patients 
with a family history, or to determine 
dementia severity.

The SNMMI criteria address a small 
but important group not addressed under 
the CMS proposed payment scheme, said 
Dr. Richard J. Caselli, professor of  neu-
rology at the Mayo Clinic in Scottsdale, 

Ariz., and clinical core director of  Mayo’s 
Alzheimer’s Disease Center.

“While I can understand the ratio-
nale for not reimbursing this in the 
typical elderly dementia patient, there 
is another population, albeit smaller, 
that would clearly benefi t: the work-
ing patient,” he said in an interview. 
“Imagine a 52-year-old man with no 
family history, who starts developing 
memory loss, has trouble on the job as 
a result, and seeks help. In this case, a 
diagnosis of  Alzheimer’s is unexpected, 
and will result in disability.”

While Medicare does not provide 
health insurance for working adults, 
such a diagnosis could lead to Medicare 
disability coverage.

“In this case, a [PET amyloid scan] with 
positive evidence for Alzheimer’s would 
in fact save everyone a lot of  angst and 
expense, and the patient could be properly 
managed in terms of  disability,” Dr. Caselli 
said. “Further, young patients with altered 
mental status may have other serious ill-
nesses, such as autoimmune encephal-
opathy, so having access to such a scan 
might save someone trials of  steroids or 
other immunosuppressive agents.”    CfA

    Michele G. Sullivan is with the Mid-
Atlantic bureau of  IMNG Medical News.   

Medicare Would Limit PET Scanning for Beta-Amyloid
 BY  MICHELE G. SULLIVAN
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best course of  heart failure care for an 
individual patient. Schematic algorithms 
provide easy-to-follow treatment path-
ways that should be helpful for anyone 
who treats heart failure patients, from 
specialist to primary care provider, said 
Dr. Yancy.

A major focus of  the guidelines is 
treating heart failure with preserved 
ejection fraction (HFpEF) with the goal 
of  preventing or delaying progression. 
HFpEF is “a real entity” that constitutes 
about half  of  heart failure diagnoses, 
Dr. Yancy said, but as yet, has no specifi c 
intervention.

Until research provides further 
answers, the best way to manage HFpEF 
is holistically, he said. “About 90% of  
these patients have comorbid conditions 
like hypertension, coronary artery dis-
ease, diabetes, renal insuffi  ciency, and 
atrial fi brillation. In the absence of  a spe-
cifi c intervention for HFpEF, focusing on 
these other conditions will provide us 
the opportunity to modify the natural 
history of  this disease.”

The guidelines contain “critical” new 
indications for the use of  aldosterone 
antagonists, he said. The drugs saw a 
surge in use in the early 2000s, but the 
rush to embrace them brought chal-
lenges as well. “Some of  the applica-
tions led to missteps resulting in elevated 
potassium levels and emergency admis-
sions,” Dr. Yancy said. Since then, addi-
tional trials have pinpointed the best 
ways to use aldosterone antagonists in 
patients who have heart failure with 
reduced ejection fraction or cardiac 
injury after heart attack. Data now con-
fi rm their benefi t in patients with mild 
and moderate disease, as well as those 
with more advanced disease.

“This is the fi rst document in the 
United States to embrace the benefi t 
of  aldosterone antagonists for these 
patients,” Dr. Yancy said. Provided that 
patient renal function is “reasonably 
intact,” the drugs are a valuable  addition 
to GDMT.

The guidelines also off er a refi nement 
of  the recommendations for  cardiac 
resynchronization device therapy (CRT) 
– another change supported by the 
results of  recent, large-scale trials. “We 
now have three separate, well-done trials 
that suggest a signifi cant benefi t of  car-
diac resynchronization in patients with 
mild to moderate disease,” Dr. Yancy 
said.

“We gave the greatest strength of  rec-
ommendation [of  resynchronization] 
for patients with a wide QRS interval 
and left bundle branch block, a modest 
recommendation for patients with a less 
wide interval, and an equivocal recom-
mendation for those without left bundle 
branch block. We think this will allow 
better discrimination of  those who are 
most likely to benefi t from CRT from 
those unlikely to benefi t.”

There are also more plentiful data 
in favor of  mechanical circulatory sup-
port for patients with advanced heart 
failure. “This is no longer a proof  of  
concept strategy,” Dr. Yancy said. “Left 

ventricular assist devices for advanced 
chronic heart failure represent an 
important component of  a contem-
porary treatment algorithm for heart 
failure.”

The guidelines even reach past the 
mechanics of  heart failure into its pos-
sible genetic origins. “We’ve discovered 
that idiopathic dilated cardiomyopa-
thy may not really be idiopathic, but 
instead related to genetic abnormality. 
We’ve coalesced observations and data 
from this emerging field to come up 
with recommendations about when 
we might consider genetic testing in 
patients and screening in family mem-
bers. It’s something new, and we’re 
delighted that it’s presented in this 
document.”

The guidelines also off er a new out-
look on reducing heart failure readmis-
sions – a problem that comes with a 
$25 billion annual price tag, Dr. Yancy 
said. Four simple, low-tech interventions 
stood out as practical and eff ective:

Using in-hospital systems that iden- ▶

tify heart failure patients appropriate 
for GDMT and prompt physicians to 
advance this care and assess response.

Developing transitional care and dis- ▶

charge planning that emphasize patient 
education to increase treatment com-
pliance, manage comorbid conditions 
eff ectively, and tackle psychosocial 
 barriers to care.

Harnessing the cooperative power  ▶

of  a nurse-led multidisciplinary heart 
 failure disease-management program.

Following up every patient with a  ▶

phone call within 3 days of  discharge 
and a physician appointment within 2 
weeks.

“The beauty of  this is that while every-
one is looking for the silver bullet to 
decrease readmission – including high-
tech interventions like device implanta-
tion and home electronic monitoring 
– we believe that these simple, straight-
forward, evidence-based approaches will 
work.”

Finally, Dr. Yancy said, the document 
places great importance on patient-cen-
tric outcomes like quality of  life issues, 
shared decision making, care coordina-
tion, and palliative care. Over the past 
decade, the physician-patient relation-
ship has changed from almost paternal-
istic to an active partnership. “We need 
to include the patient’s point of  view 
in this whole process. We need to put a 
greater emphasis on quality of  life, and 
we need not fear a discussion on quality 
of  death.”

Dr. Yancy expressed a fi rm belief  that 
integrating the guidelines into daily 
practice could have an enormous impact 
on the way heart failure patients are 
treated.

“We have come so far in our under-
standing and ability to treat these 
patients. These are dramatically eff ective 
interventions. We can shift the culture to 
the belief  that heart failure is something 
that we can treat – to the idea that you 
can help your patients feel better and live 
longer. If  we use this correctly, we can 
make a diff erence.”  CfA

 Michele G. Sullivan is with the Mid-
Atlantic bureau of  IMNG Medical News.   
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treatment. Risk factors include concomitant use of drugs associated with QT prolongation, 
electrolyte abnormality (hypokalemia, hypomagnesemia), bradycardia, and family history 
of QT abnormality. Hypokalemia and hypomagnesemia should be corrected prior to 
initiation of therapy with NUEDEXTA, and should be monitored during treatment. If patients 
experience symptoms that could indicate cardiac arrhythmias, e.g., syncope or palpitations, 
NUEDEXTA should be discontinued and the patient further evaluated. Concomitant use 
of CYP2D6 Substrates: The quinidine in NUEDEXTA inhibits CYP2D6 in patients in whom 
CYP2D6 is not otherwise genetically absent or its activity otherwise pharmacologically 
inhibited [see CYP2D6 Poor Metabolizers (5.8 in full PI), Pharmacokinetics (12.3 in full PI), 
Pharmacogenomics (12.5 in full PI)]. Because of this effect on CYP2D6, accumulation of 
parent drug and/or failure of active metabolite formation may decrease the safety and/or 
the efficacy of drugs used concomitantly with NUEDEXTA that are metabolized by CYP2D6 
[see Drug Interactions (7.5 in full PI)]. Dizziness: In a controlled trial of NUEDEXTA, 10% 
of patients on NUEDEXTA and 5% on placebo experienced dizziness. Serotonin Syndrome: 
When used with SSRIs or tricyclic antidepressants, NUEDEXTA may cause serotonin 
syndrome, including altered mental status, hypertension, restlessness, myoclonus, 
hyperthermia, hyperreflexia, diaphoresis, shivering, and tremor [see Drug Interactions (7.4 
in full PI), Overdosage (10 in full PI)]. Anticholinergic Effects of Quinidine: Monitor for 
worsening clinical condition in diseases that may be adversely affected by anticholinergic 
effects. CYP2D6 Poor Metabolizers: The quinidine component of NUEDEXTA is intended 
to inhibit CYP2D6 so that higher exposure to dextromethorphan can be achieved compared 
to when dextromethorphan is given alone [see Concomitant use of CYP2D6 substrates 
(5.4 in full PI), Pharmacokinetics (12.3 in full PI), Pharmacogenomics (12.5 in full PI)]. 
Approximately 7-10% of Caucasians and 3-8% of African Americans are poor metabolizers 
(PMs) lacking capacity to metabolize CYP2D6. In patients who may be at risk of significant 
toxicity due to quinidine, consider genotyping to determine if they are PMs prior to treating 
with NUEDEXTA.

ADVERSE REACTIONS  
A total of 946 patients participated in four Phase 3 controlled and uncontrolled PBA 
studies and received at least one dose of the combination product of dextromethorphan 
hydrobromide/quinidine sulfate in various strengths at the recommended or higher than 
the recommended dose. In a 12-week, placebo-controlled study (N=326), the most 
commonly reported adverse reactions (incidence ≥ 2% and greater than placebo) that led to 
discontinuation were muscle spasticity (3%), respiratory failure (1%), abdominal pain (2%), 
asthenia (2%), dizziness (2%), fall (1%), and muscle spasms (2%). The most common 
adverse reactions (≥ 3% and ≥ 2X placebo) were diarrhea (13%), dizziness (10%), cough 
(5%), vomiting (5%), asthenia (5%), edema (5%), urinary tract infection (4%), influenza 
(4%), flatulence (3%) and increased GGT (3%). Because clinical trials are conducted under 
widely varying conditions, adverse reaction rates observed in the clinical trials of a drug 
cannot be directly compared to the rates in the clinical trials of another drug and may not 
reflect the rates observed in clinical practice. Safety Experience of Individual Components: 
Dextromethorphan: Drowsiness, dizziness, nervousness or restlessness, nausea, vomiting, 
and stomach pain. Quinidine: Cinchonism (nausea, vomiting, diarrhea, headache, tinnitus, 
hearing loss, vertigo, blurred vision, diplopia, photophobia, confusion, and delirium) is 
most often a sign of chronic quinidine toxicity, but it may appear in sensitive patients after a 
single moderate dose of several hundred milligrams. Other adverse reactions occasionally 
reported with quinidine therapy include depression, mydriasis, disturbed color perception, 
night blindness, scotomata, optic neuritis, visual field loss, photosensitivity, keratopathy, 
and abnormalities of skin pigmentation. 

DRUG INTERACTIONS 
MAOIs: Do not use NUEDEXTA with monoamine oxidase inhibitors (MAOIs) or in patients 
who have taken MAOIs within the preceding 14 days [see Contraindications (4.3 in full 
PI)]. Drugs that Prolong QT and are Metabolized by CYP2D6: Do not use with drugs that 
both prolong QT interval and are metabolized by CYP2D6 (e.g., thioridazine or pimozide) 
[see Contraindications (4.4 in full PI)]. Drugs that Prolong QT and Concomitant CYP3A4 
Inhibitors: Recommend ECG in these patients who are taking NUEDEXTA [see Warnings and 
Precautions (5.3 in full PI)]. SSRIs and Tricyclic Antidepressants: Use of NUEDEXTA with 
SSRIs or tricyclic antidepressants increases the risk of serotonin syndrome [see Warnings 
and Precautions (5.6 in full PI)]. CYP2D6 Substrate: The co-administration of NUEDEXTA 
with drugs that undergo extensive CYP2D6 metabolism may result in altered drug effects [see 
Warnings and Precautions (5.4 in full PI)]. Desipramine (CYP2D6 substrate): This tricyclic 
antidepressant is metabolized primarily by CYP2D6. A drug interaction study was conducted 
between a higher combination dose of dextromethorphan (dextromethorphan hydrobromide 
30 mg/quinidine sulfate 30 mg) and desipramine 25 mg. This dose increased steady state 
desipramine levels approximately 8-fold. If NUEDEXTA and desipramine are prescribed 
concomitantly, the initial dose of desipramine should be markedly reduced. The dose of 
desipramine can then be adjusted based on response, but a dose above 40 mg/day is not 
recommended. Paroxetine (CYP2D6 inhibitor and substrate): When the combination dose 
of dextromethorphan hydrobromide 30 mg/quinidine sulfate 30 mg was added to paroxetine 
at steady state, paroxetine exposure (AUC0-24) increased by 1.7 fold and Cmax increased by 1.5 
fold. Consider initiating treatment with a lower dose of paroxetine if given with NUEDEXTA. 
The dose of paroxetine can then be adjusted based on response, but dosage above 35 mg/
day is not recommended. Digoxin: Quinidine is an inhibitor of P-glycoprotein. Prescribing 
quinidine with digoxin, a P-glycoprotein substrate, results in serum digoxin levels that may 
be as much as doubled. Alcohol: As with any other CNS drug, caution should be used when 
NUEDEXTA is taken in combination with other centrally acting drugs and alcohol.

USE IN SPECIFIC POPULATIONS  
Pregnancy Category C: There are no adequate studies of NUEDEXTA in pregnant women. 
Labor and Delivery: The effects of NUEDEXTA on labor and delivery are unknown. Nursing 
Mothers: It is not known whether dextromethorphan and/or quinidine are excreted in 
human milk. Because many drugs are excreted in human milk, caution should be exercised 
when NUEDEXTA is given to a nursing mother. Pediatric and Geriatric Use: The safety and 
effectiveness of NUEDEXTA in these populations has not been determined. Renal and Hepatic 
Impairment: Dose adjustment of NUEDEXTA is not required in patients with mild to moderate 
renal or hepatic impairment. Increases in dextromethorphan and/or quinidine levels are likely 
to be observed in patients with severe renal or hepatic impairment.

DRUG ABUSE AND DEPENDENCE  
NUEDEXTA contains dextromethorphan, and dextromethorphan abuse has been reported, 
predominately in adolescents. These observations were not systematic and it is not possible 
to predict on the basis of this experience the extent to which NUEDEXTA will be misused once 
marketed. Therefore, patients with a history of drug abuse should be observed closely. 

OVERDOSAGE 
Evaluation and treatment of NUEDEXTA overdose is based on experience with the 
individual components. Treatment of dextromethorphan overdosage should be directed 
at symptomatic and supportive measures. Treatment of quinidine overdosage requires 
monitoring the QTc interval and should involve a healthcare provider experienced in cardiac 
arrhythmia prevention and treatment and α-blockade-induced hypotension. Because of 
the theoretical possibility of QT prolongation that might be additive to those of quinidine, 
antiarrhythmics with Class I (procainamide) or Class III activities should (if possible)  
be avoided.

PATIENT COUNSELING INFORMATION  
Physicians should discuss the following topics with patients when prescribing NUEDEXTA: 
Hypersensitivity: [see Contraindications (4.2 in full PI), Warnings and Precautions (5.1 in full 
PI)]. Cardiac effects: Consult their healthcare provider immediately if they feel faint or lose 
consciousness. Inform their healthcare provider if they have any personal or family history 
of QTc prolongation [see Contraindications (4.4 in full PI), Warnings and Precautions (5.3 
in full PI) Drug Interactions (7 in full PI)]. Dizziness: [see Warnings and Precautions (5.5 in 
full PI), Adverse Reactions (6.1 in full PI)]. Drug Interactions: [see Drug Interactions (7 in 
full PI)]. Dosing: Instruct patients to take NUEDEXTA exactly as prescribed, not to take more 
than 2 capsules in a 24-hour period, to be sure that there is an approximate 12-hour interval 
between doses, and not to take a double dose after a missed dose. General: Contact their 
healthcare provider if their PBA symptoms persist or worsen. Advise patients to keep this and 
all medications out of reach of children and pets.
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“You have to help everyone understand 
what you are doing, how, and why.” 

Ms. Bowman went into one  facility 
and eventually convinced certifi ed nurse 
assistants (CNAs) and other staff  that 
removing alarms from residents would 
make them more comfortable and that 
would enable them to become more 
engaged with other residents. “We 
make them more comfortable with 
keeping people engaged in real life,” said 
Ms. Bowman.

It also is helpful to share real stories 
about how residents feel about alarms, 
Ms. Bowman said. “We have stories of  
people hiding them or sneaking out of  
them.” One woman realized that the 
alarm went off  when she got out of  bed 
normally, so she would climb out the 
foot of  the bed and over the dresser. 

It is important to address providers’ 
fear of  being cited by surveyors for not 
using alarms, said Ms. Bowman, although 
the concern is valid. “It’s not really sur-
veyors’ fault. … They just know that 
alarms have become one way to prevent 
falls, and they’ve become accustomed 
to citing facilities for not using them. ... 
I am trying to encourage states to meet 
with surveyors to address this issue and 
promote not using alarms.”

Sometimes, the pushback can come 
from family members, said Theresa 
Laufmann, codirector of  nursing at 
Oakview Terrance in Freeman, S.D. 
However, this can be addressed with 
communication and understanding. “If  
someone insists that we use an alarm 
for their family member, we discuss 
the serious consequences of  decreased 
mobility,” she said. “We also address psy-
chosocial issues such as depression and 
isolation. Once you do this, they look at 
it a little diff erently.

“People know that we are very family 
oriented and open about our processes. 
… Going alarm-free has not hurt our 
 status. In fact, it actually has improved it. 

We are seen as more caring and proactive 
in meeting resident needs.”

Starting slowly, documenting results, 
and communicating success to staff  can 
ease the elimination of  alarms, said Ms. 
Bowman. “Start by not using alarms with 
new residents, then those that have them 
but have no recent history of  falling.” 
Facilities are listening to residents. 

Ms. Frank suggested eliminating 
alarms case by case. “Work with the easi-
est situation [e.g., those residents who 
haven’t fallen at all or in a long time] and 
remove those alarms, so we can learn 
from those.” She also recommended giv-
ing staff  time to get to know residents 
and their routines. 

“Have a [quality-improvement] hud-
dle on the unit with CNAs who know 
the residents well,” she said. “Assess the 
resident in his or her personal environ-
ment.” Consider triggers for movement, 
such as hunger and the need to toilet, 
and address them accordingly. 

Not having alarms forces staff  to 
come up with creative ways to prevent 
falls, Ms. Frank said. 

 Homes of the Brave 
Ultimately, it only takes “a few brave 
nurses to say, ‘Let’s do this on my 
shift,’” said Sue Ann Guilderman, direc-
tor of  education at the   Minnesota-based 
Empira cooperative of  nursing homes. 
“Once you start to see results, more 
are willing to follow suit. One facility 
agreed to take residents off  bed-chair 
alarms on one shift, and falls went down 
signifi cantly. Nurses on the other shifts 
soon wanted to know when it would be 
their turn.”

Once facilities go alarm-free, said 
Ms. Guilderman, they can’t imagine going 
back. “It’s so quiet, and residents love it.” 
One nurse noted “that it was all so peace-
ful, and the residents were so calm.”

Along this journey, the medical direc-
tor has a key role, Ms. Frank said. She 
suggested that the facility leader direct 
a root cause analysis of  falls in a facility 
and, in response, encourage providers to 
“address the living environment, build 

assistive devices and aids, and increase 
core strength.”

Physician leaders also can “get rehab 
orders to help people maintain func-
tion, use their medical knowledge 
around what keeps people ambulatory 
and moving, and actively participate 
in QI [quality improvement] meetings 
and care planning.” Physicians need to 
bring in best practices from other facili-
ties, said Dr. Paul Takahashi, associate 
professor of  medicine at the College 
of  Medicine, Mayo Clinic in Rochester, 
Minn. “It takes a leap of  faith and com-
mitment from all stakeholders to elimi-
nate alarms. … I think we all need to be 
creative with changes in care patterns.”

 Silenced Forever? 
Ms. Bowman said that there remains 
some justifi cation for limited alarm 
use. “Some of  my colleagues advocate 
[the] use of  alarms in short-stay rehab 
patients on admission for 48-72 hours as 
a sort of  diagnostic.” On the other hand, 
she added, “I have other colleagues who 
[once did that routinely], but they now 
say that watching residents and checking 
on them every hour will replace that 
‘noisy alarm.’”   CfA

 Senior contributing writer Joanne Kaldy 
is a freelance writer in Harrisburg, Pa., 
and a communications consultant for 
AMDA and other organizations. 

The Joint Commission has warned 
health care providers that they can 
quickly become desensitized to 

patient alarms because so many  occur. 
But ignoring these alarms can have  fatal 
consequences for patients, the Joint 
Commission warned. 

Citing hospital data between January 
2009 and June 2012, the commission’s 
Sentinel Event Alert database recorded 
98 alarm-related adverse events, 80 of  
which resulted in death. Another 13 
resulted in permanent loss of  function 
and 5 led to unexpected additional care 
or an extended stay in the hospital.

The analysis found that inadequate 
alarms, improper settings, and signals 
that were not loud enough all contrib-
uted to the reported adverse events. 
Alarms that were improperly turned off  
also were a problem.

The Joint Commission recommended 
several steps to curb “alarm fatigue.”

Set up a process for alarm manage- ▶

ment and response, especially in high-
risk areas.

Perform an inventory of  all devices  ▶

with alarms in high-risk areas and their 
default settings.

Establish guidelines for alarm set- ▶

tings in high-risk areas and for high-risk 
conditions.

Establish guidelines for tailoring alarm  ▶

settings to individual patients.
Inspect and maintain devices. ▶

“Alarm fatigue and management of  
alarms are important safety issues that 
we must confront,” Dr. Ana McKee, 
executive vice president and chief  medi-
cal offi  cer at the Joint Commission, said 
in   a statement  . 

The alert also calls on organizations 
to provide training and education on 
safe alarm management and response 
to all members of  the care team.  CfA

 Mary Ellen Schneider is with the 
 New York bureau of  IMNG Medical News.

Joint Commission Issues 
Alert on ‘Alarm Fatigue’

 BY  MARY ELLEN SCHNEIDER

 Editor’s Note 
   I think we all agree that alarms are not an ideal solution to the problem of  falls 
in our facilities. Like physical restraints and antipsychotic medication, alarms 
should not be used indiscriminately. I just have to take issue with the notion of  
“alarm-free” buildings in the same way that I take issue with “restraint-free” 
buildings – any policy that is enforced dogmatically has the potential to harm 
residents.  

Yes, alarms work only if  the resident either is able to respond by stopping his 
or her attempt to self-ambulate or is too slow to get in trouble before a staff  
member can get there to assist.   It is just not ethical to let people fall indiscrimi-
nately by withholding an intervention that can work. Each case needs to be 
evaluated individually via an interdisciplinary approach – that is what resident-
centered care is all about. 

  There are also some residents for whom a physical restraint is medically 
reasonable and appropriate, even though we have all read the statistics demon-
strating that the injuries sustained with restraints are worse than those of  unre-
strained residents. This is why the nationwide rate is not zero.

  Mindless adherence to these 100% restraint-free policies will result in unnec-
essary falls, injuries, citations, and lawsuits. Don’t get me wrong. I support 
large-scale reduction in the use of  these measures wherever possible, and the 
progress with physical restraints has been heartening.

  But unless you have a facility where you can aff ord one-on-one supervision 
in the form of  a sitter for high-risk residents, there are always going to be a 
limited number of  people who, on balance, benefi t from interventions such as 
alarms and even actual restraints. They should not be categorically deprived of  
interventions designed to protect them.   

— Karl Steinberg, MD, CMD, Editor in Chief    

 The Power of Personal Experience 
 Oakview Terrace in Freeman, S.D., has been alarm-free since 2008. Years before 
then, “when we tried alarms, we expected our falls number to decrease, but 
in tracking this, we found that it didn’t,” said codirector of  nursing Theresa 
Laufmann. “So we started looking at what we could do instead of  using alarms.” 

The facility started by turning off  alarms during activities and meals. Then 
they eliminated the devices one resident at a time. They wrote out the facility’s 
position against alarms, to be given to new residents and their families. 

Since Oakview has stopped using bed and chair alarms, Ms. Laufmann said, 
the number of  falls has declined. “We don’t have all the answers. We can’t pre-
vent all falls, but restraints and alarms didn’t either.”

Dr. Paul Takahashi, associate professor of  medicine at the College of  
Medicine, Mayo Clinic in Rochester, Minn., also has experience with eliminat-
ing bed alarms. The process was fairly simple, he said. 

“Initially, we did not add alarms to new admissions,” Dr. Takahashi said. “We 
eventually eliminated all the alarms within the next 3 months. We had good 
input from the ... care manager, the administrator, and myself.” While there 
was some concern among staff  about eliminating the alarms, he said, the fall 
rate actually has dropped slightly and the environment “is much quieter.”

Sue Ann Guilderman, director of  education at the Minnesota-based Empira 
cooperative of  nursing homes, stressed the impact that eliminating alarms has on 
resident well-being by sharing a story: “One resident, a man in his 40s, came into 
our facility for extensive rehab after a massive stroke. At his discharge interview, 
he said that the worst part of  his stay was ‘that damn alarm they put on me.’ He 
said it was humiliating and made him feel like an animal. He said that this nega-
tive experience eclipsed the excellent care he received. That was powerful to us.” 

Alarm-Free Living
The Buzz • from page 1
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It is said that repeatedly doing the same 
thing and, on the next try, expecting a 
diff erent outcome is the defi nition of  

insanity. To at least the cynic, the analogy 
pertains to a near decade-long eff ort to 
repeal and replace the sustainable growth 
rate (SGR) formula that determines phy-
sician Medicare reimbursement rates. 
Over that time span, the size of  rate 
cuts demanded by SGR has grown ex-
ponentially and has been outpaced only 
by the volume of  congressional hearings, 
debates, and proclamations that “now is 
the time to repeal SGR.”

There is not a single member of  
Congress who actually believes, at least 
publicly, that the current approach is sus-
tainable. A number of  legislative eff orts 
have been introduced over the years, but 
ultimately they all failed to produce real 
reform. Congress, annually, has instead 
fallen to temporary.

At this writing in July, physicians face 
a near 25% cut to Medicare Part B pay-
ments on Jan. 1, 2014, and again there 
are congressional hearings and procla-
mations that it is time to address this 

issue. So we are left to wonder: Can we 
actually achieve meaningful physician-
payment reform? 

Several recent trends provide a cau-
tiously optimistic outlook on a path 
toward SGR reform.

First, the Congressional Budget Offi  ce 
(CBO) has projected that the cost to 
repeal SGR, and give up on the huge 
fee cuts that current law demands, will 
be $138 billion over the next 10 years. 
That is not a low number, but it is more 
than $100 billion less than previous pro-
jections. The demand that the cost of  
repeal be off set by other government 
spending cuts has been one of  the big-
gest barriers to broad support for SGR 
reform and political compromise on it. 
The signifi cantly lower “CBO score,” 
which is more likely to go back up than 
to go further down as infl ation returns, 
provides a window for Congress to reach 
an agreement.

The lower CBO score is in line with 
the recent Medicare trustees’ pro-
jection that the current slowdown in 
health spending growth will run until 

2026. However, the Medicare trustees 
also warned that a solution to the SGR 
problem is paramount to stability in 
the Medicare program. That is because, 
should the big SGR cuts ever actually 
take eff ect, Medicare reimbursement 
rates will drop to 61% of  what private 
insurers pay for the same health services 
and below what Medicaid pays.

The  current urgency to address SGR 
has led to  activity by the three congres-
sional committees of  jurisdiction, and 
the result seems to be some progress. 
The House Energy and Commerce 
Committee, House Ways and Means, 
and the Senate Finance Committee are 
all working on proposals for a period 
of  Medicare pay stability as the system 
moves to an assortment of  payment 
models, including accountable care orga-
nizations, bundled payment systems, 
and various forms of  fee-for-service. 
All three committees have sought input 
from the physician community. 

Although, the House Energy and 
Commerce Committee is the only com-
mittee as of  now that has issued draft 
legislation, Rep. Dave Camp (R-Mich.), 
chairman of  the House Ways and Means 
Committee, has stated that at least the 
two House committees are “completely 
in-sync” on SGR. Energy and Commerce 
Committee Chairman Rep. Fred Upton, 
also a Michigan Republican, has said that 
the goal is to get the legislation through 
the committee process by the August 
congressional recess. 

Separately, Rep. Allyson Schwartz 
(D-Pa.) and Rep. Joe Heck (R-Nev.) 
have introduced the     Medicare Physician 
Payment Innovation Act of  2013  , an 
alternative approach that permanently 
repeals SGR. The bill, supported by 
AMDA, seeks to boost primary care, 
focus on best practice, emphasize the 
importance of  clinical registries, and test 
proposed payment models.

 Challenges Remain  
There is undoubtedly momentum and 
support for meaningful SGR reform this 
year. However, Congress will have to fi ll 
in many details. 

First, lawmakers must defi ne the tran-
sition period for physicians to adjust 
to new models of  care. Second, they 
will have to decide whether to freeze 
Medicare payments during this transi-
tion or provide payment updates. Third, 
Congress will have to decide whether to 
rely on an array of  payment models that 
are promising but still being tested. 

Finally, Congress will have to deal 
with the issue of  off setting the cost of  
SGR repeal with other spending cuts. 
This challenge has derailed SGR reform 
in the past. Both Rep. Upton and Rep. 
Camp have been reluctant to talk about 
the issue of  off sets, stating that they 
would like to get the overall reform right 
and deal with the “pay-for” issue later. 

While the ultimate outcome of  SGR 
reform remains unclear, it’s obvious that 
lawmakers wish to move away from the 
volume-driven system of  physician pay-
ments to one that rewards quality and 
lowers cost to government. 

In various hearings of  the three con-
gressional committees, members of  both 
parties have asked questions ranging 
from the best way to integrate existing 
quality measures in a reformed payment 
system to the appropriate level of  stake-
holder input in the process. Many ques-
tions have related to the time necessary 
for physicians to adjust to changes and 
the best quality-based payment system.

In its response to the Energy and 
Commerce Committee, AMDA stated 
that it supports repealing SGR in favor of  
a quality-based, fl exible payment system 
that rewards eff ort and improvement, 
but we cautioned that several steps need 
to be undertaken to achieve these goals: 
developing a peer-reviewed system of  
quality measures for postacute and long-
term care (PA/LTC) providers, creating 
an option for physicians who are unable 
to conform to the new system, and set-
ting at least a 5-year adjustment period 
that would include incentives, rather 
than penalties, for those physicians 
who eff ectively transition into the new 
system. 

In its response to Senate Finance 
Committee request for feedback, 
AMDA also urged congressional  leaders 
to develop policies that align incentives 
between nursing facilities and physi-
cians, encourage PA/LTC clinical  quality 
measures, provide timely feedback, and 
separately identify policies for PA/LTC 
physicians who remain in the current 
fee-for-service system. Given that the 
array of  existing quality measures was 
developed for the acute care setting, 
it will be important for organizations 
such as AMDA to lead in developing 
and overseeing implementation of  qual-
ity measures appropriate for PA/LTC 
settings. 

It is still unclear whether the cynic or 
the eternal optimist will be proven right 
regarding SGR reform. Regardless, it is 
diffi  cult to ignore the progress that has 
been made toward reforming the current 
volume-driven Medicare-reimbursement 
system. All health care providers and, in 
particular, those practicing in PA/LTC 
settings should understand and avail 
themselves for current quality improve-
ment projects and be ready to lead the 
development and transition into a new 
payment system, especially if  insanity 
fi nally gives way to progress.   CfA

 Alex Bardakh     is AMDA’s senior manager, 
public policy. AMDA staff  members Gaby 
Geise and Mira Dilal contributed to this 
column. You can comment on this and 
other columns at www.caringfortheages.
com, under “Views.”  

Are We Finally Ready for Medicare-Pay Reform?

 By  Alex BardakhPublic Policy

AMDA’s Long 
Term Care (LTC) 
information series 
manuals are both 
informative in 
nature yet provide 
practical tools to 
assist professionals 
practicing in the LTC 
setting. These are 
designed to guide the 
reader through basic 

geriatric medicine and the LTC environment. 
For example — how does this condition 
typically present itself in frail older person? 
What is its incidence and impact in LTC? What 
things should a practitioner consider about 
this environment that differs from an acute 
care setting such as workforce, regulations, 
accessibility of diagnostic equipment, etc.?
 
In honor of Immunization Awareness Month, 
we are highlighting AMDA’s Immunization in 
the Long Term Care Setting Tool Kit, AMDA’s 
innovative tool kit to address and prevent 
influenza and pneumococcal disease in LTC 
facilities. 

With the Immunization in the Long Term Care 
Setting Tool Kit, you will:

compliance among both residents and 
staff;

strategies for overcoming them;

such as pneumococcal, Tdap, Herpes 
Zoster and Hepatitis B;

outbreaks in LTC facilities;

preparedness plans and learn additional 
steps you can take to ensure your facility 
is prepared; and

containing full versions of tools for easy 
access and customization, as well as the 
Influenza Immunization and the Health 
Care Worker DVD inservice 
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™ For additional information call: 410-740-9743    |    800-876-2632 - Toll Free
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In a move away from the traditional 
visit-based payment system, offi  cials 
at the Centers for Medicare & Medic-

aid Services are considering paying phy-
sicians for their non–face-to-face work 
in chronic disease management. The 
proposal, which would be a boon for pri-
mary care physicians, would create two 
new G-codes for the non–face-to-face 
care management services for Medicare 
patients with two or more signifi cant 
chronic conditions.

The services would include physician 
development and revision of  a care plan, 
communication with other treating phy-
sicians and health providers, as well as 
medication management. CMS is pro-
posing to establish two G-codes for estab-
lishing a plan of  care and for providing 
care management over 90-day periods.

Physicians could use the codes if  their 
patients have had either Medicare’s 
  Annual Wellness Visit   or an   Initial 
Preventive Physician Examination  . CMS 
also plans to establish some practice 
standards to go along with the codes, 
such as requiring the use of  an electronic 
health record at the time of  service.

‘These codes will be a 
significant step ... but they 
will not apply to long-
term care, as they were 
structured to account for 
substantial office staff 
time employed by the 
physician practice.’

The new codes would go into eff ect 
Jan. 1, 2015.

Currently, Medicare pays only for pri-
mary care management that occurs dur-
ing an offi  ce visit. However, last year the 
agency established codes for transitional 
care management services for patients 
moving from a hospital or a skilled nurs-
ing facility to home, which included 
some non–face-to-face activities.

The new codes were among policy 
changes being fl oated as part of  the 
proposed 2014 Medicare Physician Fee 
Schedule. CMS will accept public com-
ment on the proposal until Sept. 6 and a 
fi nal rule is expected in November.

Physicians currently face a 24.4% 
across-the-board pay cut in 2015 due to 
the Sustainable Growth Rate (SGR) for-
mula. Congressional action is required 
to avoid the steep pay cut. Members of  
Congress are currently drafting legisla-
tion that would permanently eliminate 
the SGR formula but it is unclear if  the 
bill would be voted on this year.

Dr. Jeff rey Cain, president of  the 
American Academy of  Family Physicians, 
praised the CMS proposal for complex 
chronic care management, but said the 
agency can only make so much progress 
on payment reform within the current 
system.

“In light of  the SGR’s mandate that 
CMS slash Medicare physician payment 
by 24.4%, these incremental increases do 
nothing to sustain primary medical care, 
much less build the primary care physi-
cian workforce,” he said in a statement. 
“The SGR-required payment cut shines a 
bright light on the need for Congress to 
replace this dysfunctional system.”

The fee schedule proposal also off ers 
more specifi cs for rolling out the physi-
cian value-based payment modifi er, an 
Aff ordable Care Act program to pay 
physicians based on both the quality 
and cost of  the care they provide to 
Medicare benefi ciaries. The program is 
being phased in until Jan. 1, 2017.

Since the program is “budget neutral,” 
higher payments for some physicians 
mean pay cuts for others. Under the 
program, physician groups could see a 
payment cut of  between 1% and 2% 
in 2016 based on their performance on 
quality and cost.

The latest fee schedule proposal sets 
out an implementation schedule for 
the value modifi er program. Physician 
groups with 100 or more eligible profes-
sionals will be subject to the modifi er 
starting in 2015. In 2016, the program 
will apply to physician groups of  10 or 
more. However, Medicare offi  cials will 
begin measuring their performance on 
cost and quality in 2014 to determine 
the payments in 2016. The expansion of  
the program to groups of  10 or more 
will mean that nearly 60% of  physi-
cians will be aff ected by the modifi er in 
2016, according to CMS. The remainder 
of  physicians will see their payments 
aff ected by the modifi er in 2017, based 
on performance during 2015. 

“AMDA was part of  the RUC-CPT 
[Relative Value Scale Update Committee-
Current Procedural Terminology] 
subcommittee that helped develop the 
chronic care management codes that 

CMS has refi ned and is proposing to pay 
for in 2015,” said Dr. Charles Crecelius, 
PhD, CMD, AMDA Public Policy 
Committee chair and medical direc-
tor at Missouri-based Delmar Gardens 
Enterprises. “These codes will be a sig-
nifi cant step for improved recognition 
and payment for the complicated care 
necessary for frail elders in the outpa-
tient setting, but they will not apply 
to long-term care, as they were struc-
tured to account for substantial offi  ce 
staff  time employed by the physician 
practice. 

“The requirements for use of  the 
‘annual wellness visit’ or ‘initial pre-
ventative physician examination,’ along 
with the proposed practice standards, 

will make it diffi  cult for small practices 
or those using assisted living codes to 
utilize these codes. AMDA will continue 
to seek recognition for the work done 
in long-term care and by the smaller 
practice.”

Physicians can see how they are per-
forming on cost and quality through 
annual Quality and Resource Use 
Reports produced by CMS. The agency 
will be providing these reports to groups 
of  25 or more eligible professionals 
in September. CMS offi  cials said they 
expect to provide the reports to physi-
cian groups of  all sizes in 2014.  CfA

 Mary Ellen Schneider is with the  New 
York bureau of  IMNG Medical News.   

More than half  of  the nation’s 
physicians and other health 
care providers use electronic 

health records in their practices, new 
statistics from the Health and Human 
Services department show.

“We have reached a tipping point in 
adoption of  electronic health records,” 
HHS Secretary Kathleen Sebelius said in 
a statement. “More than half  of  eligible 
professionals and 80% of  eligible hospi-
tals have adopted these systems, which 
are critical to modernizing our health 
care system.”

As of  the end of  April, more than 
291,000 physicians and other eligible pro-
fessionals received incentive payments 
from the Medicare and Medicaid EHR 
Incentive Programs. This is a signifi cant 
jump in adoption since the incentives 

were created under the 2009 Recovery 
Act. In 2008, only 17% of  offi  ce-based 
physicians reported that they had a basic 
EHR system and 4.4% had a fully func-
tional system, according to the Centers 
for Disease Control and Prevention.

The number of  hospitals using EHRs 
is also reaching critical mass, according 
to HHS. More than 3,800 facilities have 
received incentive payments for their 
EHR use as of  the end of  April.

Under the Medicare program, physi-
cians can earn up to $44,000 in bonus 
payments from the government over 
5 years by using electronic systems to 
meet and report on a set of  quality 
measures. Under Medicaid, the bonus 
payments add up to $63,750 over 6 
years.   CfA

—Mary Ellen Schneider

2014 Medicare Fee Proposal Includes More Management Pay

Electronic Health Records 
Are at a ‘Tipping Point’

 BY  MARY ELLEN SCHNEIDER

The AMDA Foundation is pleased to announce the 
annual award program —  
The AMDA Foundation Quality Improvement and Health 
Outcome Awards for “Improving the Quality of Life for 
Persons Living in Nursing Homes.”
A panel of experts appointed by the AMDA Founda-
tion will make awards to three facilities for programs 
they have implemented to improve the quality of life for 
their residents.  At least one of the awards will be given 
specifically for improved advanced care planning and/
or palliative care programs.  

The award winning programs will be highlighted 
during a session at  LTC Medicine – 2014, Nashville, 
TN, February 27-March 2, 2014, following the formal 
awards presentation.  Award winners will be spotlighted 
in future AMDA publications and join our esteemed list 
of QI Program Award recipients on our website where 
the LTC community can review their QI  program for 
the benefit of all. 

Quality Improvement & Health Outcome Awards
The AMDA Foundation 2014 

for Improving the Quality of Life for Persons Living in Nursing Homes

Is your facility a leader in Quality Improvement implementation?

Examples of programs might include:
• Initiatives on patient centered care
• Patient safety initiatives – reducing falls, medication 

errors
• Reduction of avoidable ER visits and acute 

hospitalizations
• Intergenerational activities
• Improved consistency of staffing
• Improved comprehensive advanced care planning
• Improved palliative care programs

Eligibility Criteria:
All nursing home facilities are eligible for these 
awards. Facilities may be profit or not-for-profit and/
or an individual facility, regional chain or national 
chain.

Program Criteria:
• Internally generated and funded by the nursing 

home facility
• Demonstrated measurable outcomes and objectives
• Proven sustainability and ability to be replicated in 

other facilities

Application deadline: 
November 1, 2013 

Winners will be notified: 
January 2014

APPLY ONLINE!
Full eligibility criteria and application materials can be found online at 
www.amdafoundation.org. For more information, please contact the 
AMDA Foundation at 410-992-3134 or programs@amdafoundation.org.

Application deadline: 
November 1, 2013 

Winners will be notified: 
January 2014



 10 • CARING FOR THE AGES AUGUST 2013

Parkinson’s disease symptoms 
that aff ect the quality of  life of  
patients with the condition im-

proved in studies of  new drugs under 
investigation, according to new research 
originally made public earlier this year 
at the annual meeting of  the American 
Academy of  Neurology.

The reports include phase II studies 
evaluating a novel, nondopaminergic 
adjunctive treatment with levodopa and 
an oral precursor to norepinephrine to 
treat neurogenic orthostatic hypoten-
sion, as well as a phase IV study testing 
an already approved therapy as an add-on 
treatment for Parkinson’s patients not 
well controlled on a  dopamine agonist.

“All of  these treatments are promising 
news for people with Parkinson’s dis-
ease,” said Dr. Robert Hauser, in a state-
ment issued by the American Academy 
of  Neurology. He is an author in all 
three studies and is a neurologist at the 
University of  South Florida, Tampa.

In the fi rst of  the phase II studies, 
patients with Parkinson’s treated with 
tozadenant as an adjunct to levodopa 
experienced signifi cant reductions in 
off -time without worsening dyskine-
sia, compared with those on placebo. 
Tozadenant is an oral, selective  adenosine 
2-alpha  receptor antagonist.

The international, 12-week, double-
blind study enrolled patients who had 
had Parkinson’s for about 9 years, were 
on stable doses of  levodopa, and had at 
least 2.5 hours of  off -time per day. A total 
of  337 patients (mean age 63 years) com-
pleted treatment. Comparisons against 
placebo for four diff erent doses of  the 
drug taken twice daily showed that 
those on the 120-mg and 180-mg twice-
daily doses had a mean 1.1-1.2 hours’ 
reduction in off -time over placebo.

Scores on the Unifi ed Parkinson’s 
Disease Rating Scale (UPDRS) motor 
subscale also improved signifi cantly 
among people on these two doses, with 
a mean reduction of  2.2 and 2.5 among 
those on the 120-mg and 180-mg twice-
daily doses, respectively, compared with 
placebo. The Patient Global Impression 
of  Improvement scores also signifi cantly 
improved among patients on 120 mg 
twice daily.

Dyskinesia, nausea, dizziness, consti-
pation, and worsening of  Parkinson’s 
were the most common adverse events 
among all the patients on tozadenant.

“With our most eff ective doses, we 
were able to show signifi cant reductions 
in off -time in comparison with placebo, 
but importantly, we were able to do that 
without seeing a worsening of  dyskine-
sia,” said the lead author, Dr. C. Warren 
Olanow. There were also some improve-
ments in motor skills, he added in an 
interview.

While it is too early to make a state-
ment on how tozadenant compares 
with other drugs, “the fact that it is 
nondopaminergic and well tolerated is 
very promising,” said Dr. Olanow, the 
Henry P. and Georgette Goldschmidt 
professor of  neurology and professor of  

neuroscience at Mount Sinai School of  
Medicine, New York.

“Now that we have shown benefi t and 
identifi ed what we think are the good 
doses,” the next step is to conduct phase 
III confi rmatory studies, which will eval-
uate the two doses that were eff ective in 
the phase II study, he said.

In another phase II randomized, 
double-blind study, 225 people with 
Parkinson’s received droxidopa, an oral 
precursor of  norepinephrine, or placebo 

to treat symptomatic neurogenic ortho-
static hypotension. The 10-week study 
evaluated changes in the   Orthostatic 
Hypotension Questionnaire  , dizzi-
ness/light-headedness (based on the 
Orthostatic Hypotension Symptom 
Assessment Item 1), standing systolic 
blood pressure, and frequency of  falls.

The dosing regimen for droxidopa was 
titrated to 100-600 mg three times a day 
over a 2-week period. After 1 week on the 
drug, patients on droxidopa had signifi cant 

improvements in dizziness and light-head-
edness, compared with those on placebo. 
At 8 weeks, there was a trend toward 
improvement over placebo, but the diff er-
ence was no longer signifi cant, according 
to the investigators. Signifi cant improve-
ment in standing systolic blood pressure 
at 1 week (a 6.8 mm Hg  diff erence over 
placebo) also did not hold up at 8 weeks (a 
2.2 mm Hg improvement over placebo).

In the treated patients, there was also 
a drop in the number of  falls per patient 

Parkinson’s Symptoms Improved in New Drug Trials
 BY  ELIZABETH MECHCATIE
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per week (0.38 fewer among those on 
placebo vs. 1.73 fewer among those on 
droxidopa), which was not statistically 
signifi cant. Headache, dizziness, hyper-
tension, nausea, and fatigue were each 
reported in more than 5% of  patients 
taking droxidopa and in more than 5% 
of  untreated patients.

A third study, called ANDANTE 
(Add on to Dopamine Agonists in the 
Treatment of  Parkinson’s Disease), 
evaluated rasagiline as add-on therapy 
to a dopamine agonist in 321 patients 
with early Parkinson’s whose symp-
toms were not well controlled on the 

dopamine agonist. The patients were 
on stable doses of  a dopamine ago-
nist and were randomized to receive 
1 mg of  rasagiline per day or placebo, 
while remaining on stable doses of  
the dopamine agonist (ropinirole or 
pramipexole).

Approved in 2006, rasagiline (Azilect), 
a selective irreversible MAO-B inhibitor, 
is indicated for the treatment of  the signs 
and symptoms of  idiopathic Parkinson’s 
disease as initial monotherapy and as 
adjunct therapy to levodopa.

Over the fi rst 18 weeks of  the post-
marketing, randomized, double-blind 

study, those treated with rasagiline had 
a signifi cantly greater change from the 
baseline in the total UPDRS score (a 
mean reduction of  2.4 vs. placebo), the 
primary endpoint. 

There were also signifi cant improve-
ments in UPDRS motor scores among 
those on rasagiline, but no signifi cant 
diff erences between the two groups in 
UPDRS activities of  daily living scores. 
The rates of  adverse events and serious 
adverse events were similar between the 
two groups: Among those on rasagi-
line, the overall rate of  adverse events 
was 64% (5% were serious), compared 

with 61% (3% serious) for the placebo 
group.

Dr. Olanow disclosed that he is a con-
sultant for various manufacturers of  
drugs for Parkinson’s, including Biotie 
Therapies, the maker of  tozadenant, 
which also supported the study. The 
droxidopa study was supported by 
Chelsea Therapeutics, the drug’s man-
ufacturer. The ANDANTE study was 
supported by Teva Pharmaceuticals, the 
manufacturer of  rasagiline.     CfA

 Elizabeth Mechcatie is a senior writer 
with IMNG Medical News. 
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Sarah, 89 years old, was living func-
tionally in her apartment until her 
fall against the bathtub. Her left side 

hurt a great deal, but she refused to go 
to the emergency department until her 

shortness of  breath, purulent cough, and 
low-grade fever alarmed her daughter. 
In the ED, her chest x-ray revealed left-
lower lobe pneumonia, and her  oxygen 
saturation had dropped to 82%.

During a 5-day hospital stay, her ever-
attentive daughter felt something was 
not right with Sarah’s gait. Another 
daughter, an ED nurse, suspected a 
pinched nerve and said that a  neurology 

evaluation would be in order. But as 
Sarah was rapidly reaching her maxi-
mum length of  stay, a hospitalist felt she 
should be discharged. Regarding Sarah’s 
gait, the hospital physician indicated 
that a skilled nursing facility physician 
would see Sarah the day after she would 
arrive, laboratory work and x-ray imag-
ing would be done as needed, and Sarah 
could be evaluated by a neurologist at 
the nursing facility.

Upon arrival at the SNF on a Tuesday, 
one of  the daughters sought informa-
tion from the director of  nursing about 
how to obtain the follow-up promised 
at the hospital. She was distressed to 
learn that the SNF doctor would not 
be in to see Sarah until Thursday, that 
there is no on-site laboratory or x-ray 
machine, and that no neurologist ever 
comes to the SNF. When questioned 
about why her mother was discharged 
to such circumstances, the director of  
nursing told her, “Hospitals have those 
DOGs or DRGs or whatever they are, 
so people have to leave so the hospital 
doesn’t lose money.”

The director of nursing 
told her, ‘Hospitals have 
those DOGs or DRGs or 
whatever they are, so 
people have to leave so 
the hospital doesn’t lose 
money.’

Two days later, Sarah was found to 
be lethargic after taking little in the way 
of  fl uids. An on-call doctor fi lling in for 
the regular SNF physician indicated that 
he wasn’t fond of  nursing homes and 
told the nurse who called him that the 
 resident should go to the ED. There, 
Sarah was diagnosed as having a urinary 
tract infection (UTI) and, according to the 
daughter, “severe dehydration” and was 
admitted to the hospital, where Sarah 
received intravenous antibiotics and 
 fl uids. A urinalysis showed 8 white blood 
cells (WBC) per high-power fi eld and 
was negative for nitrites; a urine culture 
grew <10,000 colonies of  Staphylococcus 
epidermidis; there was a WBC count of  
11.2 on the complete blood count; and 
chemistries showed a blood urea nitrogen 
of  25 and a creatinine of  0.8.

After returning to the SNF, the orders 
from the hospital, written by hand and 
on the third carbonless copy of  discharge 
instructions, were diffi  cult to interpret. 
It appeared that the order was for oral 
doxycycline 100 mg po QID. The nurse 
practitioner who was on call for the SNF 
doctor questioned this dose, but back at 
the hospital, the physician and nurses 
who saw Sarah were by then off -duty. 

Trouble When 
Professionals Shoot 
From the Lip

 By  James Lett II, MD, CMD

Caring Transitions
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The staff  who were at the hospital said 
that their copy of  the discharge instruc-
tions also appeared to read doxycycline 
(100 mg 4 times a day), which was 
initiated. 

Sarah soon became nauseated and 
anorexic, and her weight dropped 5 lb 
within a week. She became more lethar-
gic and was unable to participate well in 
therapy. One evening her bed alarm was 
activated, and Sarah was found on the 
fl oor with left hip pain. Back in the ED, 
Sarah was found to have an intertrochan-
teric fracture and was admitted, again, to 
the hospital. Livid, one of  Sarah’s daugh-
ters asked an ED nurse how this could 
have happened. The response was, “This 
happens all the time in nursing homes.” 

Livid, one of Sarah’s 
daughters asked an ED 
nurse how this could have 
happened. The response 
was, ‘This happens all the 
time in nursing homes.’

Sarah underwent hip surgery, but it 
did not go well. She never regained 
her prior level of  alertness and pro-
gressively declined. One week postop-
eratively, she was placed in hospice and 
died 4 days later. 

When the daughter questioned hospital 
staff  about Sarah’s death, they indicated 
that there was little that could be done, 
given how ill Sarah was when she came 
from the SNF. In contrast, the SNF direc-
tor of  nursing told the daughter, “What 
do you expect when an 89-year-old has 
major surgery?” and “Confi dentially, it 
seems like a lot of  our residents die after 
surgery” at that hospital.

A frustrated family sought legal coun-
sel to sort this all out and then sued the 
SNF, coming to a settlement after 2 years 
of  litigation.

  Lessons Learned   
Poor transition eff orts by hospital, SNF, 
and ED personnel transformed Sarah’s 
case from a medical one to a legal one. 
Even more important, it caused patient 
harm. At several critical junctures, this 
progression could have been diverted 
or even halted.

Be careful what you say. When health  ▶

care practitioners are tired and frustrated, 
which seems to be more and more often 
as fi scal pressures grow, destructive com-
ments are uttered. Sarah’s daughter 
heard hospital personnel disparage the 
SNF environment, and vice versa. 

It was her perception that the ED doc-
tor or nurse diagnosed “severe dehy-
dration” and a UTI, when no criterion 
for either was established. Words, even 
adjectives, are powerful, and based upon 
them, the daughter harshly judged the 
quality of  care given her mother. In the 
end, off hand remarks cause everyone – 
except plaintiff s’ attorneys – to lose.

Reach out to your care-continuum  ▶

colleagues to share the SNF experience. 
Misinformation about postacute and 
long-term care abounds among clini-
cians, residents, and families. In this case, 
the hospitalist unrealistically promised 

on-site laboratory tests and x-rays at 
the SNF, the presence of  a neurologist, 
and that the SNF physician would see 
Sarah the day after she was admitted. 
Unfulfi lled expectations generate anger 
and litigation. Dispel inaccurate precon-
ceptions about SNF care, and you are 
likely to prevent a great deal of  angst and 
anger among residents and families.

Consider instituting the Interventions  ▶

to Reduce Acute Care Transfers 
(INTERACT) II program (http://inter-
act2.net). Doing so probably would have 
avoided visits to the ED and its improper 
diagnosis of  “dehydration” and “UTI.” 
The “Stop and Watch” procedures 
within INTERACT II and the program’s 
algorithms for dehydration evaluation 
and communication with the physician 
may well have kept Sarah at the SNF. 

Recognize that covering practitioners  ▶

may be setting you up for failure. When 
they don’t answer calls from staff , lack 
understanding of  SNF regulations, or 
make ill-advised comments to SNF staff  
and families, covering clinicians make 
your job tougher. Poor follow-through 
by the nurse practitioner in this case 
set the stage for a medication error and 
 rehospitalization of  the patient. 

As a primary care physician in a nurs-
ing facility, perform a little quality assur-
ance on call-coverage partners by calling 
families after your fi rst visit. This is also 
an opportunity to educate families 
about the long-term care environment 
and to learn how your call partners are 
 perceived by families.

Let information fl ow. Poor handoff s  ▶

result when it trickles. Establish  policies 

on what medical data are to be sent 
with transitioning residents. Then, 
utilize a standard transfer form, such 
as the examples noted in the AMDA 
“Transitions of  Care in the Long-Term 
Care Continuum” clinical practice 
guidelines (   www.amda.com/tools/
clinical/toccpg.pdf     ), to ensure that the 
right information gets to the right place 
at the right time.  CfA

    A past AMDA president, Dr. Lett 
chaired the AMDA workgroup that 
created the clinical practice guideline 
“Care Transitions in the Long-Term Care 
Continuum” and currently is chairman of  
the AMDA Transitions of  Care Committee. 
You can comment on this and other 
columns at www.caringfortheages.com, 
under “Views.”    

today...
The AMDA Foundation Futures Program is waiting for you!
apply

Thinking about a career in long term care

The AMDA Foundation is pleased to announce an exciting opportunity for residents and fellows 
interested in long term care practice - the AMDA Foundation Futures Program. Held during Long 
Term Care Medicine-2014, this intensive one-day learning experience is designed to expose residents 
and fellows to the numerous career opportunities available in long term care. 

Participants selected for the AMDA Foundation Futures Program will receive the following benefits:
 Admission to AMDA Foundation Futures Program  on February 27, 2014
 Registration to the Long Term Care Medicine-2014 from February 28-March 2, 2014 

  in Nashville, TN
 AMDA membership for one year beginning March 2014

For program agenda details, visit our 
website at www.amdafoundation.org

for the AMDA Foundation’s Futures Program

ELIGIBILITY 
  PGY II or III Internal Medicine 
or Family Physician Residents

  PGY IV or V Geriatric 
Medicine Fellows

  Previous participants are not 
eligible to apply

Application Deadline:
November 1, 2013

Applicants will be asked to complete an application form and attach a Curriculum Vitae (CV) and letter of 
interest, of no more than 250 words, describing the applicant’s interest in long term care practice and why the 
applicant feels he or she will benefit from this program. A letter of support from the program director or an 
AMDA member is also required. All applications must be submitted online; the committee will not review 
any applications that are not submitted through our website.  Applications are available at 
www.amdafoundation.org.

And the winner is...
The AMDA Foundation recognizes the unique and 
exceptional qualities of its membership and invites you to 
submit your nominations for the following 2014 awards:

William Dodd Founder’s Award  
for Distinguished Service

The William Dodd Founder’s Award for 

contributions to building the organizational 
strength, image, and mission of  AMDA (to 
promote Medical Direction and Physician 
Services in long term care, to enhance the 
reputation of  AMDA, and to advance goals 
enabling the association to improve care 
delivered to patients throughout the long term 
care continuum).

James Pattee Award  for 
Excellence in Education

The James Pattee Award for Excellence 

contributions to the educational goals 
of  AMDA, to enhance the educational 
structure and framework of  AMDA, 

term care physician practice, and to 
promote AMDA leadership via educa-
tional endeavors within the long term 
care continuum.

Medical Director  of  
the Year Award

The Medical Director of  the 
Year Award recognizes those 
individuals whose vision, passion, 
leadership, knowledge, and com-
mitment succeed in taking patient 
care in the facilities they serve as 
medical director to exceptional 
levels of  quality, excellence, and 
innovation. 

Submit a nomination at www.amda.com/awards.

Submission deadline: November 1, 2013
All awards will be announced at AMDA’s Long Term Medicine-2014 in Nashville, TN, 
February 27-March 3, 2014.  For conference details, please visit www.LTCmedicine.com.



 14 • CARING FOR THE AGES AUGUST 2013

HONOLULU – Even doctors with 
expertise in acute stroke care are wildly 
inaccurate in predicting key clinical out-
comes in patients with acute ischemic 
stroke, a study has shown.

Indeed, in the   JURASSIC   (Clinician 
Judgment Versus Risk Score to Predict 
Stroke Outcomes) trial, physician esti-
mates as to whether patients would 
be dead or disabled at discharge were 

accurate in only 16.9% of  cases, or one 
out of  six times. In contrast, a validated 
predictive model of  stroke mortality 
known as the   iScore   was on the mark 
90% of  the time. Dr. Gustavo Saposnik 
originally reported the results at the 
International Stroke Conference.

Dr. Saposnik and his coworkers devel-
oped the iScore because they saw the 
need for an objective, simple tool to 
stratify mortality risk in acute ischemic 
stroke patients.

For the JURASSIC trial, the investiga-
tors involved a convenience sample of  
111 Ontario physicians with expertise 
in acute stroke care. Half  were neu-
rologists, and the rest were internists or 
emergency physicians, each seeing an 
 average of  98 stroke patients annually.

Each physician was presented with 
case summaries for fi ve acute ischemic 
stroke patients and asked to predict their 
likelihoods of  death or disability at dis-
charge as well as 30-day mortality. The 

fi ve cases were representative of  the most 
common clinical scenarios extracted 
from a pool of  more than 12,000 patients 
admitted to Ontario stroke centers.

The 111 physicians collectively made 
1,661 outcome predictions. Only 16.9% 
of  their predictions regarding death 
or disability at discharge were within 
the 95% confi dence interval for the 
actual observed outcomes. The physi-
cians’ accuracy at predicting 30-day 
 mortality was 46.9%. The iScore-based 
 outcome estimates were within the 95% 
 confi dence interval in 90% of  cases.

The easily obtainable variables incorpo-
rated into the iScore are age, sex, stroke 
severity and subtype, coronary artery 
disease, heart failure, smoking, cancer, 
hyperglycemia upon admission, history of  
atrial fi brillation, and renal disease requir-
ing dialysis. Thus, it is suitable for use in 
community hospitals, said Dr. Saposnik 
of  the University of  Toronto.

The score enables physicians to classify 
patients into one of  fi ve categories of  
estimated risk of  mortality. In a validation 
study (  Circulation 2011;123:739-49  ), the 
30-day mortality risk ranged from a low of  
1.19% in group 1 to 41.57% in group 5.

The   iScore   is available as a Web-based 
tool (www.sorcan.ca/iscore).

Dr. Saposnik reported having no rel-
evant fi nancial confl ict of  interest.  CfA

 Bruce Jancin is with the Denver bureau 
of  IMNG Medical News.    

Tool Outperforms Stroke Physicians in Predicting Patient Outcomes
 BY  BRUCE JANCIN

Loss is an unfortunate but real part of aging, 
especially for postacute and long-term care (PA/
LTC) facility residents. They give up their homes 
and independent lives and have to deal with the 
passing of old friends and fellow residents. You 
can help make losses easier for your family mem-
ber or friend in PA/LTC.

Feelings of loss can start when people enter a 
facility. They may feel sad or angry about giving 
up their home, possessions, pets, and routines. 
You can help by making sure that they keep with 
them favorite personal possessions, such as pho-
tos, knick knacks, and jewelry. With the facility’s 
permission, you may be able to bring in special 
furniture, such as an easy chair or dresser. 

Your elder family member or friend may redirect 
anger at you or try to make you feel guilty for his 
or her losses and entry to the nursing home or 
assisted living facility. Instead of getting angry, 
arguing, or staying away, try to be patient. Visit 
regularly and bring tokens such as favorite fl ow-
ers or foods, or bring the family pet or grandkids 
for a visit. If things don’t get better, talk to the 
physician. And get the support you need to deal 
with your own feelings of guilt or anger.

Once a resident settles in, he or she may have to 
deal with the deaths of other residents, elderly 
friends, and relatives. You can help when these 
losses happen by simply listening or offering a 
hug. It helps people who are grieving to feel con-
nected to others and to share feelings, without 
fear of being judged. Give your family member 
or friend an opportunity to honor a lost friend 
or relative by attending a memorial service or 
meeting with a member of the clergy or another 
spiritual leader.

It is common to be sad about a loss, and there is 
no time limit on grieving. However, if your family 
member or friend is always sad or shows signs of 

depression, such as not eating, not sleeping, or 
crying all the time, talk to his or her physician. 
Medication or other treatment, such as psycho-
therapy or joining a support group, may help.

Staying active and being social can help a person 
get through grief and loss. Continue to visit your 
family member or friend. When possible, take 
him or her out for special events, such as family 
functions, birthday dinners, and religious ser-
vices. Encourage your loved one to be involved in 
activities that he or she enjoys. Arrange to join in 
activities such as exercise or gardening.

Questions to Ask Your Physician: ▶
How long will it take for my family member or • 

friend to feel better after a loss?
How can I help my family member or friend fi nd • 

peace and heal damaged relationships?

What You Can Do:  ▶
Seek help if your family member or friend’s anger • 

or sadness is overwhelming.
Bring family and pets to visit whenever possible. • 

Try to keep visits positive and happy.
Recognize that there may be some activities or • 

interventions that may trigger grief, anxiety, or 
anger. It is important to recognize these so you can 
avoid them in the future.

Give your family member or friend events to look • 
forward to – a weekly dinner together, church on 
Sundays, trips to the mall, etc. 

Give your family member or friend a chance to • 
resolve relationships and address regrets.
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Helping Residents Come Eye to Eye With Loss
Dr. J. Kenneth Brubaker, CMD, a Pennsylvania-based medical director and former AMDA 

Medical Director of the Year honoree, talks about how to help an elder deal with loss.   

For More Information: ▶
Grief, Mourning, and Bereavement: http://• 

tinyurl.com/cz4y2ce
What’s “Normal” When It Comes to • 

Mourning: http://tinyurl.com/kwg6cv

 Agency Releases 
Discharge Toolkit 

 The Agency for Healthcare Re-
search and Quality has published 
an expanded version of  the Re-

Engineered Discharge (RED) Toolkit, 
including tools for dealing with patients 
with limited English profi ciency.   

The RED Toolkit  , which was devel-
oped by researchers at Boston University 
Medical Center, outlines a series of  steps 
that hospitals can take both during and 
after a hospital stay to ensure a smooth 
transition at the time of  discharge.

In one randomized controlled trial, 
patients who were discharged using the 
RED process had a 30% lower rate of  
hospital utilization within 30 days of  dis-
charge, compared with patients receiving 
usual care. And use of  the RED toolkit 
prevented one readmission or emergency 
department visit for every seven patients, 
according to the Agency for Healthcare 
Research and Quality (AHRQ).

In the updated version of  the toolkit, 
the RED developers added several new 
tools, including health literacy strate-
gies to help patients learn how to care 
for themselves once they return home. 
The expanded toolkit also includes more 
details on how to conduct a postdis-
charge follow-up telephone call within 
72 hours of  discharge and how to mon-
itor a hospital’s progress on reducing 
readmissions.  CfA

— MARY ELLEN SCHNEIDER  



 CARINGFORTHEAGES.COM  CARING FOR THE AGES • 15

On March 29, the Food and Drug 
Administration approved the 
fi rst of  a new class of  drugs for 

the management of  diabetes. Canagli-
fl ozin (Invokana) is a sodium-glucose 
cotransporter 2 (SGLT2) inhibitor indi-
cated as an adjunct to diet and exercise 
to improve glycemic control in adults 
with type 2 diabetes mellitus. The drug 
works by blocking renal reabsorption 
of  glucose and increasing glucose excre-
tion. It is not for the treatment of  type 1 
diabetes or diabetic ketoacidosis.

Clinical trials in over 10,000 patients with 
type 2 diabetes demonstrated improve-
ment in both hemoglobin A1c and fasting 
plasma glucose levels, although smaller 
reductions were seen in patients ≥ age 65 
compared with younger patients. Canagli-
fl ozin has been studied as monotherapy 
and in combination with other type 2 
diabetes therapies. The apparent termi-
nal half-life of  the drug is 10.6 hours and 
13.1 hours for the 100 mg and 300 mg 
tablets, respectively. The recommended 
starting dose is 100 mg once daily. It can 
be taken with or without food, but is 
 recommended to be taken prior to the 
fi rst meal of  the day. The drug is partially 
eliminated renally, and the product label-
ing specifi es that the dose be limited to 
100 mg once daily in patients who have 
an estimated glomerular fi ltration rate 
(eGFR) of 45 to < 60 mL/min/1.73 m  2   and 
that it should not be given to those with a 
eGFR < 45 mL/min/1.73 m  2  . Renal func-
tion should be assessed before initiating 
therapy and periodically during therapy. 

According to the FDA, the most com-
mon side eff ects of  canaglifl ozin are vul-
vovaginal candidiasis and urinary tract 
infection. Because the drug has a diuretic 
eff ect, it can cause orthostatic or postural 
hypotension. This may result in symptoms 
such as dizziness or syncope (which most 
commonly occurs during the fi rst 3 months 
of  therapy) in patients ≥ age 65, and is even 
more prominent in those ≥ age 75.

The drug has been found to increase 
serum creatinine and decrease eGFR, and 
patients with hypovolemia may be more 
susceptible to these changes. The drug 
can also cause hyperkalemia. Patients 
with moderate renal impairment who 
are taking medications that interfere 
with potassium excretion (such as potas-
sium-sparing diuretics) or medications 
that interfere with the renin-angiotensin-
aldosterone system (such as angiotensin-
converting-enzyme inhibitors and 
angiotensin receptor blockers) are more 
likely to develop hyperkalemia. 

This is a new class of  drugs for dia-
betes management. However, with its 
dosing limitations based on renal func-
tion and side-eff ect profi le, it remains to 
be seen whether canaglifl ozin will have 
a place in long-term care.

  Pharmacy Tip  
I recommend that consultant pharmacists 
and dieticians maintain an ongoing dialog. 
Contact is not always easy because, as con-
sultants, both professionals are in facilities 

only intermittently; however, a common 
meeting such as the quality assurance com-
mittee may provide such an opportunity. 

In one of  my facilities, a dietician was 
an overly strong advocate for megestrol 
to maintain residents’ weights, while 
I was (and remain) a skeptic because of  
questionable effi  cacy and side eff ects. 
The attending physicians were receiving 

diff ering recommendations from us. 
The dietician and I discussed the pros 
and cons and arrived at a reasonable 
approach for use of  this product. 

Some of  the many other potential 
 topics of  collaboration include selec-
tion of  medications based on sodium 
or sugar content, avoiding the admin-
istration of  protein supplements with 

levodopa-containing drugs, and avoiding 
medications that may cause dry mouth 
or taste disturbances.  CfA

 William Simonson, PharmD, CGP, 
FASCP, has specialized in senior-
medication issues for more than 35 years. 
He is senior research professor (pharmacy 
practice) at Oregon State University.  

A New Diabetes Drug Class
 By  William Simonson, PharmD, CGP, FASCP

LTC Pharmacy
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SAN DIEGO – Rapid eye movement 
(REM) sleep behavior disorder (RBD) is 
the earliest indication that elderly patients 
are destined to develop Parkinson’s dis-
ease, Lewy body dementia, or another 
synucleinopathy, and it precedes the 
onset of  motor and cognitive problems 
by years, according to a growing body of  
research. Its presence also distinguishes 
synucleinopathies from Alzheimer’s 

disease and other problems that can have 
similar early presentations.

RBD “equals synucleinopathy,” said 
Dr. Ronald Postuma of  the department 
of  neurology at McGill University in 
Montreal. “The way I explain RBD to 
patients is that normally, when most 
people dream, they are paralyzed, 
but you are not. Therefore, you are 
capable of  acting out the content of  
your dreams.” Dr. Postuma made his 
comments at the annual meeting of  

the American Academy of  Neurology. 
Also there, researchers from the Mayo 
Clinic in Rochester, Minn., presented an 
autopsy study, now published in Sleep 
Medicine.

The Mayo team analyzed neuropatho-
logic fi ndings from 172 patients diag-
nosed with RBD before death. They 
found that 160 (94%) were synucleinop-
athies. Among them were 136 patients 
with Lewy bodies and 19 with multiple-
system atrophy. The remaining few had 

fi ndings consistent with Alzheimer’s dis-
ease or other nonsynucleinopathies.

RBD was diagnosed at a mean age of  
62 years. It preceded the diagnosis of  
Parkinsonism in 151 patients by a mean 
of  6 years. The diagnosis of  RBD pre-
ceded death by a mean of  13 years.

“Lewy body disease was by far the 
most common underlying neurologic 
disorder. ... We’ve been looking for 
[cases of] Alzheimer’s associated with 
RBD for well over 10 years, and they are 
just hard to fi nd,” said lead investigator 
Dr. Bradley Boeve, chair of  the division 
of  behavioral neurology at Mayo. The 
fi ndings “argue that the selective vulner-
ability involves ... REM sleep circuitry.” 

At autopsy, 98% of  polysomnography 
(PSG)-confi rmed cases had a synucle-
inopathy, Dr. Boeve noted.

The take-home message is that “if  you 
have a pretty good history of  RBD but 
don’t have a PSG to confi rm it, there’s a 
94% chance that you have a synucleinop-
athy. If  you do have PSG, there’s a 98% 
chance of  having a  synucleinopathy,” 
Dr. Postuma said. “Asking about REM sleep 
behavior disorder in your clinics tomorrow 
will help you diagnose disease.”

Investigators from Barcelona, Spain, 
came to similar conclusions in a paper 
published recently in Lancet Neurology 
(  Lancet Neurol. 2013;12[5]:443-53). For 
most, RBD “represents the prodromal 
phase of  a Lewy body disorder ... such 
as Parkinson’s disease (PD) or dementia 
with Lewy bodies. ... [RBD] is a candi-
date for the study of  early events and 
progression of  this prodromal phase, 
and to test disease-modifying strategies 
to slow or stop the neurodegenerative 
process,” they concluded.

The Spanish team followed 44 RBD 
cases diagnosed between 1991 and 2003. 
By 2012, 82% had developed a synucle-
inopathy: 16 with Parkinson’s disease, 14 
with Lewy body dementia, and 1 with 
multiple system atrophy. “The rates of  
neurological-disease-free survival from 
time of  [RBD] diagnosis were 65.2% at 
5 years, 26.6% at 10 years, and 7.5% at 
14 years,” they reported.

Most RBD patients “developed a 
Lewy body disorder with time. Patients 
who remained disease-free at follow-up 
showed markers of  increased short-
term risk for developing PD,” includ-
ing lesions “in the brainstem nuclei that 
regulate REM sleep atonia,” the Spanish 
researchers found.

Asked to comment on the Spanish 
study, Dr. Postuma said that the fi nd-
ings “emphatically confi rm the incred-
ible risk that patients with RBD have for 
developing neurodegenerative disease.” 
The ability to identify a neurodegenera-
tive disease 10 years before it can be diag-
nosed “provides profound opportunities 
to study early stages of  disease.” 

Dr. Boeve’s research has been sup-
ported by Cephalon, Allon Therapeutics, 
and GE Healthcare. Dr. Postuma dis-
closed personal support from Teva and 
Novartis.   CfA

M. Alexander Otto is with the Seattle 
bureau of  IMNG Medical News.

REM Sleep Problems Predict Parkinson’s, Lewy Body Dementia
 BY  M. ALEXANDER OTTO
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  Guidelines for Protein Intake  
Elders’ typical shortfall in protein con-
sumption promotes muscle loss, increas-
ing risk of  such conditions as sarcopenia 
and osteoporosis and the falls, fractures, 
and disabilities that can result.

With this in mind, the European 
Union Geriatric Medicine Society, the 
International Association of  Gerontology 
and Geriatrics, and others (the PROT-
AGE Study Group) updated evidence-
based recommendations for optimal 
protein intake by older people.

“Muscle function is really a key issue 
here,” said lead author Dr. Jürgen Bauer 
of  the Geriatrics Centre Oldenburg 
(Germany) in an interview. “We want, 
of  course, to stabilize muscle strength 
as soon as possible and to stop a decline 
of  functionality in this population.” 
Older individuals should have a protein 
intake of  25 g to 30 g per meal to pre-
vent loss of  lean body mass, he added. 
The group recommended that individu-
als ages 65 and older receive an average 
daily protein intake of  at least 1.0 g/kg 
to 1.2 g/kg of  body weight to maintain 
physical function.

He added that “more than 50% of  
protein consumed should be of  high 
biological value, which means that the 
sources for protein should contain the 
full spectrum of  amino acids.”

Older adults with either an acute or 
chronic disease require 1.2 g/kg to 1.5 g/kg
body weight daily. One exception: Older 
individuals who have severe kidney dis-
ease and are not on dialysis need to 
limit protein intake. “We would limit 
the maximum protein intake to 0.8 g/kg 
body weight in those who have severe 
renal disease with a glomerular fi ltration 
rate below 30 mL/min,” Dr. Bauer said. 
He added that renal function should be 
checked twice a year in this population.

The PROT-AGE Study Group con-
cluded that protein quality, timing of  
intake, and amino acid supplementation 
may infl uence the benefi t of  protein 
intake but that further studies are needed 
to make explicit recommendations. Also, 
in combination with increased protein 
intake, the group recommended exer-
cise at safe levels that are safe and well 
tolerated by individuals.

  ▶  Source: Evidence-Based Recommendations 
for Optimal Dietary Protein Intake in Older 
People: A Position Paper from the PROT-
AGE Study Group – Bauer et al.

  Diabetes and Muscle Mass   
Elderly patients with type 2 diabetes 
show an accelerated decline in leg lean 
mass, muscle strength, and functional 
capacity when compared with normo-
glycemic controls, according to a study 
in the Netherlands.

Marika Leenders of  the Top Institute 
Food and Nutrition in Wageningen 
and her colleagues compared muscle 
mass, strength, functional capacity, and 
reaction time between 60 community-
dwelling men with type 2 diabetes and 
32 age-matched controls. 

Analysis of  covariance showed sig-
nifi cant defi cits in individuals with type 
2 diabetes: lean leg mass (a mean of  
19.1 kg in the diabetes group vs. 19.7 kg 
in controls), appendicular skeletal mass 
(25.9 kg vs. 26.7 kg), and leg- extension 
strength (84 kg vs. 91 kg). 

Functional performance also was 
im paired. Sit-to-stand was 9.1 seconds for 

the diabetes group vs. 7.8 seconds for the 
controls, and hand grip strength was 39.5 kg
vs. 44.6 kg. There was no diff erence in 
muscle fi ber size or reaction times.

The fi ndings suggest that interven-
tional strategies are necessary to coun-
teract the loss of  muscle mass and 
strength in older diabetic patients, the 
researchers said. These include exercise 

and nutritional and pharmacological 
programs to avoid sarcopenia.

  ▶  Source: Patients With Type 2 Diabetes 
Show a Greater Decline in Muscle Mass, 
Muscle Strength, and Functional Capacity 
With Aging – Leenders et al.     CfA

 Jeffrey S. Eisenberg , a freelance writer 
based in Philadelphia, compiled this report. 

From the August Issue of JAMDA
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The American Medical Director 
Certifi cation Program’s (AMDCP) 

recertifi cation rates have trended 
higher in the past three recertifi cation 
cycles, with rates rising an average 
of  15% in 18 months. Since 1991, 
the average annual rate for CMD 
recertifi cation has held around 56%. 
However, since December 2012, the 
recertifi cation rate has grown to an 
average of  71%. Among CMDs due to 
recertify in June 2013, 73% submitted 
applications.

Based on information requests 
from constituents and feedback from 
current CMDs, AMDCP Program 
Manager Suzanne Harris attributes 

the uptick in recertifi cation to an 
increase in support for medical direc-
tor certifi cation from nursing facility 
chains, facility administrators, and 
state legislatures, along with a focus 
in recent years by the AMDCP Board 
of  Directors on removing barriers to 
recertifi cation.

Applications for certifi cation and 
recertifi cation are due April 1 and 
Oct. 1 of  each year. The AMDCP 
Board of  Directors reviews applica-
tions in June and December annually. 
The next deadline for  applications is 
Oct. 1, 2013. Contact Ms. Harris at 
   cmd@amda.com      or 410-992-3117 
if  you have any questions.  CfA

AMDA has introduced a new com-
prehensive, grassroots advocacy 

and engagement tool – the website 
   http://cqrcengage.com/amda/
home      – to provide members the 
 opportunity to infl uence important 
legislation aff ecting postacute and 
long-term care providers. The site 
features a number of  features that 
AMDA members can use to make 
their voices heard.

These include legislative-action 
alerts, congressional letter writing 
campaigns, legisla-
tion tracking, the lat-
est policy news and 
updates, and talking 
points and issue 
briefs on AMDA’s 
priority policy issues. 
Members also can 
find contact information for their 
elected state and federal officials. 

Health care has taken center stage 
in Congress and state legislations in 
recent months, and it can be chal-
lenging for busy practitioners to stay 
current on policy issues and actions. 
“This new website’s tools help give 
AMDA members an easy way to 
actively participate on a grassroots 
level to make sure long-term care 

providers are never left out of  the 
important conversations going on 
in Washington, D.C.,” said Alex 
Bardakh, AMDA senior manager of  
public policy.

It has never been more impor-
tant for practitioners to be involved 
in health care advocacy. As AMDA 
members heard over and over from 
speakers at AMDA Long Term Care 
Medicine – 2013, their input makes a 
diff erence.

For example, at the Saturday 
General Session, 
Dr. Paul McGann, 
codirector of  the 
Partnership for 
Patients and Deputy 
Chief  Medical 
Offi  cer for Campaign 
Leadership at CMS’s 

Center for Medicare & Medicaid 
Innovation, said, “My request to you 
is for your leadership. Now is the 
time to step up and lean in. If  you 
do, we believe you can make a huge 
diff erence in this country.” By using 
the new AMDA advocacy website 
and tools, AMDA members every-
where – no matter how busy or politi-
cally inexperienced – can make this 
 diff erence.  CfA

AMDA Introduces Easy-to-Use 
Tools for Legislation Advocacy

Dr. Sing Palat, a long-term care 
physician in Colorado, went 

home after attending the “Navigat-
ing Mood and Behavior Challenges 
in Long Term Care: Strategies for 
 Optimal Outcomes” program at 
AMDA LTC Medicine – 2013 and 
 applied what she learned right away.

“A long-time elderly nursing home 
resident with dementia had become 
increasingly agitated,” Dr. Palat 
explained. “I learned at the work-
shop to make sure we characterize 
the agitation and carefully assess her 
for physical problems, depression, 
and other possible underlying issues 
that might be causing or contribut-
ing to the behavior.” As a result, 
Dr. Palat’s team carefully assessed 
the patient and tried various non-
pharmacologic interventions ahead 
of  medications.

“I was able to help staff  better 
understand the clinical, quality of  life, 
and regulatory reasons to attempt 
nonpharmacologic interventions and 
seek nondrug solutions to behavioral 
problems,” she said. 

Since attending the program, 
Dr. Palat said she is more confi dent 
about managing dementia-related 
behaviors: “There is not a lot of  evi-
dence behind the management of  
dementia-related behaviors. I wanted 
to know what is scientifi cally proven 
to help so that we could determine 
and implement interventions more 
systematically. I wanted a stronger 
knowledge base, which I got at this 
program. I came back more inspired 
and confi dent. The program gave me 
some concrete advice to share with 
my facility. I was energized – I had a 

whole list of  ideas I wanted to initiate 
when I got home.”

For example, Dr. Palat wanted 
to talk to the Minimum Data Set 
coordinator to learn more about the 
tools being used to assess cognition. 
“She was surprised by my inquiry,” 
Dr. Palat said. “A physician had never 
asked her about this before.”   

The program speakers were 
 “fantastic” and shared information 
about useful tools such as the Brief  
Interview for Mental Status tool and 
the AMDA clinical practice guideline 
on dementia, Dr. Palat said. While she 
appreciated the clinical evidence the 
speakers presented, Dr. Palat noted, 
“The anecdotal stories were helpful; 
I could relate to them. ... There was 
a lot of  compassion coming through. 
These weren’t just clinicians but practi-
tioners who care about their patients.”

Dr. Palat also learned much from 
her fellow program participants, 
including some familiar colleagues. 
“I went to the meeting with several 
other physicians from Colorado. I often 
talked with these people, but we never 
had a forum before to discuss this 
topic. I found out about some great 
ideas one of  my colleagues was using 
in her facility that I didn’t know about 
before.”

For clinicians who missed this pro-
gram in March, “Navigating Mood 
and Behavior Challenges in Long 
Term Care: Strategies for Optimal 
Outcomes” will be held live on Sept. 
21 in New Orleans. For information 
about the day-long program or to reg-
ister, go to    http://www.amda.com/
education/moodandbehavior/index.
cfm     .  CfA

Conference Attendee 
Recommends ‘Behavior 
Challenges’ to Colleagues

The American Medical Association 
adopted as policy two AMDA-

authored resolutions in the AMA’s 
House of  Delegates at the organiza-
tion’s annual meeting this summer. 
AMDA’s House of  Delegates had 
asked AMDA’s delegate to the AMA 
house to off er Policy B-13  : Improv-
ing Access to Physicians with the 
Special Skills Required in Geriatric 
Care Policy (   www.amda.com/gov-
ernance/resolutions/B13.cfm   ) and 
Policy C-13  : Exclusion of  Medical 
Providers in Long Term Care from 
Accountable Care Organizations 
Primary Care Physician Restriction 
(   www.amda.com/governance/reso-
lutions/C13.cfm)   . Both were adopted 
as AMDA policy at the March 2013 
Annual Meeting.

The AMA adopted the policies as 
stated:  

 Improving Access to Physicians  ▶

with the Special Skills Required 
in Geriatric Care asks the AMA to 
explore and advocate for policies 
that best improve access to, and the 

availability of, high-quality geriatric 
care for older adults in the postacute 
and long-term care continuum.  

 Physician Participation in  ▶

Multiple Medicare Accountable Care 
Organizations asks the AMA to con-
tinue to work with the Centers for 
Medicare & Medicaid Services to 
address accountable care organization 
(ACO) rules that preclude physician 
participation in multiple Medicare 
ACOs.   

Dr. Eric Tangalos, CMD, AMDA’s 
delegate to the AMA house, testi-
fi ed on both resolutions and received 
broad support among physicians 
attending the AMA meeting. The 
resolution advocating that medical 
directors and attending physicians in 
postacute and long-term care setting 
practice in multiple ACOs was broad-
ened to include all physicians, regard-
less of  specialty. As the policy notes, 
AMDA and the AMA have been work-
ing with the Centers for Medicare & 
Medicaid Services to address these 
concerns.     CfA

The AMA Adopts AMDA 
Resolutions on Geriatric 
Training, ACO Exclusivity

Trend Shows Growth in 
Number of CMD Recertifications

inin actionaction
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August is National Immunization 
Awareness Month (NIAM), and 

AMDA is celebrating with a special 
discount – available only this month   
– on its “Immunizations in the Long 
Term Care Setting” Information Tool 
Kit.

This important resource teaches 
users how to boost vaccination com-
pliance among both residents and 
staff , identify barriers to 
immunization and strate-
gies to overcome them, 
review federal regulations, 
learn processes for man-
aging infl uenza outcomes 
in postacute and long-
term care (PA/LTC) facili-
ties, go beyond standard 
fl u preparedness plans to 
additional steps to ensure that your 
facility is ready, and educate others 
about immunizations for diseases rel-
evant to the PA/LTC setting, such as 
herpes zoster, tetanus, pertussis, and 
diphtheria. 

The tool kit contains 53 pages of  
information, educational materials, 
and other resources. It includes two 

DVDs – “Infl uenza Immunization and 
the Health Care Worker” and “Caring 
in the Community: Immunization and 
the Older Adult” – plus a CD-ROM 
that includes many tools that may be 
customized according to a facility’s 
needs.

The Department of  Health and 
Human Services’ Offi  ce of  Disease 
Prevention and Health Promotion 

has said, “Vaccines (shots) 
help prevent danger-
ous and sometimes 
deadly diseases. National 
Immunization Awareness 
Month is the perfect time 
to promote vaccines and 
remind family, friends, 
and coworkers to get 
caught up on their shots. 

… We can all use this month to raise 
awareness about vaccines and share 
what we know with our community.”

To take advantage of  a special 
10% member discount, use the 
code POM-0813. For more informa-
tion or to order the tool kit, go to 
   www.amda.com/resources/ltcis.
cfm#LTCIMM3     .  CfA

Aug. 16-17
23  rd   Annual Caring for the Frail 
Elderly Conference  
Columbia, Mo.  
Website: http://medicine.missouri.
edu/cme/  
Contact: cookba@health.missouri

Sept. 14
Excellence in Long Term 
Care:   Virginia Medical 
Directors Association 
2013 Annual Conference  
Virginia Beach, Va.  
Website: www.vamda.org  
Contact: Angel Rivera   
Phone: 757-889-4383   
E-mail: Arivera@longtermcareofva.
com

Sept. 21  
AMDA Navigating Mood and Behavior 
Challenges in Long Term Care: 
Strategies for Optimal Outcomes  
New Orleans, La.  
Contact: AMDA Registrar  
Phone: 410-992-3116  
E-mail: registration@amda.com  
Website: www.amda.com/educa-
tion/moodandbehavior/index.cfm 

Oct. 4-6  
AMDA   Advanced Curriculum on 
Medical Direction in Long Term Care  
Atlanta, Ga.   

Contact: AMDA Registrar   
Phone: 410-992-3116  
E-mail: registration@amda.com  
Website: www.amda.com/educa-
tion/advanced/index.cfm 

Oct. 17-20  
FMDA Annual Conference  

Best Care Practices 
in the Geriatrics 
Continuum 2013  
Lake Buena Vista, Fla.  
Contact: Ian Cordes  
Phone: 561-659-5581  
Website: www.bestcare-
practices.org/index3.
html 

Nov. 2-8  
AMDA Co  re Curriculum on Medical 
Direction in Long Term Care  
Orlando, Fla.  
Contact: AMDA Registrar  
Phone: 410-992-3116  
Email: registration@amda.com  
Website: www.amda.com/
education/core/

Feb. 27–March 2, 2014  
AMDA Long Term Care Medicine 
– 2014  
Nashville, Tenn.
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AMDA is committed to helping 
state chapters provide member 

advocacy and support on a local level. 
Toward that end, the organization 
recently appointed Suzanne Harris 
as state chapter l  iaison. Ms. Harris 
has been with AMDA for 9 years and 
looks forward to her newly expanded 
responsibilities.

Ms. Harris has worked closely with 
the state chapters in joint sponsorship 
for CME and CMD programs, as well 
as in service as the webmaster for the 
AMDA State Chapter Website Network, 
and she continues in her primary role as 
AMDCP program manager. 

“Strong state chapters are essential 
to the proliferation of  quality post-
acute and long-term care throughout 
the country,” Ms. Harris said. “I am 
pleased to have the opportunity to 
work with our chapters to help them 
make sure their PA/LTC physicians 
have access to the information, edu-
cation, certifi cation, resources, and 
connection with colleagues they need 
to be eff ective and effi  cient in their 
work.”

If  you have a question about 
state chapters, contact Ms. Harris at 
   statechapters@amda.com      or 410-992-
3117.  CfA

AMDA Appoints State Chapter 
Liaison for Local Support

Mark the Rest of National 
Immunization Awareness 
Month With AMDA Tool Kit

Dr. Rebecca Ferrini, CMD, medical 
director at Edgemoor Hospital 

in Santee, Calif., knows the unique 
challenges presented by caring for 
younger residents in postacute and 
long-term care (PA/LTC). “We are 
responsible for complying with the 
same regulations that apply to and 
were developed for older residents,” 
Dr. Ferrini said. “These regs never 
were designed for younger residents 
who likely will be living in the facility 
for 5, 10, 15, or 20 years and who have 
diff erent expectations.”

For example, they often may be 
 bigger and physically stronger, or they 
may be completely disabled and unable 
to feed or dress themselves. 

They are more likely to want to 
leave the facility and spend time with 
friends, some of  them engaging in 
unhealthy lifestyle choices such as 
drinking, eating junk food, smoking, 
or even using drugs. With younger 
residents, another unusual challenge 
arises for practitioners and staff . They 
are more likely to be dealing with 
parents and spouses, as opposed to 
adult children, and many younger 
residents have children who are still 
dependents. 

One key to working with this 
population is to “clarify for patients 
and families what the facility can and 
cannot do,” said Dr. Ferrini. “They 
need to understand the services that 
can and can’t be provided, and they 
need to understand the implications 
if  they don’t abide by the rules and 
take appropriate responsibility for their 
behavior.” She added that facilities 
must be prepared to negotiate. “You 
might have a resident who wants an 
elaborate beauty routine but is physi-
cally unable to do it herself,” she said. 

“You might agree to do that for her 
one day a week.”

Dr. Ferrini sees a wave of  younger 
residents coming into PA/LTC. “We 
are seeing a historic level of  younger, 
physically disabled patients, and they 
are living longer than ever. We also 
are a seeing a growing patient popula-
tion with brain injuries and mental 
illness,” she said. “Nursing homes 
need to know that they will have to 
fi ll some beds with these younger 
patients. Facilities have to be ready, 
because these patients are coming.”

To help her colleagues ride this 
wave, Dr. Ferrini – with several 
AMDA colleagues – created “The 
Younger Adult in the Long Term Care 
Setting,” AMDA’s newest addition to 
its LTC Information Series. However, 
putting together the kit presented a 
challenge. “You want to make these 
tools practical and evidence-based, 
but we found a dearth of  informa-
tion on the younger population in 
long-term care,” Dr. Ferrini said. So 
she and her committee “put together 
our cumulative experience and com-
piled the information in the form of  
storytelling.”

Dr. Ferrini summarized: “We accu-
mulated the wisdom and experience 
of  those who have worked with this 
population – how to deal with mar-
ried couples, transgender issues, drug 
seeking behaviors, etc.,” She added 
that everyone was “very generous” in 
sharing their policies and procedures, 
forms, progress notes, and other 
information and resources. “I like 
the kit because it’s very readable and 
practical,” she said.

For more information or to order 
the kit, go to    www.amda.com/
resources/ltcis.cfm#LTCYA13     .  CfA

Practitioners Need Different 
Tools and Techniques to Care 
for Younger Residents

Don’t Miss These Events



™Order at
 www.amda.com/kia

SOLUTIONS
for Attending 
Practitioners

Product Code: 
KNOW2

for Nurses
Product Code: 
KNOW

For Nurses — These easy to use data collection cards help nursing staff know just what to evaluate and 
what data to collect on a resident during a change of condition BEFORE calling a practitioner. These cards 
list 78 common changes of conditions, in alphabetic order.  Any nurse can use these to help him or her 
KNOW what to do, what to report and what to document.

For Attending Practitioners — This portable diagnosis tool takes the guesswork out of your patients’ 
acute change of condition.  Available in two convenient formats — the pocket-sized guide includes a free 
mobile version. Organized content for each condition, including specific physical data, medical history, 
suggested diagnoses, follow-up, and more.
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Diagnosing System
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™

Essential clinical data exchange: 

A GUIDE FOR ATTENDING PRACTITIONERS
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BEFORE YOU CALL
Data Collection System

AMDA RED: C=0, M=91, Y=34, K=38        PMS
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Essential clinical data collection: 

A GUIDE FOR NURSES ON REPORTING 

CHANGE OF CONDITION

PROBLEM?

AMDA Member Price: $45, Non-Member Price: $65. Set: $80 Member, $120 Non-Member. Inquire for bulk pricing.
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