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GLOSSARY of TERMS.

Anti-hypertensive drug. A& drug which is given to lower
the patient's blood pressure.

Anti-psychotic drug. A drug which producez a tranquilising
effect without imparing consciousness
Drugs in this group may be used to
quieten disturbed patients e, g.
Chlorpromazine

Clinical Pharmacy Service, The provision of pharmaceutical
advice to clinicians regarding
effective use of medicines relative
to diagnosis and biochemical tests

Community Services Pharmacist. A pharmacist employed by a health
(C.S.P.» authority to undertake duties that
are based in the community.

Community Pharmacist. A pharmacist providing pharmaceutical
services to the community

Controlled Drug. A medicine that is controlled by virtue
(C.D.D of the Misuse of Druge Act e.g.
Morphine.

Diagnosis Related Groups. The system in U.S. A. of reimbursement
M. R.G) of medical care determined by the
diagnostic group that the patient is in.

Drug Regimen Review. The equivalent U.S. term for
(D.R.R.D Drug Therapy Monitoring

Drug Therapy Monitoring. Assessing a patients complete drug
therapy to ensure appropriate
treatment, correct dose and to ensure
that there are no potential drug
problems e.g. drug interactions

Long Term Care Facility. Title given in the U. 5. A. to all types

(L.T.C.F.» of long term care establishments
including nursing homes, residential
care homes etc.

Non-compliance. The failure to take medicine in
accordance with the directions
given by the prescriber

Over the Counter Medicines. Medizines ich can be sold to the
Q. T.C.» i X - without & prescription

Prescription Only Medicines. 51 . which may only be supplied to
(P.O. M. 14 ral puklic on prescription




INTRODUCTION.

The challenge of providing quality professional pharmaceutical services to
private nursing homes was born within me when I first undertook an
Inspection role for Norwich Health Authority scme years ago. The patients
who occupy our nursing homes have little to distinguish them from patients
within N.H. 5. long-stay hospitals, and yet there is 1little or no provision
for them to receive pharmaceutical advice on a regular basis. The number of
beds in the private sector is increasing rapidly. Guidance from the
National Association of Health Authorities (N.A.H.A.) is that the quality
of care within private nursing homes and hospitals should be of comparable
standard to that achieved within Acute N, H.S. hospitals. Clearly we have
some way to go before this vision becomes reality

Although I am concerned by the fundamental changes within the National
Health Service and the prospect of marketing pharmaceutical services, I do
welcome the concept of 'care evaluation'. I share a common committment with
managers in other healthcare organisations in that I wish to promote high
quality care to patients and particularly those cared for in the
‘community' situation. The motivation to care will not cease with the
introduction of the internal market. Rather I can forsee widening
opportunities to move professional services into previously uncharted
areas.

I chose principally to explore the American model because it is based upon
private enterprise. A scant report which appeared in the Pharmaceutical
Journal in February 1990 gave me the lead to contact the American Society
of Consultant Pharmacists (A.S.C.P.), and only then did I become aware of
the clinical pharmacy involvement in nursing homes within the U.S.A.. Thus
was this project conceived,

There are few consultant pharmacists within the United Kingdom and I have
been unable to find literature references to comparable activities in this
country. I am sure that there are situations where advice is given, though
not always on a contractural basis but as an adjunct to the supply role.
Certainly the official guidance from the Royal Pharmaceutical Society of
Great Britain is limited to the 'advisory' role and does not define a
'clinical' involvement such as is seen in the United States of America.

This project has developed in three distinct phases. Firstly it seemed
essential to gain a general perspective of health care in the U.S, A. In
particular it was necessary to understand what nursing homes undertake to
provide in terms of care. The second phase involved a detailed study of the
consultant pharmacists' activities and how these directly affect patient
care. I have also made reference to the way in which consultants market
their services in a highly competitive field. Finally I have suggested a
medel for consultant pharmacist activity in the U. K. by consideration of
the limitations we are currently faced with and how such issues have heen
addressed in the American situation




SECTION 1.

My initial impressions were twofold: excellence snd fragmentation. Both are
the result of the ideology of American living: to promote private
enterprise and to maintain the rights of individual choice. The existence
of quality care is immediately evident and proves beyond doubt that there
is the WILL to provide for the hesalth care needs of the nation.
Unfortunately it would appear that the WAY has not yet been forged
sucessfully

Throughout the last two decades measures have been introduced to contain
health care costs. In tie i970's Richard Nixon introduced the concept of
the Health Management Organisation (H. M. 0.). He visualised that through
H.M. 0. 's would emerge a system of competitive internal markets. Such
markets would provide benefits of cost management by incentive, reduction
of fragmentation and specialisation, elimination of un-necessary surgery
and provision of comprehensive care. The aim was to have 1,500 H.M 0
operational within five years providing for the needs of 90% of the
population, The scheme failed to materialise mainly because of objections
at both federal and state level by the American Medical Association and
hospitals who did not wish to see such activities developing in their
areas. Private enterprise was unwilling to accept economic competition
regulated by the governmment

During the Reagan administration the concept of economic competition was
further advanced but now the federal programme for the elderly -Medicare-
was to act as purchaser of services within the limitations of its budget
From this sprang other programmes including some within Medicaid which is
the federal programme for the indigent 'under 65' population. In parallel
with thie activity, large employers began to put out contracts for bid to
provide health care for their employees. This has led to the current status
of H M. 0. but the evolution has not proceeded to the extent that President
Nixon had planned and is not subject to federal or state regulation. The
modern H. M. 0. concentrates on review of health care usage, case management
and systems of quality control

Despite these attempts to control spending, the current situation is one of
escalating costs described as 'Care out of Control'., In 1988 & total of
$540 billion was spent on health care in the U.S. A, which is more per
capita than any other nation and also more in terme of percentage of the
gross national product. Perhaps this is indicative of a Provider-driven
system which ultimately drives costs upwards

1. 1. WHO PAYS THE HEALTH CARE BILL?

In America the individual has the right of free choice concerning the
nature and extent of health care he wishes to obtain. The care is therefore
wholly dependent upon an individual'=s means which is a complete opposite to
the concept of care in the United Kingdom where Health Care is defined as
being the right of every citizen. In spite of a dazzling array of health
care advertising, opticns for individual choice are limited




f. 1.1, PRIVATE INDIVIDUAL PAYMENT

This involves the payment for care as and when it is obtained. If one
assumes that an individual either will need only minimal health care, or
has infinite resources at his disposal, this is an attractive option. One
pays for the services one chooses to have. A visit to the physician
atfracts a bill and similarly the dispensing of medicines against a
Physician's Order is billed to the individual. The potential financial
catastophy that could occur should be self evident

1. 1. 2. INSURANCE COVER.

The majority of health care costs are covered by insurance programnes and
this may be provided either on an individual basis or as part of a contract
of employment via H.M O.

Within this option the choice is diverse. Although the basic deciding
factor will relate to the cost, programmes are designed with particular
client groups in mind. The industry is highly competitive and invests
considerably in marketing. I was able to spend some time with two companies
in California both of whom market differing health care plans.

1.1.2. 1. BLUE CROSS OF CALIFORNTA.

Blue Cross operates throughout the U.S. A, but my discussions relate to the
company in California which, in that state, 1s the largest purchaser of
health care providing overall benefits to 5 million people

Benefit packages are designed with a distinct population in mind i.e. by
Marketing Business Groups

(i) Age over 65
(11) Age under 65
(11i) Small group employer (5 - 49 employees)
(1v) Employer of 50 - 1990 employees
(v) Major accounts (over 2000 employees)
(vi) MNational accounts. Blue Cross is the agency that processes
Medicare provision for the State of California, They settle
claims in respect of 2 million people

As in the U.K.,most of the insurance policies are subject to limitation
relating to pre-existing conditions and also involving some medical
screening. A policy may provide comprehensive cover but there are also
progranmmee designed for specific items of care eg. medicines.

Few policies provide benefite for Nursing Home admission and do net attract
many subscribers. Insurance cover provides in the main for 'acute' care
specifically excludes 'custodial’ care, and recognises the necessity for
limited provision of re-habilitation.

A patient who subscribes to a programme for the supply of medicines is
entitled to receive them whatever their cicumstances. Hence a nursing home
patient can claim payment for drugs while not receiving benefits from a
programme that provides for the 'care' element

-9 -




Blue Cross does not own hospitals, nursing homes or pharmacies. The company
sets up individual contracts with Acute hospitals, Community hospitals and
Pharmacies within the context of a Preferred Provider Organisation

(P.P.0.). Prescription supply 1s organised ueing a 'credit card’ system
Subscribers must present their physician's orders to a participating
pharmacy where their personal card it used to electronically transmit
details of the supply. Payment for the medicines is then made direct to the
supplying pharmacist. Re-imbursement is the same for every pharmacy outlet
and is dependent upon the drugs supplied. The cheque is in the post within
days which compares favourably with the system in the U.K, where re-
imbursement takes 3 months

Any Pharmacy can apply to join the scheme or choose to leave it. At present
there are no quality standards imposed except that the Pharmacy must be
State Licensed (which does incorporate quality standards). There is no
rational location of pharmacies. From 1991 Blue Cross will introduce a
Pharmacy audit scheme which will look specifically at quality issues, abuse
situations and potential fraud. The pilot scheme will incorporate visits to
a2 set number of pharmacies twice monthly to assess prescriptions. This may
be paralleled with the Inspection of Community Pharmacies in U. K. by the
Royal Pharmaceutical Society Inspectors but while our own situation is
"professionally led' the Californian system will be 'purchaser led'. It is
worthy of note that Blue Cross receive relatively few complaints regarding
the Pharmacy service that their clients obtain.

While Blue Cross may be responsible for providing medicines to a nursing
home patient it does not fund ' consultancy’

Blue Cross runs an H.M. 0. called CaliforniaCare the aim of which is to
provide cost effective care. Ry establishing health care contracts the
parent company controls the cost of services through 167 hospitals with the
cservices of 6000 physicians. The following measures result in the cost
containment of medicines

(1) Drug Formulary - Pharmacy & Therapeutics Committee
(ii) Drug Utilisation Review - Targetting the "top ten' for less
expensive equivalents
(iii) Education sessions aimed at the Physicians
(1v) Drug Information - Regular Newsletters and Network Support.
(v) Case Management

In addition, the company enters into contracts with Pharmaceutical
Manufacturers. Drugs are not supplied at discount price but, when targets
are met, a bonus is paid directly to the company. Such monies are fed inta
the company to produce overall benefit to consumer and provider

In summary, Blue Cross of California can he described as an organisation
which selle packages of health care benefits to individuals, employers and
ta the State. To fulfill these contracts the company purchases the required
health care from other sources throughout the State




1.1.2.2. UNIHEALTH AMERICAN

Unihealth American is s 'regionally integrated healthcare delivery
continuum' which owns acute hospitals within Californias and operates them
from a central location. There are two subsidiary H. M. 0.'s called
'Pacificare' and 'CareAmerica' and participants in these schemes may have
benefits within Nursing Homes. It is one of the country's largest non-
profit systems in the health care industry. Although the company does not
own nursing homes it is useful to understand the strategy employed in the
organisation of private hospitals. There are 11 Medical Centres in this
group with a variety of activities

The status of physicians within hospitals, as within nursing homes (see
also Para, 1.3.4. page l5) is very different from the U.K. situation.
Usually a physician applies to have staff priveledges in 4 or 5 hospitals
within & resfricted radius and these hospitals will not necessarily be
within the same company. Staff priveledges allow that physician to admit
patients to that hospital. The hospital becomes responsible for the care
ordered by the physician and 'bills’ the patient accordingly. The
physicians' activifies are not usually subject to any control mechanism
other than 'peer review'. There is a potential conflict of interests in
this set-up: the hospital may consider some care un-necessary but is
contracted to undertake it and conflict with a physician may result in a
loss of business which the hospital cannot afford. However, if a physician
inflicts a financial liability on a hospital the staff priveledge may be
withdrawn. It is in the best interests of all parties, including the
patient, to find a reasonable middle course

Unihealth American are attempting to overcome this situation by setting up
its own groups of physicians within the company .They have introduced a
managed structure of a limited Drug Formulary and Clinical Case Management.
In the Annual Report of 1989 the strategic policies outlined would seem to
indicate a determination to provide cost effective quality care.

(i) Alligning physician and system interests
(1i) Establishing a uniform information system across the network.
(iii) Re-positioning the acute care provision to prevent
duplication.
(iv) Effective case management
(v} Development of clinical programmes in line with market
demands.
(vi) Applying quality management techniques to clinical service
and other aspects of the healthcare service

Each hospital is serviced by an 'in house' pharmacy. The company joins with
other large purchasing consortiums to purchase and dispense medicines at
30-50% below the independent crganisation costs. I was amazed to learn that
delivery from major drug companies is within § hours of the order being
placed and certainly within the same day. (Within the U.K. delivery direct
from manufacturers can be 7-10 days unless designated an emergency.?




An additional activity of Unihealth American is.the operation of 'mail
order pharmacy’. Such organisations-are common within North America. By
operating as a warehouse the pharmacy can generate tremendous savings. Any
requests are verified by FAX or Computer

The packages of care avallable to clients are not as extensive as those
handled by Blue Cross. There is, however, large uptake of available plans
(see Table 1). The benefits of these programmes are also available through
physicians and hospitals cutwith the Unihealth American group of Medical
Centres.

Table 1. MEMBERSHIP of UMNIHEALTH AMERICAN (1989
Care Plan No. of Menmbers

CareAmerica 120, 000
Eldermed America 400, 000

Pacificare 553, 165

Unihealth American can be summed up as being a quality integrated health
care organisation which offers care though P.P.0, and H M O. membership

1. 1.3. STATE PROVISION.

In 1990 between 31 and 37 million Americans were un-insured so dependency
upon state organised health care is significant. In this report I will only
make a few observations about MEDICARE and MEDICAID.

1.1.3. 1. MEDICARE.

State provision for people over 65 is available through Medicare for those
who meet with the scheme's limitations. The system is not open-ended but
subject to control at state level. It is often necessary for the elderly to
purchase 'top up' insurance to ensure complete cover that they may not be
entitled to under the Medicare rules

Limitation is placed upon duration of hospital care and as a consequence
patients are often discharged to nursing homes needing specialist nursing
care. It becomes necessary for nursing homes to limit the number of beds
devoted to Medicare patients if they are unable to recruit sufficient
trained nurses to cope with this type of work

The overall cost of care is cash limited and this is determined by the
Diagnosie Related Greoup (D.R.G.) in which the patient is classified, and
the amount of nursing care that the individual case warrants. There are 476
categories of D.R.G. and any treatments ordered by a physician nust be
related to one or more of these groups




1. 1. 3. 2. MEDICAID.

In California this is referred to as MEDICAL.

Medicaid is the provision of care to the indigent under 65's and therefore
encompasses the care of children. As with Medicare, the costs are relsted
to D.R.G. and individually assessed care

Medicaid varies widely between states: in some the care is limitless; in
others strictly contreolled. In Texas the control of drug supply is
stringent (see Appendix IV, Medicaid Drug Plan by State). There is a state
formulary and programme of Generic Substitution for certain drugs (The
Texas Drug Vendor Programme). A patient will only be funded to the extent
of 3 items per month. However, the law requires a pharmacist to dispense
drugs as requested by a physician irrespective of the number of items. If
this happens, the pharmacist bills the state for the 3 most expensive items
and applies to the patient for the remainder of the monies. Most nursing
homes and residential establishments set up trust funds to pay for such
items. If they do not, the pharmacist supplier simply is not paid

In the case of both Medicare and Medicaid, a provider of services applies
directly to the state or to the state's representative for payment.

1.2. WHO PROVIDES THE CARE?

The U.S.A. system is provider driven but depends ultimately upon individual
choice. It is hard to understand the workings of a system that does not
revolve around the central axis of a General Practitioner. In the U.K. we
expect coordination of health care for the individual irrespective of
disease state and have come to depend upon the excellent screening services
which we are expected to comply with, It is precisely this lack of
coordination that leads to duplication of effort in the U.S.A. and is
probably the major cause of fragmentation that I referred to

Patients do not necessarily assign themselves to one medical practitioner
they visit and consult with specialist practitioners according to the
complaint they have at that time. Some physicilans desal with general medical
issues but most patients will consult with a variety of practitioners and
this may be concurrent. Unless a patient is within a hospital or nursing
home the care will probably not be coordinated. One basic problem that
occurs is the duplication of prescribing i.e. several physicians prescribe
the same drug for a patient which could lead to overdosage if different
proprietary named products have been supplied

The provision of hospital based care is likewise uncoordinated. Although
there is some state provision the majority of hospitals are privately owned
and managed, either within groups of medical centres or as single
operators. Attempts are made within group ownership to maximise care in a
cost effective way as in the Unihealth American organisation. One cannot
help but conclude that each private enterprise is independently striving to
inmplement rationalisation of care




Physicians choose to practise in particular facilities (ref. para. [.3.4
page 15) but within H. M. 0. a system of contracting with physicians
specifically for the organisation is bhecoming more popular

1.3. THE PRIVATE NURSING HOME

Private Mursing Homes in U.S. A come into the category of Long Term Care
Facilities (L.T.C.F.>», Such facilities provide care for people who
although they do not need hospital care, are in need of a wide range of
medical, nursing and related health and social services. The required
services can only be renderasd in accordance with state law by licensed
practiticners.

1. 3. 1. ACCREDITATION.

Facilities wishing to participate in the Medicare and Medicaid schemes must
comply with the Federal 'Conditions of Participation' as enforced by the
appropriate state agency. Federal law imposes minimum requirement standards
which must be met in each state and these are supplemented by state
requirements which vary considerably from state to state and together are
classified as either level A - activities which are specified as necessary
or level B - activities which are recommended. An example of the level A
requirements is that each L.T.C.F. must have a Drug Regimen Review
conducted by a pharmacist every 30 days. Inspections are undertaken by
state surveyors twice annually

A facility that faile to comply with state regulations may receive
(1) Deficiency Statement
(11) Standard Statement
(111) Condition of Participation.
If the matter is sufficiently serious the state may choose to de-certify
the facility but this rarely happens. More commonly the facility is served
with a citation in the form of a financial fine and such citations are
categorised as being
B - potentially harmful
A - harmfull
AA - causing death
Much activity now hinges upon 0.B.R.A. 1987 (Omnibus Budget Reconciliation
Act) which became effective in October 1990 and will be dealt with in
greater detail in Section 2. Basically the regulations are concerned with
the identification of patient's rights and also Outcomes

1. 3. 2. MANAGEMENT OF NURSING HOMES

All Long Term Care Facilities are managed by an Administrator who is
responsible for the overall daily operstion of the facility. The
Administrator must be licensed by the State Board of Licensure for Nursing
Home Administrators but this licensure also varies between states




facility, must ensure that cptimum quality of care is delivered to the
patient and that good working conditions or employees
However, ultimate responsibility for the fa: i ats with either the
owner or Board of Directors

The Administrator must be thoroughly versced in stat 7= governing the

1.3.3. THE MEDICAL DIRECTOR.

Every Nursing Home must appoint a Medical Director who will be responsible
for the following activities:

(1)  Occupational Health for employees.
(11) Liason between Consultants and Physicisne who practice
in the facility.
(111) Coordination of Quality Assurance iss
(1v) Committee membership - policy making.
(v) Peer review

ues.

It is notable that the Medical Director is not responsible for the
individual medical care of patients. The role model may vary with the
person appointed: some are very actively involved in the facility while
others only maintain the minimum federal requirement

1.3.4. INDIVIDUAL PHYSICIANS.

As stated in paragraph 1.2. physicians choose the facilities where they
wish to have staff priveledges and hence where they wish to place their
patients. It is of benefit to both practitioner and facility that agreement
is reached concerning the issues of clinical freedom and the extent of
clinical accountability that the physician will have. The financial
arrangements are such that the physician will claim a fee for services and
leave the facility to claim from the patient the cost of care ordered by
the physician. It is a tenuous agreement. If a facility limits s
physician's clinical judgement too far it will lose business should the
physician choose to take his patients elsewhere. Equally, if a physician
imposes a financial burden upon the facility by ordering care in excess of
that considered reascnable, and which the facility has difficulty in
obtaining reimbursment for, the facility will refuse to accept his
patients. Administrative staff are increasingly imposing measures upen
physicians to protect the facility both financially and legally.

When a physician has a patient within a L.T.C.F. the law requires that
physician to visit the patient at least once every 30 days. The physician
orders all treatmentis (including drugs) and care and must sign a repeat
order once a month. (Examples of physician's Orders are contained in
Appendix V). The orders for druzs may have been given verbally to nursing
staff in which case the order must be signed by the physician within 48
hours (gee Appendix V (i) b ). Once ordered, the drug must be available to
the patient within 4 hours (ref. para.2.7). The law is also very specific
about the physician's duty to make a response to all communications made by
the consultant pharmacist and this is further discussed in Section 2




1.3.5. DIRECTOR OF NURSING.

The Director of Nursing works closely with the facility's Administrator to
ensure quality care for patients. She must ensure staffing levels
appropriate to patient needs and conversely must ensure that the case load
being admitted is not out of proportion to the nurse staffing levels. Other
duties involve the organisation of continuing nurse educational programme
as required by federal law and participation in the policy making
committees of the facility. The Director of Nureing must be & Registered
Nurse (R.N.)

1.3.6. NURSING STAFF.

There is a recruitment problem in the field of nursing and most nurses
within L.T.C.F. are either Licensed Vocational Nurses (L.V.N.)> or Licensed
Practical Nurses (L.P.N,). These grades are lower than R. M. and msy be
considered as equivalent to the status of S.E.N. in U.K. The staff mix is
important in relation to the type of patients that can be cared for. Intra-
venous (I.V.) therapy can only be commenced by Registered Nurses who have
had additional training. The continuing monitoring can be undertaken by
L.V.N. provided they have been trained to do so. A nursing home which does
not have sufficient R.N.s will not accept patients requiring this
specialised nursing care. The topic of I.V. therapy is further discussed in
Section 2.

Some states are prepared to license carers specifically to administer
medicines and these are termed Medication Aides. A course of instruction is
provided by Schools of Nursing. The medication aide I met in Texas is a
student waiting to commence a course of study in Pharmacy. This grade of
staff 1s not permitted within the state of California

As previously mentioned, federal law requires that all nursing staff
complete a fixed amount of continuing education each year

1.3.7. CATEGORIES OF CARE.

In 1985, 600 million patient days of care were delivered in L.T.C.F.
compared with 340 million in hospitals. The care that is given may be
nursing, personal or residential., When nursing care is provided
professional skill is required but this varies according to patients’
needs.

1.3.7. 1. SKILLED NURSING FACILITY (S.N.F.).

The S.N.F. provides 24 hour continuous nursing care for convalescent
patients. Because of the tendency to move patients very quickly out of the
acute hospitals, S.N.F. accept patients reguiring a high degree of skilled
nursing care which may include I.V. therapy and in some instances Total
Parenteral Nutrition (T.P.N.).S. N.F. usually accept both Medicare and
Medicaid patients




1.3.7.2. INTERMEDIATE CARE FACILTY (I.C.F.).

The patients cared for in I.C.F. require less skilled nursing care than
S5.N.F. patients. The facilities provide some medical and nursing services.
Thie level of care caters for pecple who are not capsble of independent
living e 2. mentally handicapped. Usually I.C.F. accept patients in the
Medicaid programme

Other levels of care have emerged and include
Home Health Care

Adult Day Care

Child Care

Mental Health Care

Hospice Care

Respite Care

1.3.8. FACTS ABOUT FACILITIES.

American nursing homes are generally speaking much larger than their
British equivalents. The average number of beds per nursing home is 100 but
some are as large as 500 beds. The last two decades have seen a vast
increase in available beds for long term care which are represented in
Table 2, and Table 3 shows the breakdown of long term beds in 1983. At the
present time, bed occupancy in nursing homes is 91, 8%

Table 2. GROWTH in LONG TERM FACILITIES in U.S.A..

YEAR No. of Facilities. Total No. of Beds

15, 000 900, 000

26. 000 1, 700, 000

It is projected that by the year 2010 a total of 2.8 million beds will be
necessary due to an aging population

Table 3. U. 5. LONG TERM CARE FACILITIES.

Facility. Total No. of Beds

Nursing Homes 1, 509, 000

Residential Care Facility 202, 000

Hospital L. T.C. 61, 000




1.3.9. CLIENTELE.

The elderly represent 10% of the total population and yet they consume 30%
of the total health care costs and 25% of the drug care costs. By far the
highest proportion of L.T.C.F. beds are occupied by the over 85's

Statistics obtained in 1982 show the L.T.C.F. population by age (Table 4).

Table 4. L. T.C.F. POPULATION BY AGE.

Age. % of Population in L.T.C.F.

1.5%

6. 0%

23. 0%

The female population outnumbers the male population by 2 to 1. The
differences in social structure and life expectancy between ethnic groups
probably accounte for the very high proportion of 'white' patients.

Referral of patients may be by physicians, other hospitals or social
services. Very few homes accept only privately funded patients but maintain
a mixture of private and public funded beds. There may be limitations
placed upon the availability of Medicare beds as these patients require
more intensive nursing care. Care is provided as needed irrespective of how
the bill is paid, though the nursing homes which take higher proportione of
public funded patients may have less to expend on luwury fittings

1.3.10 PHILOSOPHY OF CARE.

Provision of health care is highly competitive. Nursing homes aim to
provide quality care that will attract clientele by reputation rather than
resorting to direct advertising. The cost of the care is of less importance
since it is passed on to the consumer. The Administrator and Director of
Nursing actively promote the facility by allocating whatever time is
necessary to prospective patients and their relatives.Quality long term
care requires well-equipped facilities and adequate staffing levels. Any
problems that occur in the delivery of care are generally caused by the
problems of recruitment of skilled professionals

In some instances nursing home groups establish a network of support
services to ensure quality standards as exemplified by Healthcare Network
(see para.2.1.2., page 26).

The care philosophy of the American Health Care Association sums up the
attitude of health care professionals that I spoke with:

... to preserve the dignity and worth of every individual

and to meet the total emotional, physical, social and
spiritual needs of the residents.®
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SECTION 2. PROFESSTOMAL PHARMACEUTTGAL SERVICES.

My principal aim in travelling

first hand the practice of consult
nursing homes in the U. S A Although
to the trip I was totally unprepare
clinical pharmacy in a community =ettin since the U K.
situation in N.H S. hospitals has not yet developed to such 3 degree
Consultant pharmacist activities are not confined to nureing homes but are
becoming esteblished in the prison service, home health agencies, hospices
and mental institutions to name but a few

T8

Consultant Pharmacists are highly respected members of the health care
team. Legislators have come to understand their potential for saving
dollars and thus consultancy is actively backed by federal law. Ironically
pharmacists become victims of their own sucess: the reduction in numbers of
prescriptions per patient results in loss of business. There is no evidence
to suggest that pharmacists are anything other than entirely ethical in
their approach to this. The consultants I spoke with shared a common
committment to provide the best pharmaceutical care for the individual
patient. This seems to have been achieved by seperating the role of
supplier and consultant. The two goups that I visited, Instacare Pharmacy
Services (Texas) and HealthCare Network (California), have both established
distinct roles: consultant pharmacists do not undertake dispensing or
supply duties and the pharmacists employed to manage the supply bases do
not usually participate in consultancy activities.

The American Society of Consultant Pharmacists (A.S.C.P.) is the
professional association, founded 2! years ago, to which many of the
consultant pharmacists are affiliated. A.S.C.P. worke in close conjunction
with the American Pharmaceutical Association (A.P.A.» and the American
Society of Hospital Pharmacists (A.S.H. P.) in proposing legislation and
setting Quality Standards for the profession as a whole. The membership of
A.S.C.P. has increased enormously in the last decade and now numbers more
than 3000. The society undertakes an extensive educational programme
through ite annual meetings and midyear conferences which feature sessions
concerning the latest research, clinical information and management
techniques. In addition to this there is a home study programme in the Long
Term Care Certificate Programme. This education is accepted as an authentic
part of pharmacist's continuing education programme (as required by state
law), During my visit I attended the Annual Conference held in San
Antonio, Texas, and much of the theoretical material springs from this
source. (see Appendix I for details of sessions attended). A.S.C.°
publishes a monthly journal aptly named 'Consultant Pharmacist’

During the 1990 meeting 2 new research foundstion was inaugurated with the
aim of studying drug utilisation in the elderly populstion within L. T.C.F
It is worthy of note that A.S.C.P. has established representation in the
U. 5. Congress and government agencies. It is therafore well placed to have
a direct impact upon legislation relating to pharmaceutical i es.




DIAGRAM 1.

ACSP MEMBER PRACTICE DESCRIPTION

Other (7.3%) Consultant Full-Time (6.4%)
Hospital Pharmacy (7.3%) Consultant Part-Time (11.0%)

In house (5.4%)

Nursing Home only (13.0%)

Community Pharmacy (49.6%)




2.1. CONSULTANT PHARMACIST PROFILE.

Consultant pharmacists provide wide ranging professional pharmaceutical
services to L.T.C.F. and in this Section I will try to give a brief insight
into this activity. Consultant Pharmacy in the U.S.A. is a well developed
practice of 'clinical pharmacy' which is substantially further ahead than
the U.K. provision within N.H.S. hospitals. There is no equivalent service
to the 'community' in the U.K.

The driving force in this development would seem to rest with the federal
law requiring that L.T.C.F. employ a pharmacist to review drug therapy once
every 30 days. I do not doubt that A.5.C.P. has been instrumental at
government level in promoting this legislation,

Much of the consultant activity is designed to ensure that the facility is
able to meet with the State Surveyor's requirements and in some respects
mimics the accreditation process. The consultant is on site for a limited
number of hours each month but in addition to the contracted hours he is
deemed to have & continuing responsibility for all pharmaceutical matters
on a 24 hour basis. For the consultant who has a work load of 1, C00 beds
In perhaps 10 nursing homes the work is to 2ay the least demanding!

Consultant pharmacists come from all areaz of the profession (see Diagram
1, page 20). The 1985 survey by A.5.C.P. showed that nearly half of those
responding to the questionaire are actively involved in a community
pharmacy; 5% provide services from a nursing home 'in-house' pharmacy, and
only 6% described themselves as full-time consultants (which was defined as
consulting being the primary source of income and not dispensing services).

Of growing importance is the pharmacy which is set up solely to serve
nursing homes. The two companies that I was introduced to by A.S.C.P. are
within this category and T would like to seperately describe their set-up

2.1.1. INSTACARE PHARMACY SERVICES.

Instacare is a subsidiary of the Eckerd Organisation and was set up by a
founder member of A.S.C.P. There are a number of branches within Texas and
in other states on the eastern seaboard. The organisation has developed
centralised policy making and quality assurance programmes

Instacare offers a wide selection of services to nursing homes:
(1) Medicine supply, prescription and 'over the counter' lines
(ii) Enteral Feeding supplies
(111) Oxygen equipment (but not medical gasses).
(iv) I.V. Additive supply.
(v) Documentation
(vi) Consultancy services

The San Antonio branch has recently moved into new custom biult premises
which comprises a warehouse storage area, large dipensing and assembly
area, conference room, computer room and ample office provision. They
currently have contracts with 29 facilities which include nursing homes
mental health/retardation centres and residential/boarding establishments
but do not supply to the general public







There are seven full time pharmacists: three are employed solely as
consultants; two within the dispensary situation. Each branch has a full
time pharmacist marketing manager to promote Instacare services. The
emphasis is focussed not only on the importance of attracting new contracts
but also on ensuring that existing contracts are beirng delivered to the
satisfaction of the customer. Marketing is not left solely to the
designated manager. All of the employees, and paticularly the consultants,
are constantly promoting the company and I was particularly pleased to note
good team spirit and a committment to the Instacare philosophy of care

' Committed to services that
help protect clients, medical
profession and patients °’

They do not target particular L.T.C.F. client groups. Contracts are
obtained as and when they become available. The facilities may either be
privately owned or part of a larger network. The marketing manager makes
‘cold' visits as well as pre-arranged calls to discuss the available
services. There is no security of tenure as the contracts can be cancelled
at any time if the facility is not happy with the service. Competition
comes from independent pharmacists but in the San Antonio area there are no
other operatives on the same scale as Instacare.

As in other businesses, Instacare makes use of 'loss leaders'. The nursing
homes who contract for consultancy services are provided with a Medication
Cart (Plate 1, page 22) and more attractive terms are available if the
company also supplies medicines. However, each service to the facility is
costed seperately. The supply service usually attracts a flat rate fee per
patient (in addition to the cost of the medicines) but when the consultancy
is provided by Instacare, this flat rate is discounted

As new contracts are obtained, further pharmacists are employed though
often the existing pharmacists will cover an additional workload in the
interim. The caseload is similar to the naticnal average of 1,000 beds per
full time pharmacist

The medicines supplied are in a modified unit dosage form using a blister-
pack system (Plate 2, page 25). Each card provides 32 dosage units in light
resistant bubbles with & double backing (one of which is foil). The
dispensed unit is given a 12 month expiry date which is in line with the
quality assurance data provided by the card manufacturer. The card is
cshaded in progressively darker shades of blue to indicate re-order levels.
The computer generated label giving details of patient’s name, dosage and
frequency is attached to the card prior to issue and for re-ordering
purposes is peeled off and attached to the order form

Supplies to the facilities are delivered twice daily by one of the branch's
six vehicles. The furthest nursing home is 150 miles distant and in this
case the supply is made daily with a night run. Esch facility 1s provided
with an Emergency Drug Box and this is further discussed in 2.7. The
supplies may include some 'over the counter’ lines which a facility is
required to keep if care is for patients in the Medicare/Medicaid
programmes. The range of goods is similar to that available in a community
pharmacy (Plate 3, page 25).




Instacare is currently clarifying its consultant activities so that each
consultant will undertake the same working practice. A major step to
achieve this has been the drawing up of common documentation throughout the
company. Although there isc a great deal of psperwork for the consultants to
complete the issues raisad give an indication of the quality standards that
Instacare are promoting. Appendix V containsz copies of many of these
documents and their use is explained further in 2. 10

that Instacare sell to facilities is the computerised
production of necessary records. This activity is centralised in Houston
Texas. I was most interested to see that the charts relate to all treaiment
and personal care as well as providing a record chart for the
administration of medicines. Appendix V (1i) s, b, & are examples of fthis
type of documentation. This service is comprehensive but is not without
problems. All input ie by personell who have no knowledge of the facility
or individual patients except the information supplied to them. The set-up
depends totally upon the timely provision of accurate information

One of the services
e

i
e

When a patient is admifted to the nursing home a Physician's order is
completed and signed. A copy of this is supplied to Instacare for
production of the patient's overall care plan ((i) a). This document is a
prime record of the patient's diagnosis, medication, diet and personal
care. As each month's order is generated it must be signed by the physician
who instituted the care. From this set of orders Instacare produces the
recording charts already referred to and on which the nursing staff sign
that care has been given. If the orders are altered or cancelled there must
be a good communication link with Houston to ensure that the order
available for signature is in fact relevant. Medication order changes are
communicated using a triplicate form((i)b).The top copy is sent to the
physician for signature; the second copy is sent to Instacare for
dispensing of the item and alteration to computer orders; the third copy is
retained in the patient's notes. It is the duty of the consultant
pharmacist to ensure that verbal orders have been signed by the physician

The visits of consultant pharmacist and physician do not normally coincide
and Instacare are using a triplicate communication form ((iii) b> which has
a pre-printed section for the physician's reply. A copy will stay with the
patient's notes and the third copy is sent to the Administrator. The
purpose of this is two-fold: to ensure that the Administrator is aware that
the pharmacist is conducting the review as contracted and also to make the
Administrator aware of potential problems.

The documentation of consultant activity is dealt with more comprehensively
in 2. 10. Instacare have adopted a style of data collection that results in
the provisicn of absolute statements of activity e. g % error rate in the
administration of medicines, % deficiency in the provision of storage. The
collection of data is itself time consuming

2 regular basls
through the newsletter 'MEDS' > tures e. g
'Tips on Reducing Madication Errors’ ((vi} a).
used for educaticnal sessions. The dissemination
organisation of the educational events usually falle within the sphe
the marketing msnager




PLATE 3.

INSTACARE PHARMACY.

Traditionally packaged
0.T.C. Medicines.

PLATE 2.
INSTACARE PHARMACY.

Storage Racks of pre-packed
Unit Dosage Blister Packs.




2. 1. 2. HEALTHCARE NETWORK.

Healthcare Network ie a subsidiary G Enterprises,
e group owns 70
» network of health
s that undertake fto s
only, and do n-t deal with the general public. The pharmacie
able to offer services to nursing homes other than those in
Enterprises group

The pharmacies in the group are further complimented by Dieticians,
particularly in relation to Enteral Feeding, and Nurese experts in Intra-
Venous Therapy. Each pharmacy has an I.V. pharmacist and I.V. nurse
specialist who work in close conjunction, The pharmacist is responsible for
the preparation of all I.V. additives and T.P.N. The nurse speciallst
maintains a weekly audit of I.V. in the 5. N.F. and provides in-service
training to staff. This service is not availeble to facilities outwith the
Care Enterprise Group

I.V. therapy is used within S.N.F. to a greater extent than we are
accustomed to in the U.K. particularly for the administration of
antibiotics. It is normal practice for I.V. to be initiated in hospital,
and when the patient is transfered to a L.T.C.F. is continued. T.P.N. is
used for the continuing care of patients with carcincma of the gastro-
intestinal tract rather than post—operative nutrition. It is important that
the consultant liases with other specialist services. I was priviledged to
meet with representatives of all three disciplines and found the team
approach refreshing.

The marketing of pharmaceutical services is at local pharmacy level and
relates to both the supply function and to consulting services. They supply
a Medication Cart similar to the Instacare model and dispense medicines in
a similar modified unit dosage blister pack. In fact the practicalities of
supplying a service is much the same as that described for Instacare. I
visited the Culver City (Los Angeles) branch. Every facility receives a
daily delivery of necessary re-fills and a second delivery if the pharmacy
receives a request for new items. An Emergency Box system is operational
The hours of opening are somewhat different to those in the UK I left the
branch at 8.30p.m and the staff showed no signs of stopping work!

As with Instacare, there is a committment to training and active provision
of drug information examples of which are also contained in Appendix VI
((viii} &, b). Their use of documentation has a slightly different emphasis
and is designed more to give a generalised viaw of a situation rather than
an absolute % figure as can be seen in relation to Evaluation of Staff
Performance (ref. para. 2.5.).

In total the Healthcare pharmacies serve 10,000 beds and employ 15
re t

consultants although these a full-time. Each full-time consultant
has a caseload of 1,000 to 1,201 ds and is expected to service 50 heds in
one day. Facilities are charged for th conenltancy on the basis of maximum
bed occupancy allowing 6 hours per month for 590 beds




Healthcare Network has appointed a pharmacist Director of Quality
Assurance., Her influence spans the entire organisation in addition to the
cansultant pharmacist activities that she undertakes. The company' s
consultant pharmacists regularly meet with her and they corporately discuss
such issues as documentation and current legislation. In this way quality
standards are set and implemented

Consultante are appraised by peer raview using standardised forms. The
individual job description states the expected standards of service in
measurable terms and this is linked to the appraisal process. There is a
cshortage of pharmacists in California and recruitment is a problem, If
there are not enough pharmacists, the remaining staff have to work harder!
It is necessary for consultants to make careful plans for annual leave so
that the work continues. As the law requires a visit every 30 days this
must be acomplished or the facility will look elsewhere for its consultant.
One consultant described the necessity to take two weeks leave
strategically placed at the end of one month and the beginning of the next.

The Care Enterprises group is active in marketing and has produced very
attractive individual glossy leaflets for each of 1t's services. They do
not only feature the actusl service but emphasise the supportive features
of their programmes. As an example, the I.V. programme indicates benefits
of staff certification, provision of up to date equipment, pharmacokinetic
drug monitoring, specialist R.N. support, I.V. additive service, policy and
procedure manual, third party insurance cover and the support of a clinical
pharmacist (the consultant pharmacist).

The marketing feature is undoubtably quality. The consultants seek to
enforce quality standards in the facilities. If a nursing home has
established standards the consultant will reinforce them, If the standards
are considered to be inadequate the consultant will introduce the policies
that have been drawn up centrally by Healthcare Network. The claims made
concerning policy and procedure manuals are

(i) Developed by an inter-disciplinary team
(i1) Systems oriented.
(i1i) Written to provide quality assurance monitoring
(iv) Integrated with the educational programme
(v) Coordinated with the internal operations manual
(vi) Revised yearly
and relate to medicines, oxygen, enteral feeding and I.V. Activity is
measured against these standards and therefore there is a continuous
monitoring of quality issues.




2.2. POLICY and PROCEDURE DEVELOPMENT

The consultant pharmacist is part of the team which sets policy and
procedures for the nursing home. The team must also include the Medical
Director, Administrator and Director of Nursing.

The policy and procedure manual is an important {ool which is used both for
3 A f
the instruction of new staff and as 3 standard by which work performance is
) P
judged. It is subject to periodic review. The layout for the policy and
F f b
procedure manual may be represented as follows:

(i} Arrangements for Pharmaceutical Services
- provider of services
- hours of service, after hours emergency telephone numbers
- procedure to contact consultant regarding changes in

prescriptions

Pharmaceutical Services committee
- membership
- functions
Physicians orders for medication,
- verbal ordersg, written orders
- practical aspects of obtaining repeat orders
Physicians orders to discontinue medication (stop orders).
The supply of medicines.
— how this is achieved
- repeat supplies
~ labelling of medicines.

(vi) Storage of medicines.

(vii) Administration of medicines and the records required
(viii) Controlled drugs, storage and records
(i1x) Supply of Emergency drugs
(x) Drug Regimen Review

2.3. NURSING HOME COMMITTEES

All facilities that participate in Medicare and Medicaid programmes are
required to set up committees to oversee all aspects of pharmaceutical

services and it is essential that the consultant participates fully in

these.

The Pharmacy and Therapeutics Committee sets the policy and procedure
manual as outlined in 2.2. A futher important function for this group is to
receive and act upon the quarterly report produced by the consultant
pharmacist. An example of such a report is included in Appendix VI (vii).

In S.N.F. a further committee for Infection Control must also be convened
The pharmacist brings to this group his expertise in the best use of
antibiotics and anti-infectives as well as knowledge concerning the
effective use of disinfectants




INSPECTION of STORAGE FACILITIES.

In America this is referrad to as the Nursing Station Inspection
Regulations concerning storage are the same as those issued by N.A H A in
the U. K.
(1) All medicines must be stored in locked cupboards,
(11)  Access to medicines is resticted to authorised personell
(1ii) Internal medicines to be stored seperately from external
medicines.
(iv) Each patients medicines to be arranged seperately
(v} A locked refrigerator required for medicines requiring
refrigeration.
(vi) Seperate storage in double locked compartment for Controlled
drugs.

A.S.C.P. suggest that this inspection should be conducted monthly though
this is probably not the case. Certainly the inspection features in the
quarterly report. The consultant pharmacist is responsible for ensuring that
problems are corrected. The inspection will probably include a check of
discontinued or Out of Date medicines which require destruction. It is
anticipated that the Director of Nursing will give full cooperation and
support to the consultant pharmacist. (Appendix III (iii) ¢, Medication
Station Checklist).

2.5. EVALUATION of STAFF PERFORMANCE.

A great emphasis is placed upon evaluating whether medicines are given to
patients correctly. Although the administration of medicines is a Nursing
responsibility, pharmacists are concerned to ensure that each patient
receives the correct drug in the correct dose at the correct time. This
procedure involves observation of the nurse administering medicines which
is a stressful activity for both the observer and the observed. The
resultant evaluation is expressed by some as an absolute figure of error by
observing the totsl medication round, and by others as a relative
generalisation commenting on the nurse technique after observing
administration to a few patients. I was concerned to learn that despite the
high profile this is given, error rates are usually in the region of 10%
and may be as high as 40% This candidly means that on a regular basis
nursing staff make an error in technique with one in every ten doses

given. The type of criteria that are considered may include the following

(1) Correct procedure

(11> Verification of medication

(111 Clean technique.

‘iv) TIdentification of patient prior to administration.
(v)  Nurse observes the patient swallow medication

(vi) Nurse offers sufficient fluid with the medication.

(vii} Appropriate use of P.R.N.- medicines.

(ix)  Security of the drug trolley maintained during round.
(»)  Documentation of dose administered and refusals

(x1> Doze administered accurately

list is not comprehensive. Further examples are given in Appendix V &




The resultant data is used as a management tool for training and would be
made available to the Director of Nursing. It then becomes the
responsibility of the D.N. to rectify any perceived problems relating to
medicine administration.

Further evaluation of staff performance is referred to in para. 2. 10., Drug
Therapy Monitoring, Federal indicators recommend that monitoring is
appropriate if & patient is receiving a particular drug e. g. monitoring of
blood pressure in patients receiving antihypertensive drugs. It is the
pharmacist's responsibility to ensure that nursing staff are indeed making
the necessary observations

2.6. DRUG DISTRIBUTION SYSTEM.

The law relating to supply of medicines is markedly different to the U. K,
situation. Medicines are dispensed by verbal or written order from nursing
staff without the original physician's order. The pharmacist must take the
verbal order, check the computer order before dispensing and attach the
label to the dispened item. The actual prescription can be checked on site
by the consultant pharmacist

Although there are still some pharmacists dispensing medicines in a
traditional manner the trend in the U.5.A. 1is to provide modified unit dose
systems. The two companies I visited supply such systems as a marketing
feature for the Consultancy service. Of course the pharmacy consultant does
not have a monopoly of the pharmaceutical supply due to the issues of
patient choice as described in Section i. However, if the consultant
operates from a supply base it is very likely that the majority of patients
will be supplied from his company.

The sytems are similarly designed and consist of blister packaged
tablets/capsules presented on a card of between 28 and 32 dosage units
These are filled and heat sealed in the supplying pharmacy and a label
attached to the top of the card. There are no markings of a) day of the
week or b) time of dsy. This is simply a sophisticated pre-pack container
the contents of which can be conveniently and hygienically removed one at a
t ime.

These 'cards' of medicines are stored within the Drug Cart as referred to
in 2.1.1. The storage is comprised of a filing system within one of the
drawers on the Cart. Cardboard dividers detailing the patient's name are
placed to segregate each patients medicines (Appendix VI (ii) Y. There are
different files relative to the administration round that a medicine is
required for. The whole drug cart is moved from room to room and doses
given directly from the originsl 'container' which has all the relevant
details of dosage includad on the label.

e
-
Y

The practical aspects of dispensing are made very easy using this type of
system, Each card carries sufficient unit doses to provide for one dose
daily for one month. If a patient is receiving a medicine thres times
daily, the pharmacist dispenses three cards and each of these is filed in
the appreopriate section of the drug cart relating to the dosage times




In addition to the unit dose cards, the Cart is designed to accomodate
traditionally dispenced containers i.e, bottles, in one of the narrow
drawers. Large bottles of liquid medicines have s seperate section and
there 1= also a double locked drawer in which Controlled Drugs are stored
This piece of equipment is the main storage item for medicines within the
nursing home. A measure of the sucess of thie type of distribution sysienm
was seen in the large number of exhibiting manufacturers at the A.S.C,P.
Conferernce,

Prior to the introduction of modified unit dose systems into L.T.C.F. the
traditional method of administration involved the preparation of medicines
in pots which were then carried to each patient's room on & tray. Details
of the drug(e) dosage and patients name were recorded on a card which was
placed in & slot on the tray. The potential for error in this systenm is
higher than with a unit dose system. It is probably still in use in some
facilities though I did not see any

2.7. EMERGENCY DRUGS.

I was surprised to learn that federal law requires that a patient shall
receive prescribed medicine no later than 4 hours after that medicine is
prescribed. To put this legislation in context I should add that nursing
homes  are often large distances from their supplying pharmacies. (In one
case I know of, the distance is 150 miles). This poses a practical problem
and the remedy has been to place a box of Emergency Supplies within the
facilities.

These boxes carry a variety of medicines; oral and parenteral antibiotics
drugs to treat allergic reactions, respiratory spasms, cardiac arrest and
Controlled Drugs. The box is sealed rather than locked. When the seal has
been broken the entire kit is replaced. The consultant pharmacist is
required to supply and monitor the use of emergency drugs and to check that
all of the contents are within the expiry date on each visit

Facilities do not pay for this service. The supplier normally reduces the
physician's order by the number of doses removed from the emergency box. It
is a vital service to the nursing home. Failure to administer a dose of
prescribed medicine within the specified 4 hours would attract the state
surveyors a.tention. Supplying pharmacies are sometimes driven to make sub-
contracts with other pharmacists to ensure that emergency supply is
covered,

I was concerned by the problems of drug abuse that this system seems to
encourage. Loss of controlled drugs within facilities is a regular
occurrence and particularly from the emergency box. When the box is
received back in the pharmacy the record indicates what the box was opened
for (Appendix VI (i1ii) &) Emergency Kit Log Record), It often happens that
controlled substances are missing although not recorded as used for
patients.




2. 8. STAFF TRAINING.

The training of Nursing staff in the safe and 2 handlingz cf
medicines is considered to be an integral part of the pharmaceutical
service to the nursinz home. The educational programmes are organised for
varying purposes:

(1) The induction of new staff
(ii) The introduction of new legislation
(111} An update on new drug therapies
(iv) Re-training where there is a deficiency in performance
(ref. paragraph 2.5.)

The educational programme is part of the marketing strategy. While most
training will be given on site there are occasions when corporate meetings
are organised. The Instacare group have commisioned a conference room in
their new San Antonio premises and hold regular meetings for Administrators
and Directors of Nursing from the facilities they service. Such meetings
attract sponsorship from pharmaceutical companies

The American Society of Consultant Pharmacists has produced video
recordings for training sessions on specific drug groups e.g. anti-
convulsants

2.9. DRUG INFORMATION.

The process of providing drug information can be described as pro-active or
re-active. Pharmacy consultants are expected to undertake both. Information
relating to new products is closely linked with the process of training
dealt with in 2.8. but the consultant must be available to answer drug
enquiries from medical, nursing and administrative staff at any time and
not only when he is on the premises. This cover may be arranged through an
‘on-call' system utilising the total pharmacist resource of a company
rather than the specific consultant being constantly called. It should be
apparrant that these requirements are substantial for the consultant
working independently. The larger companies have invested considerable
resource in the provision of drug information (see Appendix V (vi), & VI
(viii). A monthly edition of a newsletter requires expertise and
commitiment and this may not be availsble to the independent consultant

2.10. DRUG REGIMEN REVIEW (D.R.R.),.

aid and Medicare

The regulations for L.T.C.F. to participate in the Medic
effect from October 1980 to state the

programmas were ammended with
following:

* The drug regimen of each resident must be reviewed
at least once a month by a licensed pharmacist. The
pharmacist must report any irregularities to the
attending physician or the director of nursing, or
both, and these reports must be acted upon.’

The objectives of a drug regzimen review are %o ensure that therapy is




conducted properly and that drug-related problems are identified and either
prevented or resolved. The review should correlate all the relevant nedical
information of diagnosis and laboratory test results and on the basis of
this data make recommendations concerning drug therapy.

The process of monitoring should provide assurance in the following four
categories:
(1) Medication is contributing to the patient's optimum
quality of life - treatment, cure, re-habilitation
(ii) Adverse drug reactions are prevented or reduced by
avoiding duplication, drug interactions, contra-indications
over—dosage or inadequate dosage, hypersensitivities
(1ii) Medications are reduced to the least number required
(iv) Cost effective prescribing.

2.10. 1. STAGE 1. EVALUATION of DRUG THERAPY.

The first stage of review is for the consultant to ensure that the
medication ordered represents optimum therapy for the patient. Each
medication order must be supported by an accurate written diagnosis or its
need identified by a laboratory test. When a drug is ordered 'as required’
it must have specific indications for use. A.5.C.P. have summarised this
stage as ensuring the eight 'rights' of drug therapy

right drug

right patient

right time

right amount

right dosage form

right route of administration

right (desired) response

right record of administration
Access to patient's medical history and communication with other health
care professionals is essential to determine whether the drug therapy is
optimal for the individual,

2.10. 2. STAGE 2. MONITORING the ADMINISTRATION of MEDICATION.

The second stage of review is to monitor whether or not the patient has
received the medication as ordered by the physician. This includes
inspection of the relevant record charts not only to see if nureing staff
have administered the medication but to see if there are any reported
refusals by the patient or contra-indications to the therapy on the basis
of observations. Part of this stage involves the evaluation of nurse
administering techniques as described in 2.5

2.10. 3. STAGE 3. EVALUATION of RESPONSE to DRUG THERAPY.

To arrive at an evaluation of drug therapy the consultant nust review
laboratory data and nurse assessment of the patient's physical condition
and behaviour, with particular reference to side-effects or adverse drug
reactions, A decision may be needed on the basis of risk/benefit for the
individual patient. If a problem is identified the consultant must make a
recommendation regarding the means to correct the problem
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2.10. 4. STAGE 4. RECOMMENDATIONS.

Once a problem area is identified, the consultant must communicate the
observations to the appropriate practitioner with definite recommendations
for action. The process of communication is vitally important and must be
conducted in such a manner that a posiftive outcome is achieved without
upset to inter-professional relationships. The consultant's responsibility
goes even further than this to verify that a response to the
recommendation, whether positive or negative, 1s received

Of prime importance i1s the acceptance by prescribers of the recommendations
made by pharmacist consultants., An A S.C.P. survey shows that 70% of
physicians almost always or freguently accept the advice given (Diagram 2,
page 34). This would seem to indicate that the physicians and pharmacists
agree the fundamental potential problems that warrant attention. The survey
also produced information concerning the type of recommendation made and
its relative frequency and this information is included in Diagram 3 (page
413,

In all aspects of D.R.R. the consultent must have the full support of the
facilities' staff.

2.10.5. FEDERAL IMNDICATORS.
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Although the complete list of federal indicators is printed in

Appendix VIII, I have included a brief summary here to emphasise the
stringent requirements expected of physicians, nursing staff and consultant
pharmacist.

A. Number of reviews compared with bed occupancy
The number of reviews should mirror the average bed
occupancy through the & monthe. A non-compliance
finding would be expected if a 100 bed facility
consistently provided only 50 D.R.R. per month.
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cAverage prescription utilisation

The national average number of prescriptions per patient per

month is 6. 1. If the average within the facility is
significantly greater than this, it way be indicative that the

<R 15 not being adequately performed. When making this

esement the surveyor must take into account the type of

ient within the facility
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). Excessive reviews on the same date
As previously mentioned, the anticipated average time required
to adequately perform D.R.R. is one day for 50 patients. If
records indicate significantly more reviews on the same day
this may be an indication that the D.R.R. is inadequate

- Apparent Irregularities.

These indicate potential drug therapy problems and are the

basis for consultant recommendations to physicians and

nursing staff. Although there are 33 "drug therapy

circumstances' I have grouped them into 6 categories

a) Un-necessary drugs or excessive dosage e.g. sedatives

b) Excessive duration of drug therapy e.g. antibiotics
continued beyond the 'stop' order.

¢} Inadequate drug monitoring e.g. anticoagulant therapy
without monthly blood clotting test

d) No documented diagnosis or clinical symptoms to support
drug therapy e.gz. digoxin used without an appropriate
diagnoeis.

e) Duplicate therapy e.g. 3 or more analgesics given
concurrently

f) Anti-psychotic drug use (refer 2.10.6.)

Consultant pharmacists do not rely upon Federal Indicators but must ensure
that the facility complies as far as possible with them

2.10.6. 0.B.R. A, REGULATIONS

fa

came into effect in Octcber 1990. This piece of legislation
sensitive issues relating to patient's righte and the
ulations could be described as a remarkable achievment in
ation to drug therapy alone.The rights that are specifically stated
nclude the right of the resident to be fully informed about

his/her medical condition and total haalth status; the right to refuse
reatment or participate in clinical research; and the right to self
administer drugs if this is deemed appropriate by the physician
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3 J upon the provision of guality care with
particular referenc o the 1 = res; the provision of
a nutritional diet; ie unavoidable
and the use of catheterisation only when - the
statement which ralat to drug therapy r
for patients:

Considerable empha
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The resident has the right to be free from any
pbysical restraints imposed or psychoactive drug
administered for purposes of discipline or
convenience, and not required to treat the
resident's medical symptoms. '’

Each patient admitted to a L.T.C.F. must now be comprehensively assessed
for physical and mental ability and from this assessment a total health
care plan is determined. The assessment must include diagnosis of medical
conditions (Appendix IX). Before a patient may be prescribed an anti-
psychotic drug, his/her medical condition must be diagnosed as within one
of the 12 diagnostic groups for which these drugs are indicated. (The list
of diagnoses can be found in Appendix X). If the patient's diagnosis is
Organic Mental Symdrome i1t must be further substantiated by observation of
behaviour.

There are patients already resident in L.T.C.F. who have been prescribed
anti-psychotic drugs inappropriately. The regulstions now require that the
dosage is reduced until optimal benefit to the patient is achieved and if
possible discontinued. The dose reduction must be carefully handled {o
minimise the effects of withdrawal which characterise these drugs

In anticipation of these regulations some consultant pharmacists have
already begun this activity. One such pharmacist in the San Francisco Bay
area produced a poster at the A.S5.C. P. conference to show the effects of
implementing the regulations over an 18 month period. He detailed anti-
psychotic drug usage in a number of facilities with total beds of 3,800. In
March 1989 there were a total of 566 patiente receiving anti-psychotic
drugs 1i.e.16. 4% By September 1390 the overall number of patients had
decreased to 449 i.e. 11,7% The results from 3 of the facilities involved
are summarised in Table 5

Table 5. COMPARISON of ANTI-PSYCHOTIC DRUG USAGE in THREE L.T.C.F.
in the SAN FRANCISCO BAY AREA

Facility. No. of Beds. Patiente receiving Anti-psychoti
March 1989 January 19990




2.11. DOCUMENTATION

The use of documentation must addrese a number of issuas: the primary
documentation must be aimed at improving patient care by being patient
oriented; it should honestly evaluate the performance of the consultant
pharmaciet by measuring actual achievement in patient care; 1t must provide
a facility with the necessary administrative reports to indicate what level
of service is being conducted; and finally it should provide a
justification for the service as a whole. The documents that I saw in use
fall into one of the following three categories-

2.11. 1. NURSING HOME RECORDS.

As in the U. K. a record must be kept of all medicines administered (or not
adninistered) to a patient and these records must be retalned by the
facility for the specified time according to sfiate law. This is probably
even more pertinent in the U, 5. A given the high proportion of legal cases
brought against physicians. A description of these charts is included in
2. 1. 1.

In addition to the regular prescription charting there are at least two
other charts in use for specific drug groups:

(1) Antibiotics.
The use of an antibiotic is time limited. A course is
usually given for 5 to 7 days and it would not be practicable
to ammend the computerised administration chart within this
time scale. Thus, an extra chart is provided when the medicine
is supplied (Appendix V i) o).
Controlled Drugs (C.D.)
In this case the additional chart is intended to enhance
security by providing a continuous check of the remaining
balance in addition to the record of administration.
In some instances, a chart is provided for staff to log that
the balance of all C.D.s 1s correct at each duty changeover
(Appendix V (1i) &,

In both cases the additional charting procedure raises the awareness of
staff to be more vigilant in dealing with these medicines

2. 11, 2. CONSULTANT PHARMACIST RECORDS.

All consultant pharmacist activities are fully documented, both to provide
a summary of the work undertaken in the facilify and as & measure of the
effectiveness of the interventions made. It is a process of continuing
quality control assessment to satizfy the State Surveyor's requirements and
to monitor patient benefits.

Possibly the most important document to the consultant pharmacist is the
Drug Aszessment Form which is used to detail each patient’s medication,
diagnosis and clinical tests which indicate the necessity for the
medication (Appendix V (iii) a). On admission the relevant data is logged
on this form. At each subsequent D.R. R the consultant ammends the form.
with details of laboratory tests, observations and indeed any alteration in
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the drug therapy. The form also is used to record a summary cof the
recommendations made by the consultant pharmacist as a result of D.R. R
These forms sre kept together in one file, seperate from each patient's
file, within the facility as it must be available to the state surveyor.
(Similar documents are being developed within the U. K. clinical pharmacy
set upd.

Effective communication of recommendations is an absolute necessity and may
ba directed either to nursing staff or physician depending on the nature of
the irregularity. Most recommendations are made in writing to ensure that
they eventually reach the appropriate practitioner. Both Instacare and
Healthcare Network use self-carbonating notes. The original copy is sent to
the appropriate practitioner and a carbon copy is retained with the
patient's notes. When a response is received, and this may be part of the
original communication slip, this iz also filed in the patient's notes with
the copy. It becomes immediately obvious at the next D.R.B. if a rasponse
has not been received. By differing means both companies ensure that the
administrator is kept fully informed of all communications and their
eventual outcomnes

More sophisticated documents are being compiled to ensure that the O.B.R.A.
regulations are implemented as described in 2. 10.6. Consultant pharmacists
are maintaining seperate profiles for patients receiving psychotropic
medicines particularly when their use does not fall into one of the 12
diagnostic groups and a reduction in dose is planned. These documente aim
to correlate patient behaviour with dose, thus indicating if the dose
should be further reduced, remain the same or be increased. (Examples are
included in Appendix V and VI).

2.11.3. QUALITY ASSURANCE DOCUMENTATION.

Some of the documentation determines staff performance e.g. medication
administration observation, It is not intended for disciplinary action but
as a tool for training where a deficiency is noted

Storage such as the Drug Cart and the Medication Station are subject to at
least quarterly inspection by the pharmacist, and individual patient
medication inventory at least monthly by nursing staff. The forme provide a
standardised means of inspection and are designed to be completed as
speedily as possible. They provide an enormous amount of detail to the
facility

Every quarter, the consultant pharmacist must make a formel report to the
Pharmacy and Therapeutics Committee. This report is a summary of all the
gathered information C(APPENDIX VI (vii) ).

I was almost bewildered by the volume of decumentation and I do not intend
to give a rationale for every form I collected during the visit. On the
whole I felt that each of the documents had a designated purpose and was
not merely data collection, In addition to quantifying the quality
assurance of the service given by the consultant pharmacist, there are
possibilities of stating measurable benefits both to individusl patients
and to L.T.C.F. If the recommendations of the pharmacist result in a
reduction of the number of prescriptions per menth, this can be expressed




as a dollar saving. Not only ie the csaving of benefit to the person
responsible for paying the druz costs but there iz a saving to the facility

n
i

the nurse time required to adminicter drugs. By stipulating an average
me required for a‘nurse to administer one dosage unit, the aoversall tinme
caving when x patients no longer require y dosage units per day can be
converted into an annual saving of nurse time expressed in dollars. The
documentation takesz on a new perspective when it proves the financial worth
of consultant pharmacist activity in the nureing home. The savings achieved
by consultant pharmacists in 1987 are shown in Table &.

Table 6. COST EFFECTIVENESS of DRUG REGIMEN REVIEW by PHARMACISTS.

Financial Saving

No. of prescriptions eliminated. 7, 430, 000 $ 81 million.
No. of hospitalisations prevented. 79, 822 $224 million.
Nursing hours saved. 26, 500, 000 $154 million,

These figures were gathered during one year (1987) for 880, 000 nursing home
patients

2.12. OUTCOMES MANAGEMENT.

The varying taesks described throughout this section indicate practical
committment to the concept of Outcomes Management. I would therefore like
to briefly consider quite what this entails.

The initial stage is for the care teanm to accept the need for managing
outcomes i.e. to specify an achievable health care goal for each

patient. There are subsequently three stages in the management of outcomes
Process, Structure and Outcome

PROCESS is a statement of the work undertaken and details the activities of
both carer and patient

STRUCTURE is a statement of how this activity is carried out e.g. Policy
and Procedure documents. To have a good structure requires the use of
techniques and 'tools' such as drug formulary, drug utilisation review
discharge counselling of patients, nutritional support. The service must
display characteristics of ccnsistency both in terms of time and in
relation to individual patients and must be independent of personality. The
standard of practice must always be at or above the minimum standard.

The OUTCOME is the effect that the 'work' has upon the health status of the
individual patient in ferme of physiological and peychological behaviour.
Positive patient outcomes may be
(1} Cure the disease
(11> Eliminate or reduce
(111> Slow down a diszase
(iv) Prevent a disease
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Outcomes cannot be achieved withou irst establishing a good process and
structure within the system but it ic al: S8 0 recognise that the
outcome may be death, disease, or disabi . (A 1idiv XT A Paradigm for
the Management of Patient Outcomes?

2.12. 1. CLINICAL INTERVENTION.

Clinical intervention can been defined as the responsible provision of drug
therapy for the purpose of achieving definite outcomes that improve a
patient's quality of life. Irrespective of the branch of the profession
that a pharmacist opperates within, his main functions are to IDENTIFY
potential and actual drug related problems; to RESOLVE actual drug related
problems; and to PREVENT potential drug related problems. I have included a
list of potential problems

(i) No prescribed drug for appropriate indication.
(11>  Wrong drug
(111> Too little of the right drug.
(iv)> Too much of the right drug.
(v)> Non compliance.
(vi) Adverse drug reaction
(vii) Drug interaction,
(viii) No medically valid reasen for patient to receive drug

2.12. 2. OUTCOMES MEASUREMENT.

The criteria that can be employed to measure outcomes may be considered in
three categories

(1> Functional status - the patient's physical and mental ability
(11> Health status - the patient's anatomical and biological status.
(1i1) Quality of Life - symptoms, emotional status, sleep patterns,
energy level, cognitive ability, social
interaction.

The documentation relating to these issues must primarily be aimed at what
improvement to patient care has been achieved. I was pleased to note that
the attitude of consultant pharmacists was very much motivated to this end
and the issues of quality care were more important than imposing federal
standards,

Following on from this is the important process of evaluating the impact of
the care being given. As far as the pharmacist is concerned this
measurement may be a reduction in number of prescriptiens for inappropriate
drugs e.g. psychotropic drugs

2. 13. MARKETING.

Although I asked sp
pleassantly surprised by the relatively low

ecific questions regarding marketing stategy I

emphasis it received. Th
be because the U. S way of life is =0 competivitive that my contact
not consider marketing to be anything other than normal business sense. The
session given to this subject at ths Conference was poorly attended. The
presentation was good and sought to remind pharmacists that marketing of
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the 'product’ needs special attention principally because pharmacists are
seeking to market a Service Profession, not a Product Business!

2.13. 1. COMMITMENT to THE COMPANY.

All the healthcare professionals that T met with were totally committed to
the company they represented. I have phrased the remark deliberately for
each consultant, executive director and individual worker acted as a
representative of the company. The Director of Mureing in the Camlu Care
Centre firmly believed that they were able to give excellent care and
indeed were striving to be thought of as the best nursing home in Texas
They are achieving 95% bed occupancy without advertising but are prepared
to give their time to prospective clients and relatives. Likewise, the
consultant pharmacists expressed unsolicited praise for the systems
infroduced by their respective companies

The company presentation is as important at the worker level as at the top
The attitude of the receptionist or dispensary technician who answers an
enquiry can make or break the company's standing in a facility.

There 1s a lot of media advertising for health care but during my visit I
did not see any that related either to consultant pharmacists or to nursing
homes.

2.13. 2. CLIENT NEEDS

All marketing must be preceded by a sound knowledge of what service the
client requires. In a sense, pharmacists are concerned with educating
clients in what a good service comprises and what are it's benefits
Uppermost in the minds of Administrators and D.N.s is the federal
requirement to engage the services of a pharmacist. I have highlighted the
possibility of 'paper' consultants (and these undoubtably exist) who will
undertake to provide D.R. R. without the supporting services I have
described in this Section. It will probably be a much less expensive option
in the short term and therefore attractive to the less scupulous health
care provider. Consultant pharmacists who seek to provide the best service
must emphasise the patient care benefits

The general public expects to find in a pharmacist varying qualities
accuracy of dispensing; prompt service; reliability; relevant information
about medicines; the application of professional knowledge and
experience. In short a pharmacist must present himself as a person who can
be trusted to give expert service. This is very much the image that
consultant pharmacists wish to convey

The setting up of companies totally devoted to supplying L.T.C.F. is in
itself a marketing festure where they seek to address the whole needs of
the facility from documentation to the specialist service of I.V.
additives, both of which are designed to meet the needs of the nursing
staff by improving accuracy and reducing the work load.




Healthcare Network's summary of marketing featurss are:

(1) Improving patient care
(ii) Systems which are easy to use and save time
(111> Support to meet with the regulations
(iv) Cost effectiveness

2.13. 3. MARKETING TECHNIQUE.

The marketing manager for Instacare has been a pharmacist within the parent
company and has merely moved into another sphere of the profession. He spent
time with me to explain how he introduces the service to prospective
clients and came over as = comfortable person who believed completely in
his company but more so in the profession of pharmacy and the cantribution
it is making to health care. This approach I found wholesome and utterly
believable. There is no hard sell technique which might be associated with
the U.S. A and there is good after care to ensure that the company is
delivering what has been promised

Loss leaders are used such as the Medication Cart and Emergency Drug Bozx.
Others are less obvious. The healthcare pharmacy I visited had
subcontracted to a community pharmacist to supply emergency items to a
facility that was a vast distance away. As Healthcare received a request it
faxed a further request to the pharmacist in that locality for a supply to
be made to cover 5 days until the next delivery. (Healthcare were then
making two deliveries per week to this particular facility), The pharmacist
was then reimbursed by Healthcare at a marginally higher level than
Healthcare received from the facility. However, the importance to the
company of retaining the consultancy contract prompted this relatively
insignificant loss of earnings.

The marketing does not seem to be aimed at particular types of facilities
All establishments are targetted and this is now developing into fields
where the law dose not require specialist pharmacist services to be
available e.g. prisons.

I was aware of some vague references to other consultante working the
"patch'. These companies know their competitors weaknesses and strengths
and they do not underestimate them.

The companies that strive for high quality standards are becoming sucessful
mainly because their systems are proving beneficial to patient care and to
carer. They are proving that the consultant pharmacist is not only
valuable but is in fact an indispensible member of the facility team




SECTION 3. MARKETING PROFESSTONAL (PHARMACEUTICAL) SERVICES in U.K,

My identified objective when applying for this Travelling Fellowship was

to test the feasibilty of marketing a professional service within the U. K
and particularly within the Norwich area. There are 33 private nursing
homes/hospitals currently registered with the Norwich Health Authority
which represents 1,053 beds., With the exception of cne private hospital (74
beds) none of these establishments have pharmaceutical advice on a
contracted basiz and there is certainly no defined 'clinical' involvement.

Nursing homes are now an eszential part of healthcare provieion in the U.K.
and it is estimated that the beds available amount to 26% of those provided
by the M. H. S. for Acute services

To understand more fully the marketing potential 1t iz important to
understand the current situation regarding pharmaceutical services with
particular reference to private nursing homes.

3. 1. PRIVATE NURSING HOMES in the U.K..

A Nursing Home is defined in the

establishment that offers 24 hour

regicstered with the Health Authority

home is located, and before a nursing

to inspection by H. A, officers including a pharmacist

each H. A, to set the level of participation and most authorities a
standards recommended by N. A H. A, Inspactions are required twice
though the recommendation regarding pharmaceutical inspaction is
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3. 1. 1. PHARMACEUTICAL INSPECTION.

The basis of Guidance regarding medicines is contained in Guidelines
supplied to the nursing home when registration is requested. All
pharmaceutical inspections of the nursing home monitor the implementation
of the guidance given. The Guidelines in use within Norwich Health
Authority are included in Appendix XIII. Although the inspection of records
includes patient's individual medication charts, time would not permit this
ta become a therapy monitoring exercise and indesd it could be perceived as
unwarranted interference. The role of the inspecting officer is to ensure
that systems exist, and are operational, that will ensure each patient
receives the medication that has been prescribed in the correct dose and at
the correct time. During my discussions with consultant pharmacists in
U.S.A. I was constantly referred to as an equivalent of the State Surveyor
and this is true to a degree

3.1.2. SUPPLY of MEDICINES.

Although patients in nursing homes are technically speaking in the 'private
sector’ nearly all of them receive a supply of medicines through the
Naticonal Health Service i.e. their prescriptions (F.P.10) are wriftten by
General Practitioners and dispensed as though the patients were living in
the community. Of those patients receiving medicines by this means, very
few if any are subject to prescription charges. Some medicine coste may be
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incurred by the nursing home 1f ‘household remedies' such as cough remedies
are purchased.

If a patient receives completely 'private’' treatment, he/she will become
ligble for the cost of medicines. Most private care is offered through
insurance cover but there are some occasions when a patient obtains
medicines with a private prescription and this must be pald for by the
patient. In the few instances when the establishment retains its own
"in-house' pharmacy the supply of medicines is from a central stock and a
charge is made to the individual patient's account

3.2. CONTRACTS for PROFESSIONAL PHARMACEUTICAL ADVICE.

In November 1989 the profescional advisory role of community pharmacists
wae recognised and there were two new contracts available with F.H. S. A,
namely the provision of pharmaceutical advice to private residential homes
and the maintainance of patient’'s medication records in pharmacies. The
most pertinent for consideration in this report is the former.

3.2.1. RESIDENTIAL CARE ESTABLISHMENTS.

At present, a residential home must also be registered but with the Local
Authority and not the Health Authority. Inspection is conducted annually by
local authority officers who gain advice in professional matters from the
appropriate health authority officers. My own experience has been to
contribute to the drawing up of Guidelines but not to participate in the

inspection process though from time to time I may be called in to a problem
area. '

3.2.2. NATURE OF THE CONTRACT.

The impetus for this contracted service rests with the pharmacist who is
required to approach the owner/manager of a residential home with a request
to offer professional advice in addition to the supply service. If the
owner/manager agrees and if the pharmacist has undertaken the Royal
Pharmaceutical Society's ‘learning package', application may be made to the
local F.H.S.A. for the contract to be implemented

At the present time there are no nationally accepted quality standards for
this contract. Individual F.H.S.A. set the criteria and monitor the
compliance. There are three differing payments: initial visit payment of
£30.00; thereafter an annual fee of £200.00 for residences up to 20 beds,
and £350,00 for residences larger than 20 beds. At this lavel of payment
very little time can be devoted to individual residences and drug therapy
monitoring is unlikely to be carried out on a regular basis. T have roughly

40% of that spent per patient in U. S A (for
a 40 bed residence). Because the funding is flat rated, the larger the
establishment, Fim s available per resident and many residential
homes are now much la an 20 beds

The contract is usually granted to the supplying pharmacist and there is
little or no differentiation ketween the roles of supply and advice




Conzequently the ethical problem also arises in the K. that a reduction

in prescribing per patient adversely affects bus

u.
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3.2.3. EXCEPTIONS to the CONTRACT.

This coniract does NOT extend to private nursing homes. I am sure that many
nursing homes receive a similar service to that contracted by residential
homes although the pharmacist concerned receives no central remuneration

It is certainly a fact that a number of the nursing homes in Norwich Health
District are supplied by Dispensing Doctor practices and therefore receive
no intervention by a pharmacist other +than the inspecting pharmacist from
the Health Authority

Residential establishments do not have to accept professional advice from a
pharmacist. This does not mean they are unwilling to accept advice but the

point I wish to convey is that the advisory role is not mandatory, nor does
the pharmacist have any right fo enforce changes in practice. The contract

therefore becomes curiously less effective than it might be, because of the
funding arrangement to provide it, the limited scope that is possible, and

the fact that such activity does not have a basis in law

3.3. CLINICAL PHARMACY SERVICES within the COMMUNITY.

It is within the scope of all pharmacists to expand their areas of
professional activity irrespective of their current position. I am
particularly concerned to explore the model of providing a service of
professional activity from a H. A, background but this in no way seeks to
exclude pharmacists in community pharmacy, industry or acadenmia

Clinical pharmacy services are developing within the managed service and
indeed are considered to be the most effective way forward for hospital
pharmaceutical services. The East Anglian Region has for some years
provided training in a Clinical Pharmacy Diploma as have most other
regions. Consequently a group of clinically experienced pharmacists is
growing within the hospital structure and as yet this is not repeated to
the same degree by pharmacists in other sectors of the profession. With
expertise to hand the H.A. based pharmacists have a stong starting position
for the type of professional service that I feel ought to be available to
the community.

I would be foolish to think that the marketing of professicnal services
could proceed without problems. Prior to my visit I gave consideration to
identified weak spots in the proposad service. I deliberately sought out
comparable situations in the U.S. A. to identify how they had been resolved
and, to my amazement, did find appropriate models for most of the problem
areas

3.3.1. RELATIONSHIP of CONSULTANT to SUPPLIER

At the outset I perceived it to be a major drawback that I was purporting
to give advice without naking the supply. I have indicated that the supply
of medicines to facilities in the U.S.A. does not ceme from one source so
that even if a 'supplier' also gives advice there sre still other suppliers
to the facility.
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All consultante I spoke with made contact with other supplying pharmacists
and if problems were encountered with supply or legal matters would raise
the issue as appropriate. This did not assure remedial action bhut the
consultant is required by the facility to act on behalf of the patient in
all matters concerning medicines

I have come to the opinion that the patient interest ic hest servy
system that seperates the role of supplier and advisor either b

two agencies or by the supplier employing a pharmacist dedicated

the role of advice

I referred in 3.2.2. to the current contract with residential homes. This
contract is granted to the supplying pharmacist. In the course of some
contracts being granted, pharmacists are losing their supply function to
other pharmacist suppliers and there is currently much debate in our
profession. In marketing any professional service it will be necessary to
emphasise that the employment of an agency consultant will not affect the
supply function but rather work in conjunction with it, With careful
negotiation, the introduction of agency consultancy should not prove to be
unacceptable or threatening either to community pharmacists or dispensing
practices. This does not represent a weakspot so much as a sensitive area
which should neither be underestimated nor cverplayed

The U. K. set up is in a better position than the U.S.A. due to the
existence of Regional Pharmaceutical Advisors who advise F.H.S.A. on
necessary pharmaceutical standards, and District Pharmaceutical Officers
who at local level are the liason link between the managed pharmacy service
and community pharmacy.

3. 3.2 NURSING HOME LOCATION.

The second perceived weakness was the distance of nursing homes from the
H. A. base. Time taken in travelling to nursing homes accounts for a good
proportion of the time involved in inspections and there are benefits when
the pharmaceutical advice ig literally on the doorstep

Distance does not feature as a problem in the U.S. A, While for most travel
is easy using the Interstate system this is not always the case. Travel to
any destination in Los Angeles takes considerable time due to the volume of
traffic. Healthcare Pharmacies are not deterred in providing supply and
consultancy to nursing homes as far away as 150 miles and the same is true
of Instacare in Texas (although the driving admittedly was easier). What
they are careful to ensure is that there is sufficlent back-up to the
nursing home by being available at any time to answer enquiries relating to
medicines

The most distant nurzing home within Morwich Health Authority is within one
hour's travel hy car and would therefore seem to be less of a problem than
I had first imagined but any scheme must assure availability of
pharmaceuticzl advice when it iz nesded

Closely relatad to this is th concept of time mansgement and this aspect
is closely monitored by both ztacare and Healthcare Network
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3.3.3. ACCEPTANCE by MEDICAL PRACTITIONERS.

The sucessful provision of clinical pharmacy services depends largely upon
medical practitioner acceptance of the service. In the U. . medical
practitioners are granted independent clinical judgement without legal
restriction and any intervention by a pharmacist to recommend a change in
therapy must be with the cooperation of the prescriber. The A S.C.P. data
indicates good acceptance by prescribers when therapy changes are
recommended (Diagram 2, page 34). A.S.C.P. have researched factors which
influence prescriber acceptance of pharmacist recommendations and these are
chown in Table 7

2
n

Table 7. Factors affecting Physician's Evaluation of Pharmacist's Advice

1 -~ 6 Point Scale: O = not important; 6 = extremely important
Significance of Therapy recommendation. 5.
Communication method used by Pharmacist
Pharmacist’s reputation.

4. Agreement of Facility Staff with recommendation

In those areas where clinical pharmacy has been introduced in U. KX
hospitals there has also been a good response by medical staff

Good inter-professional working relationships take time to develop and a
premature movement into the field of Drug Therapy Monitaring without prior
discussion with the relevant practitioners could jeopardise the scheme

3.3. 4. LEGAL REQUIREMENTS.

Probably the most significant weak spot that I could identify was the fact
that the law does not stipulate that drug therapy should be regularly
reviewed, Achieving acceptence of professional services across the board
may be difficult to achieve.

I was constantly reminded by what I heard in U.S.A. that so much of our
health care practice is dependent upon 'gentlenmens’ agreement’'., The
emphasis in America is upon federal or state law. The clinical freedon
already referred to is now coming under close scrutiny in the nanaged
service as we move towards cliniczl audit, the aim being to reduce
wdividusl budget a health authority has

u
1
expenditure. Probably the largest in
{excepting staff costs) 1= for drugs. The introduction at local level of
Formulary management is indicative of the changes in attitude and this type
of enterprise is reaching the individual practitioner as the era of
'indicative budgets' approaches. It would seem that clinical freedom is
soon will he!

I would suggest that the time is fast approaching when the issues of drug
therapy monitoring by qualified pharmacists for patients in private nursing
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homes/hospitals, and reszidents in idential care must be addres:

Recently & question was posed to inister for Hzalth in the

Commons regarding the prescribing o anti-peychotic drugs for residents in
private care to ease the burdsn on worked staff. I have no proof that
such drugs are used generally for ! in the
private sector but I very much regret that in some instances they probably
are. Legislation similar to the 0.B.R.A. regulations is as appropriate in
the U. K. as in the U. 5. A, However it cannot be effectively introduced until
the law also requires that all patients/residents have regular drug therapy
monitoring.

3.3.5. FUNDING.

Unless Drug therapy monitoring ie made mandatory, the issue of funding
remains the greatest hurdle of all. How can we obtain the funding for the
provision of professional service to an establishment which is not
required, either by law or by local registration authority, to purchasze the
service? This is the one issue that I was unable to find a similar model
for.

Expectations of the N.H.S. have beacome so great that it can no longer
fulfil everything that is medically possible. There simply is not
sufficient resource. Criticism features prominently in the media relating
to high expenditure drugs or technology, and yet it fails to recognise the
overwhelming benefits to society that are a daily achievement of the M. H. S
Because the service has appeared to be 'free' it is not always appreciated
and in some cases is in danger of being abused., I am not suggesting that
the N.H.S. should not be available and free to all but I am suggesting that
central funding for all aspects of the N.H. G. may be unhealthy.

A nursing home does not have to pay for patient's medicines since they are
supplied by the N.H.S. and hence there is no financial incentive for the
nursing home owners to reduce the number of prescriptions per patient. A
residential home does not have to pay for pharmaceutical advice because
contracted pharmacists are paid from central funds. Again there is no
incentive to obtain through the contract a defined standard of service. It
is possibly more worrying that although good advice may be offered, there
1s no responsibility on the part of the owner to act upon the sdvice

The aspects of daily life that we each pay for are treated with respect in
proportion to the cost! In a similar vein, {f individual residences and
private nursing homes were resposible for funding pharmaceutical 'eadvice’
the service would probably move into a new dimension.

3.3.6. STAFFING.

The pharmaceutical profession has been faced for : ng time with the
problem of insufficient practising pharmacists. P this is due to the
relatively high proportion of female graduates but s been exaserbated by
the clesure of two schools of pharmacy. A shortfall in the number of
pharmacists is not a phenomenon peculiar to the U K. have previously been
made aware of recruitment difficulties both in Western .S, A and in
Ontario, Canada,
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Added to this scenario is the fact that pharmaceutical staff allocation in
the East Anglian Region has been historically low. In Norwich Health
District there is no room within current establishment for the clinical
service I am postulating to be accommodated. Future developments will
require pharmacist resource and whether or not such posiftions are filled
will depend on what potential candidates wish to gain from the experience

The speciality of Community Service Pharmascists (C.S5. P.) is relatively new
and hitherto has concentrated on the establishment of good supply lines and
policy and procedure development for H. A, activities which are community
based. The philesophy of this work differs markedly from the high
technological approach of pharmacists in the 'acute' setting and not every
pharmacist can relate well to the community situation. Recruitment of
suitably qualified, community oriented pharmacists may prove challenging
The Ianstacare Pharmacy Services in Texas found to their cost thait the wrong
type of pharmacist can cause problems for the company even though in
professional terms the pharmacist is v apable. The rnle of the
consultant demands good communication level that

by both professicnal and layman

Before attempting to market any ser

guaranteed. The American systen has t the independent
consultant can commit him/hergelf to wcess of work if not careful. It
is important to build safeguards into any to cover unexpected crises.

This is certainly an area of activity which would lend itself well to
either job-share or part-time work. It should not be regarded as an
extension of the current district committment but developed as a seperate

entity.

3. 4. MARKETING the IDEAL
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3.4.1. PLANNING.

Planning is the essential first stage and should involve consideration of
potential customers, existing staff and the competition. Any business must
provide a 'product’' that is superior to the compefition and this is equally
true when marketing a 'service’




1) Strengths and weaknesses

(1Y The competitive position
(111> Ewternal factors which may have to be considered

e. 2. legislation

(1v) What does the customer like and not Ilike

(v By consideration of (i) to (iv). what are the options
(vi) What training is available
(vii)> Collect relevant data

3.4.2. POTENTIAL CUSTOMERS.

Although a major feature of planning is to find out what a customer wants
there is a different emphasis when & new 'product' is marketed. In this
case the plan must include ways to convince potential customers of their
need and this project seems to be more directed at what the customer really
needs but as yet is unaware of.The only way to convince someone that a
particular service should be commisioned and paid for is to prove beyond
doubt the benefits of the service as it affects the person responsible for
payment.

I have earmarked private nursing homes as potential customers of
professional pharmaceutical services but must admit that the potential
market is as great in this country as in the U. S A, Many Hospices are
independent of the managed health care system pharmaceutical provision
within the prison service is currently under review; some charitable
residences are exempt from registration with either health authority or
local authority and residential care provision is not vet adequately
provided for. All of these present possibilities for the future., I have
come to understand that although the establishment is given a particiular
title depending on the level of care, the actual residents/patients are not
so different in terms of drug therapy

3. 4.3. FURTHER RESEARCH.

In the U.5 A. the benefits to patient care and the financial savings which
result from an active intervention system involving the consultant
pharmacist are now well understood both by the federal authorities and by
individual facilities, It simply cannot be assumed that all the research
undertaken by consulant pharmacists in the U.S. A is automatically relevant
to the U. K. A series of studies will be necessary to establish the current
status of prescribing within the nursing home sector

The following studies are propeosed : sential precurpsors:

A. Average number of prescriptions per patient within a
particular setting e. g private nursing homes. A number thst
is higher than the average American norm of 6 may indicate
that drug therapy monitoring may be beneficial.




Prescribing patterns in the establishment e.g. number of
prescriptions for analgesics, psychotropics; whether
dosage is regular or when required

Tdentification of potential drug interactions and their
relevant risk.

Number of admissions to hospital from nursing homes and
particularly if theses are drug induced

Once this infarmation is available, it will psve the way for a possible
pilot study in a nursing home to gauge if clinical pharmacy intervention
produces similar results to those found in the U. 5. A I do not intend to
speculate on the results of future research in this project.

3.5, MODEL for a PROFESSIONAL CLINICAL SERVICE.

If assumptions are made concerning the probable benefits of a c¢linical
service to the private sector and the availability of funding, 1t is
possible to project a model for the marketing of the services I have
described in this document.

3.5.1. CONTENT of CONTRACT.

The basic outline of the contract will include

A.  Drug Therapy Monitoring.

This will be charac 3 the following itens:

a} Undertaken on f : sis once every calender month

b A comittment fto ¢ fcate with prescriber, supplier and
nursing staff

c) Maintainance of recerds ating to Drug Therapy Meritoring,
Pecommendations subsegqu y made and the Outcomes

Participation in the drawing up of Policy ang Procedure Documents

These will be the individual establishment's policies fo complement
the requirements of the appropriate registration authaority

Staff Training Programme.

This to include update in drug therapy and legislation and should
comprise at least two sessions per annua

Observation of the Administration of Medicines by nursing staff
This to be undertaken regularly and at least twice annually

Repert to the Nursing Home Quarterly




3.5.2. LENGTH of CONTRACT.

The contract should be negotiated for a term of ONE year and re-negotiated
on an annual basis. Quality standards of service should be incorporated and
consultancy terms based on performance,

3.5.3. STAFF.

Taking into consideration the activity proposed, an experienced pharmacist
of Grade D level or ahove is the minimum requirement. The cost of the
service should be based on the mid point of scale for this grade of
pharmacist PLUS 25% to cover overheads,

The time allotted to each establishment will be dependent upon the number
of beds and will be calculated on the basis of 50 beds requiring 6 hours
pharmacist time per month to cover all aspects of the contract

The recruitment of staff will depend upon the number of contracts that can
be established. The Health Authority may consider it beneficial to support
the scheme as a potential 'income generator’ by funding a pharmacist post
in advance of contracts being awarded.. Any such decisions will depend on
documentary evidence concerning the benefits to the District, Hence, the
collation of data concerning the admission rate from the private sector is
of major importance

3.5.4. MONITORING the CONTRACT.

Ultimately, the decision concerning the monitoring aspects will depend on
the arrangements for funding. The District Pharmaceutical Officer will have
an important role in the future setting of pharmaceutical standards within
the managed service and as such may be well placed to ensure that any

services marketed from the managed service conform to acceptable standards




SECTION 4. CONCLUSIONS.

4. 1. COMSULTANT PHARMACISTS

The cpportunity to observe consultant pharmaciste in America has left me
with a feeling of frustration. The practice of clinical pharmacy within the
UK. is roughly speaking 20 years behind. I am encouraged, however, to
learn that a simiilar situation applied in the U.S5. A. at the time when
A.5.C.P. was founded 21 yearec ago. I believe that 1t will be possible to
develop clinical pharmacy practice in this country generslly, and
particularly in the community set-up of private enterprise. Such
development will require much determination from those pharmacists whose
concern is focused upon issues of patient care benefite in long term care
establishments, whether these are nursing homes or residential care homes

A principal fore-runner of this activifty ie training in aspects of clinical
activity. Thie has been recognised by pharmacists in the hoepital sector of
the profession. If community pharmacists are to further develop their
professional role they must sinilarly become prepared. The clinical role
should not become a feature to expand the supply function but develop in

» its own right as a service to individual patients

4.2. RESEARCH.

To embark upon the marketing of professional pharmaceutical services within
the U. K. at present would not be particularly sucessful, mainly because
there is as yet no evidence to suggest the benefits that may be
anticipated, no requirement by registration authorities and no legal
requirement. Although nursing homes may be pleased to accept the offer of
services there is no guarantee of financial security

There are no shortcuts to success. The American conclusions are a useful
guide but the data must be collected within the U.K. situation to be
meaningful. This project is merely a springboard to the elements of
research outlined in 3.4.3., namely to catalogue the current prescribing of
medicines in private establishments and from this to identify whether a
need for pharmaceutical intervention exists. The author wishes to pursue
such a course at the earliest opportunity

4,

3. LEGISLATION.

Many nursing homes patients and

5 residents in residentisl care homes are
gupported by D.H.S. & funding. All attempts t2 reduce casts for healthcare
directly affects the M. H. 5. and should be a matter of concern to
government. Of equal importance are the issues of patient care and the
right of each patient/resident to be provided with the optimum care
available. It iz important that the resulte of any research conducted and
any documented evidence are lodged th legisl r it i

I am convinced that the Review of Drug Therapy on a regular basis, by a
pharmaciet, for each patient/resident of long term care/accomodation
regardless of whether this is within the managed service or the private
cector, should become mandatory



4. 4. MARKETING.

It is important to spread the word to a wider audience than the legislators
and every effort should be made to raise the awareness within the private
sector, Emphasis upon Quality of Life for the patient/resident should
feature prominently but the possibility of savings in nurse/carer time will
probably atiract more attention and should not be ignored. However, since
registration suthorities insist upon certain staffing levels, I feel it is
better to stresz the additional tasks that would be possible rather than a
financial saving.

4.5. SERVICE PROVIDERS.

There is a distinct need for any pharmacists providing a consultancy to
private nursing homes to be distinct from the health authority inspectorate
i.e. pharmacists undertaking the role of Inspection must net also act as
Consultants. This does not exclude other health authority pharmacists since
the role of inspection is undertaken only by specified officers. The role
of the consultant should provide the establichment with advice in
maintaining a standard of care that is expected by the registration
authority rather than compromising the standard

I now strongly support the seperation of supply and advisory roles in the
best interests of patient care, and therefore conclude that clinical
services provided from the managed service are feasible

To emphasise the high level of professional expertise that would be
necessary to fulfil the Contract as outlined in 3.5., pharmacists employed
for clinical services to private nursing homes should be at least Grade D,
and contracts should be costed accordingly. The question of funding remains
unanswered.

4.6. EXTENT of PROFESSIONAL SERVICES.

It would benefit individual residents if the provision of profeszional
services were extended beyond the apparrant limitations of the current
Contract available to Residential Homes. Contracts should not be undertaken
merely to supervise the supply of medicines but rather should relate to
Patient Outcomes. Any future schemes should concentrate upon the Monitoring
of Drug Therapy on a regular standardised basis with documentation to
assure quality standards

Although consultant pharmaciets would be e ‘ s in the drawing
up of individual establishment medicine policy
within the context of the relevant re;

Based on the evidence I gathered while visiting the U.S.A., I am confident
that 1% would be beneficial to patient care to market a similar service of
professional pharmaceutical advice to the private sector in the U.K., and

that it should be the right of all patients/rasidents in leong term care to
receive professional pharmaceutical services
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APPENDIX 1.

ITINERARY

November 1930,
tith Fly to San Antonio, Texas

th . m Instacare Pharmacy Serwvices
Interview with Store Manager, Senior
consultant pharmacist and tour of the
premises.
Vigif to Camlu Care Centre with
Instacare pharmaciste
Return to Instacare for interview
with marketing manager

Instacare Pharmacy Services
Further interview with
senior consultant pharmacist.

A.S.C.P. CONFERENCE (San Antonio, Texas)

14th . m. Registration
General Session:
'Riverwalk to the Future’
Jack H. Llewellyn, Ph.D
Conference Exhibition
Evening reception.

Networking Track:

'"Focus on Consulting Only

Charlotte L. Luther, R.Ph.

Management Track:

'Stragegic Planning for Your Business
Thoedore Cohn, Management consultant.
Management track:

'Asseesing the Quality of Long Term Care
Pharmacy Services'

Susan K. Steinberg, M. S ,F. A S.C.P.
Networking Track:

Poster Sesszion, | - 12 {(Appendix XII}
Networking Track:

'Marketing Your Services to Jails

and Prisons'.

Edward M. Steres

Networking Track:

'I.C.F. /M P.: Practical Aspects
Robert L. Snively, R.Ph., F. A S C.P.

Networking Track:

Poster Session 13 - 27 (Appendix XII).
General session:

'Update on New Regulations’

Samnual W Kidder, Pharm D. ¢(H. C.F.AD
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18th

19th

20th

APPENDIX I.

22nd - 24th

25th

ITINERARY

{continued).

a.

m.

1.

w)

o

General Session:
'Outcomes Management:
Linda M. Strand
Management Track:
'Documenting Outcomes
Kathleen M. Bungay, Pharm. D.
Clinical Track
"Alternative Treatmentsz for
Disruptive Behaviour
Donna rane-Szostak, Ed.D.
Management Track:
'Marketing Professionalism’
William N. Tindall, Ph.D.
Evening reception

Conference breakfast
Roger Staubach.

Fly to Los Angeles (Californial.

Healthcare Network.

Interviews with the Director of
Quality Control, Director of I.V.
Nurses and Vice President of Marketing

and Development.

Unihealth American

Interview with Dr. Andre Van Niekerk

Healthcare Network

Meeting of Consultant Pharmacists

Blue Cross of California

Interviews with Director of Pharmacy
and vision and the Manager for Special

Projects'.
Healthcare Network

Visit to Culver City Pharmacy
including interview with store manager
(formerly a consultant pharmacist).

Rest days.

Return to Norwich.

An Introducticn’
Pharm. D., Ph, D




APPENDIY I1I.
QUESTIONAIRE
Part 1. STRUCTURE of the ORGANISATION

Describe your organisation in general terws with particular reference
to its position within the overall system of health care available

in U.S. A

Would you describe your organisation’s relationship to pharmaceutical
services as 'purchaszer' or 'provider'.

2. PURCHASERS of PHARMACEUTICAL SERVICES

Purchased for whom. ..

Purchased from which agency (1) hoszpital, {ii) community pharmacy

¢iii) other

What services do you require

Is the service subject to financial constraint

What quality of service do you impose and how is the service monifored
What benefits do you expect from a professional pharmaceutical
service,

o
=}
=
o

3. PROVIDERS of PROFESSIONAL SERVICES

What services do you supply

What are the freedoms allowed, and constraints imposed by purchasers
What influence do you have upon standards within the nursing home
How do you market your professionalism.

Are you subject to Quality Audit

Are you able to recruit staff

W www

w w

4, Detalls of Service

Frequency of visits

Do you supply medicines to the nursing home and if not how does
consultant pharmacist relate to the supplier.

What records do you keep.

Do you participate in policy making.

Do you monitor drug therapy

Are interventions made; who is informed; what are the benefits
outcomes.

Do you undertake ftraining programmes

rt 5. CLIENT GROUPS

What is the age and =social status of clients.
Is treatment restric to epecifizc illnese groups

6. OVERALL COMMENTS




APPENDIX TII
A.S.C.P's CODE of ETHILS

The Code of Ethics of the American Society of Consultant Pharmacists is
promulgated to set forth and espouse those high principles of professional
conduct and behaviour to which consultant pharmaciste shall be expected to
conform in the pursuit of their professional practice and their inter-
relationships with fellow pharmacy practitioners, other health
practitioners, patients and the public,

ARTICLE I.

The consultant pharmacist shall provide a high quality of pharmaceutical
care and service which not only meets the minimum standards of existing law
and regulation, bul surpasses them

ARTICLE ITI.

The consultant pharmacist's primary goal and objective shall be the health
and safety of the patient, in whose behalf every effort chall be exerted to
assure the maximum level of safety and efficacy in the provision of
pharmaceutical services.

ARTICLE III.

The consultant pharmscist shall pursue the practice of pharmacy in an
ethical manner, and in such a way as to reflect credit on the speciality of
consultant pharmacy; and shall be obligated to expose any illegal or
unethical conduct or practice among his peers of which he may have
knowledge

ARTICLE IV.

The consultant pharmacist shall agree to practice pharmacy under the terms
and conditions which clearly provide for the proper exercise of
professional judgement and skill, and which do not tend in any manner
whatsoever to subvert the quality of professional services or the ethical
conduct of the practice of pharmacy.

ARTICLE V.

The consultant pharmacist shall determine that only those drugs, drug
products or medical devices which meet standards of guality required by law
and by sound and responsible professional judgement, and which are
determined to have therapeutic valua for the patient, are dispensed and
distributed.

ARTICLE VI.

The consultant pharmacist shall respect the confidentiality of a1l clinical
records, professional notes, memoranda, reports and other records relating
to any patient's medical condition or medication therapy; and shall in no
case disclose such information without proper legal authorisstion
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APPENDIY III cont.
ARTICLE VII.

The consultant pharmacist shall not condone or participate in any
rancaction with any practitioner of another heslth profession or any other
son whatcscever under which fees ars divided, or rebates or kickbacks

¢ or caused to be paid, or which may result in financial exploitation of
ients or their families in connection with the provision of medications
nd supplies of pharmaceutical services

ARTICLE VIII.
The consultant pharmacist shall seek continuously to refine and enlarge

1 e
upon his professional knowledge, abilities and skills, through the pursuit
of continuing educational experience in a variety of settings.

ARTICLE IX

The consultant pharmacist shall, to the best of his ability, associate and
affiliate with organisations in so far as they are directged toward the
improvement of patient care and safety.



APPENDIX IV. MEDICAID DRUG PLAN by STATE

STATE. Prescription limit Refill limits Formulary limits
per month

Alabama -

Alaska

Arkansas

California

Colorado

Connecticut

Delaware

Dist. of Columbia

Florida

Georgia

Hawaii

Idaho

Illinois

Indiana

Towa

Kansas

Kentucky

Louisiana

Maine

Maryland

Massachusetts

Michigan

Minnesota
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Mississippi

Missouri
Montana
Nebraska
Nevada

New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio

Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Tevas

Utah

Vermont
Virginia
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APPENDIY V. Documentation utilised by INSTACARE PHARMACY SERVICES

Orders for medication and care

a) Initial Physician's Order
b) Verbal medication order form.
¢) Computer generated Physician's order

Record charts

a) Computer generated medication record
b) Computer generated treatment record.
c) Computer generated daily care record.
d) Individual Narcetic (C.D.) Record

e) Individual Antibiotic Record

Consultant Pharmacist routine records

a) Drug Assessment Form,

b) Communication form.

¢c) Medication station review

d) Medication assurance deocumentation

Observation of Drug Administration

a) Notes made by the Observer
b) Report compiled from notes

Documentation to implement O.B.R.A. regulations.
a) Physician/nurse assessment form.

b) Nurse monitoring of patient behaviour

¢) Summary of action taken within the facility
Information provided to the nursing home

a) Tipe on Reducing Madication Errors

b Tips on Eliminating Physical Restraints
c) Meds




S

(i)

DOCUMENTATION utilised by INSTACARE PHARMACY SERVICES.

APPENDIX V.

ﬁ PLI-ABLE DYD I EM ( , "
Prescription Laboratory, Inc PHYSICIAN’S ORDERS i
/ INCLUDE NAME OF DRUG, FORM, STRENGTH, DOSAGE, THE FOLLOWING ARE ORDERS FOR THE PERIOD FROM
R.O.A., FREQUENCY (WILL APPEAR ON MEDICATION OR
TREATMENT CHARTING RECORD). Te

() MEDICATIONS ()  TREATMENTS

** *SENSITIVITIES* * *

Admit to Nursing Home
Level of care:

May use another brand of legend and non-legend drug product with the same established generic name.

Diagnosis: 1. q
2. <
3. q
4 |
5. q
6. 4
Diet: ”

NOTATIONS: (These orders will not appear on any charting records.)
May go on therapeutic pass with meds: [J ves [d No
May participate in all social activity as tolerated: [ Yes [ No
Rehabilitative potential of patient: [J Good [J Fair [J Minimal
Discharge plans: 3 ves [ No If yes, explain:
Whirlpool bath PRN: [ Yes [J No
O Vest J Siderails: [J Waist {J Hand [J Ankle [J Geri-chair restraints PRN for Personal Safety
Mobility: (1 Ambulatory (1 Self (J Assist (0 Walker [ Cane [] Wheelchair [ Bedfast
May check for and remove fecal impaction PRN: 0 vYes J No
May have alcoholic beverages at social functions: O Yves U No
May crush medications PRN: [ Yes [J No
S.S. enema PRN: (J Yes (1 No ***** Fleet's enema PRN: [J Yes [J No
Activity level: [ Active [1 Passive [J Bedside
%

—
[ *“I hereby certify that this patient continues to require ICF care for the next 60 days’’.
[J ““I hereby certify that this patient continues to require SNF care for the next 30 days’’.

PRINT MD ORDERS ADMISSION #
¥ PHYSICIAN'S SIGNATURE DATE
0 @30Da O Q60Da FACILITY NO. NURSE'S SIGNATURE SIC S|
MEDICAID # MEDICARE #
STATION

PHYSICIAN > PHONE D> q
NAME LAST FIRST INITIAL ROOM NG

AL s. > 2 D . <

d

——— I =~ | -

- 66 -



APPENDIX V. DOCUMENTATION utilised by INSTACARE PHARMACY SERVICES.
(i) b.

Form w eeui 102 (ERERY Prescniphion LAOrGIoN. INC » 5419 Clarewood Dr.  Houston, Texas 77081  (713) 660-092«

Family Name Fust Name | Admission Number | EPLI # - Physician Raom No Facihty No
I

Date NT M~ For order on Med Charting Record - T o
T - For order on Treatment Charting Record ORDERS
Ordered ‘ N

For order you do NOT wish 1o chart

Signature of Nurse ) Signature of
| Receiving Order TIME: Physician

* 5419 Clarewood Dr. * Houston, Texas 77081 e (713) 660-092C

First Name Admission Number €PLI # Physician Room No Facility No

NTER M For order on Med. Charting Record
3 ‘ T - Fot order on Treatment Charting Record ORDERS

Ordered N - For order you do NOT wish to chart

Signature ot Nurse TIME: Signature of
Receiving Order Physician

ORIGINAL COPY — PhysicianiF"t'eVase Sign and Return Within 48 Hours D b 8 ’J 1 l

rorma e 102 (R Prescription Laboratory. Inc » 5419 Clarewood Dr. ¢ Houston, Texas 77081 ¢ {713) 660-092(

Family Name Fust Name Admission Number Ters ]pnvs.c.an Room No Facility No
I
\
\

ENTER 4 M For order on Med Charting Record

‘ T - For order on Treatment Charting Record ORDERS
N

Ordered For order you do NOT wish to chart

Receving Order o Physicran

QRIGINAL CO?’:"’ . hysician Plaase Sign and Return Within 48 Hours D 5 8 D 1 2

FORM # EPLI-102 - REORDER FROM: T Prescription Laboratory, Inc « HOUSTON, TEXAS « (713) 660-0920
- 67 -




APPENDIX V. DOCUMENTATION utilised by INSTACARE PHARMACY SERVICES.

i) c.
PLI-ABLE SYSTEM
(rwsmzms wums] CIED) Prescription Laboratory, Inc

LITYRFACIITIuUS aANUKR (HeCREV oY

UNTIwUE AL PREVINUS UKDERD. UAlTE PrInTeu:01/¢8/80
RTIFICATION/RECFRTIFICATLION: LEVEL OF wUKSINGL LARE RrwulkEU2ICF3
I OLL Witie aRe URUERS FUR THE PERILU Frum _

DICATIuUNS:
L]
ST xxxx  SrMOITIVITIES x%xx PenLCailuTw
10187 MAY CwUSH MEDICATIONS
‘0187 DIICUSATE 30uluv 1y0MG CAPS PO & AM
87 TulLbBUIAMIDE S¢0MG TABLETS PU DAILY
87 DIGUXLIN 0.25M6 iAbLETS PO DATLY Un 1UES.TAUR, AT, 5Un
‘0187 PrENYIOIN 190MG CAPS,EXTNU PO TID
M8 7 DVAZEPAM 5MG TAsLETS 1 PO G4gd Pr4y NervUOuSwESS
87 MILK UF MAGNES3IA oSUSP, Pu FRN COwSHIPAIIUN

MAY UQE ANOTHER BrAWD OF LEWEwWD % NuN=LEGENU URUG
PrOUULT #ITH THL OSAME ESTABLISHED GENERLC NaMre,

DERS:

| DIAGNUSIS:
CONGESTIVE HEART FAILUKE
- UIABETES MELLITUS
‘ SELZURE UISURDER
: AR (ERTOSCLERUTIC HEART DISELASE

DIEV:
- 1500 CALURLIE ADA DLET /C Ho SMACK

= TREATMENTS
- MAY KREEP EUCERIN CREAM A BEUSIDE=USE FRiv
LHANGE #18 FJUleY CATA /C ScC Bulc PRw
FASTiING oLJOD SUGAR mMunThLY

NUTATaOwS s

wHIRLPUOL BATH Prn,

vEST, SIUERALL, VEnluHalrk RESTRAL VTS Fur
PERSUNAL SAFETY PRN

MO ILITY: WHEELCHALR

CHECK & nEMOVE FeCal TiPACTION Fa

MAY HAVE S.S. eMEMu PR CONSTIFATIUN

mAY HAVE FAN In gUub

FATTIeNT »AY o0 O THeRAFPEUTIC raoS 1T wEaS

«wAY PARTLCIPATE ard ALL SuCIAL ACTIVIHY &0 tLLExATEL

“«EAAQILITATIVE PuTehTIaL Or PAJTew 2mTwlmAl

wl PLANS FUrR DISCHARGWLE

"I HeReldY CERTIFYy 1HAT Trlo Pailtil=mrtceIriend

CunTIvleS Tu wEWULRe ICF CLAnE Fuw ToE eXf gu UAYD"

------------ DS I S 08 S AR K ISP S e >

VATE:
Nutya/
4 HM: ¢ PSiGws__ UATE:
JH:4645506060 I STaNOKRTH | PrYo:il,cllaEm FHi222=333,
MEOLD. tma EJTIN? I R4I10¢B ALT stu B 1Crmlym PHI444=-5954
i - 68 -

.
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DOCUMENTATION utilised by INSTACARE PHARMACY SERVICES.
a.

(ii)

APPENDIX V.

[__EeFFecTivE DATE

[ vevisd

* MEDICATAOwW LHARIING RECURD

xxxx  SENoI1IVITIES waxs

PENLICaLU I

MAY CriUJoH MEDLICATLIUNS

DUCuSATe SOpulumM tu0MG CaPD
(COCALE )
1 Pu u aAM

LH L HP

CHARTINC

BER

INJECTIO
SITES

RA R AR
LA L ARMN
RT R THK
LT L THu
RH R HIF

CODES

(MWK INASE
1 Pu wvALLY

TuLoudtAmIyE Su0mG TABLEIS

J

(v AwUx T
1 Pu ALY

DIGuXiN 0,25M6

TABLETS

v 1UES» THURK , DA T, 0l

X N

X A

DIET CODE
G0 1,
[N
POOK 50

o Retuse

5 Snack 1

XA

X A

(oI AnT LN
1 Pou i ]u

PrbwY lULIN 1u0mG CaPo,cXIND

J

BM CO
v None
1w mion.

W15 Oucurs

(vALIuM

NrFRVOUSHWEDS

DVALEFAMm SMy,

1 Pu wdn PRy

TABLETS

Mitn UF MaGNESIA dULP,

3uCi rO PrN CuNoTIPATION

31

FACILITY

FICTiTIUUS MANUR

NURTH Jroom] 1028 [ aom# | 081987

FACILITY # Pd EPLI #

PLI-ABLE SYSTEM

e &P Prescription Laboratory, Inc




b.

(ii)

DOCUMENTATION utilised by INSTACARE PHARMACY SERVICES.

APPENDIX V.

[ errEcvioAe | y2ulod *x TREATMEnTO LHARTING RLCURU (X4
Houns vl 2 s a6 e (78 alrofrifrzla|aln|a] ] omloctos ool o |26 e7 | ea 2030 31 ]m
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DOCUMENTATION utilised by INSTACARE PHARMACY SERVICES
c.

(ii)

APPENDIX V.

[ EFFecTveoaTE | y2ulsd * DAILY CaRt LHaRIInNG RLCURD EE@
HOURS 1 2131461617 18|9oltol11]12]13 fdiaspie 1819|2021 12z |20 24952627 281293031 [
C 01190v UALOKIt ADA 0Itl | B NECTION
’V /C Ho oNACHK L.‘ B | e
L S ; ] T —1[LA L ARM
(F21AE 5u% UK LESS, nAo B i T LR: f:::s:
UHFeReD SUBSTiTuTt L R R:HIP
AALCELP IRy RixEFUSEU ) = ) I | PP
L —
(#218SHUNER 0AIH 3 TIMES 7=-3 XA XX IXAXa Xk Xk xxxxl X ) XX X xR XA A
WrERLY N MUN,, weD. ANu ——y L N N R R T T T LT T
Frl. XA XA IXaxal (Xl XAl XAXAl XA XK XX A XA XA XA A XA CHARTING
XN XK IXaAXAxal XAl (XaXX XK XA IXRXA (XA kA xaAXA Txa 1| copes
(P2 1SHAMPUU Weknly XA XA A A X A A XXX AR AT DO KX X KX WX R XRX XX AX XX AX & DIET CODES
i

XXX XXX AX X XX XXX (X AR AR XX X A XA X AX A X N A X AK AKX AX AX KX A

GOOD 100+
L JKAXAL XX AIXCATX AIX AT A X ADXCADX A XX AL A XXX AXNX KX AX KX AX KX AX XX A% A || Famrs
XXX X XXAX AX X AKX DO XXX X XXX XA R X A XK A K A A X A% KA POOR 50+
(P21 AUL:URESDS/GRUUM/HA LK B j T R Refused
Care wlin TuTaL AbSiSTANCE || Lt LW‘ 1 S Soack |
S N D T O L BM CODESY,
0 - None 1]
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DOCUMENTATION utilised by INSTACARE PHARMACY SERVICES

(ii)

APPENDIX V.

Ce

[x[X[4]

[_EFrecivepalE T y2u1a8
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APPENDIX V. DOCUMENTATION utilised by INSTACARE PHARMACY SERVICES
(i1)  d.

@D Prescription Laboratory, Inc.

INDIVIDUAL PATIENT'S NARCOTICS RECORD
PATIENT NAME PATIENT NUMBER

PHAR;\AAClST'S NAME AMOUNT RECEIVED

NAME OF PERSON GIVING Amount AMOuNT NAME OF PERSON GIVING AMOUNT | AmounT )

GIVEN REMAINING GIVEN REMAINING

DISPOSITION OF UNUSED DRUG

PINISTRATOR'S OFFICE OTHER EXPLAIN

HOME WITH PATIENT

FORM #EPLI-106 (Rev. 1-95)
UNITED RUSINESS FORMS IN( HOISTON TEYAR 77078 rvea1 nen aAas




APPENDIX V.

DOCUMENTATION utilised by INSTACARE PHARMACY SERVICES
(i1)

€e

- Insta-Care Pharmacy Services

INDIVIDUAL PATIENT'S ANTIBIOTIC RECORD

NAME OF PERSON GIVING

AMOUNT
GIVEN

NAME OF PERSON GIVING ol R:::‘:A'I‘JG\

/

UNITED BUSINESS FOAMS INC  HOUSTON TEXAS 77036 (713) 952-6031




APPENDIX V. OCUMENTATION utilised by INSTACARE PHARMACY SERVICES
iii) a.

//\
l&?lg;gg!z np UG A SS ESSM ENT F(.) RM Cermitteq 1o services thar help protect

chents medical protessionals  patents

START "RECOMMENDATIONS
DATE MEDICATION DIAGNOS:: NECATOR LAB SCHEDULE DATE

C "RECOMMENDATIONS -
MEDICATION INDICATOR USAGE PATIERN DATE

ALLERGIES £ AT DATE FATENT NAME

“Significant recommendations are submitted to the physicion and administration as defined In the policy and procedures manuat

©1990 Insta-Care Pharmacy Services Inc. - Strictiy Enforced (CP-13 (7/90)) - 75 - DO NOT REMOVE THIS PAGE.




DRUG REGIMEN REVIEWS

ALLERGIES ‘COMMENTS

190N INst1-Coyre Pharmacy Senjiesd e . Sheatt,.

Erfarmant




DOCUMENTATION utilised by INSTACARE PHARMACY SERVICES

(iii)

APPENDIX V.

b.

FORMS PLUS + CAMBRIDGE. MA 02140 + (617) 547-34410

Consultant
Pharmacy Services PhClrm aCiS?

Insta-Care

"Comited o sevces ihat help rotect Communication

-) To: © Dr. _ ™ Nursing

Resident:

Thank You,

Consultant Pharmacist

_’ Your Response (per OBRA regs):
0O Agree (please write new orders) No ChQﬂge aft this irne

i
7 Modifications as follows:

Response Signature/Date

e ——————
« 1990 Insta-Care Pharmacy Services. inc. - Strictly Enforced (CP-1(7/90))

-7 -




APPENDIX V.

(iii) <.

DOCUMENTATION utilised by INSTACARE PHARMACY SERVICES

Insta-Care

Pharmacy Services

“Committed to services that help protect
clients...medical professiondis... patients.”

Date

Medication

Facility

Station

Station

Total Satistactory

Review

Total Comments

Satisfactory Rate (%)

Code Critena

Code Cntera

MEDICATION PROCUREMENT
1. Order to
2. Medication ordering procedure.

Sohsfactory

MEDICATION CART/TREATMENT CART
27. Clean.
28. Wheel locks functional
29. Cart locked per required reguiation/policy.

MEDICATION ROOM/CABINETS
AR e st v
. Lighting, ventitation and &emruss,
. External products stored se)

TR

. Medication

No storage of nof-medication Rems: };
. Proper storage/di_sposgl of syriryoes.
. No items stored directly on floor
. Alcoholic beverages appropriately labeled and stored.

30. No outdated medications.
31. No discontinued medications.
32. No deteriorated medications.
33. Flashiight avaitable and finctional s required.
34. Medication nurse controls keys.
. Externals separated from internals.
36. Crusher available and clean
37. Handwashing product avaiable, if house policy allows.

MEDICATION PACKAGING AND LABELING
38. Labels are legible and contain at required information,
39. Labels aitered only by pharmacist.
40. Direction change stickers used appropriately.
41. Bulk medications property labeled.

REFRIGERATOR
16. Refrigerator under single lock.
17. Refrigerator clean and defrosted.
18. Contains only medications and adjunctive foods.
19. Adjunctive foods dated.
20. No outdated or discontinued medications.
21. Temperature is correct. (36™-46° F)

42. Medication containers intact.

EMERGENCY MEDICATION SERVICES
43. Emergency pharmacy phone numbers posted.
44, Content list of EDK posted,
45. Kits in conformance with regulations.
46. Seals intact.
47. Kit contents in date.

CONTROLLED SUBSTANCES
22. Count per required
23. Count book adheres to regulations.
24. Countables properly recipted.

25. Correct ition of di

26. Medications stored in separate double locked
per required regulation/poli

48. Countable kit properly documented.
48. Kits stored under proper security.

MISCELLANEOUS
50. Proper drug references available,
51. Pharmacy Policy and Procedure Manual available.
52. Previous recommendations adhered to.
53. Bedside medications appropriately stored.

54. Other

See
Comments

Below

COMMENTS/SUGGESTIONS

Thank you,
Reviewer Signature

©

1990 Insta-Care Pharmacy Services, Inc. - Strictly Enforced (CP-6 (7/90))




APPENDIX V. DOCUMENTATION utilised by INSTACARE PHARMACY SERVICES
(1ii) d.

R

r**_—-——
/\

Insta-Care Medication

Pharmacy Services Documentati on Faciity
Station
Sommited o senvices hat el profect Assurance

Tofal Residents Reviewed

Total Requiring Action

Requires Corrective Action

Doses
Crcled
with No

E

IR
2.
3.
4.
§..
6.
7.
8.
e 9.

Resicient COMMENTS/SUGGESTIONS

Thank you,

Reviewer Signature

©1990 Insta-Care Pharmacy Services, Inc. - Stricly Enforced (CP-5 (7/90))
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DOCUMENTATION utilised by INSTACARE PHARMACY SERVICES
a.

(iv)

APPENDIX V.

T

Observer's Notes

Facily
Insta-cqre Date
Ph(]rmCICY SerVices qnd Med Pass Time -
anmeszmasese Reconciliation Worksheet
birnsh
(HCFA Format - For D.O.N. Only) o
Page ____ . of Pages
Observer s Notes Reconciliation Total Medication Administration Errors
Error Type

(Codes from

Code Number

Description of Doses Observed, Prepared and Administered Resident Deviation from Chart Order Total Med Table) N
A Medication Omissions L
- T I B. Incorrect Route —
B . . e _ I R of Administration [_]
3 - — - JR [ - S U U C Wrong Drug [j
" ]
L e e e e e T e e E— D. Incorrect Dosage Form LJ
e ST T T e e 7 ) T £ incorrect Dose D
- 6 —— — S S — - - - ——— b e — e -
F. Wrong Time S
‘] e . . (>60 minutes) [,,J
L . — S— G. Wrong lime -
. (other) L_l
10 - H. Other
1 i ] Total “Errors” []
12 Total Opportunities for Error
13 Doses Observed
- Administered + D
4
Medication Omissions D
15 | =
Total “Opportunities for Error” D

il NSty e y Enfg

- 79 -




APPENDIX V. DCCUMENTATION utilised by INSTACARE PHARMACY SERVICES

(iv)  ©b.

Insta-Care Medication

. 3 = B x 3o ek e 3,
Pharmacy Services Administration
A
Observation

RESULTS SUMMARY
Uexcellent  Good  Concemn
A Observaton Summary
B. Measurement Summary

A. Observation Summary

Dbserves

Coae Cntenc Lrieno

sabstactony

- Medication administration is documented in accordance 1 ] e ather docamenind o Magged ‘o7
with Facility policy and procedure.

Observed:  Pour/Chart/Pass  ( ) Residents are observed {c ensure that ail medications
Pour/PassiChart  { } are swallowed.

Information on prescription fabei s verified with 14 Suspensons are shaken sufbrentiy
medication administration record.
Doses of iquic medication measured accurately
. Accurate method of resident identification is wtilized prior

1o administration, 5 Propefcrust.ig iechanue 1s stdzed

For meds with parameters. vital signs are taken ang Only appropriate medications are crushed.
recorded prior to administration
Sanitary technique is mamta:ned gunng entie med pass
. Medications are not left on top of the cart or at the

resident's bedside. . Proper handwashing technique is utilized

. Medication cart is locked when notin girect line of sight . Proper ophthalnue megdication admirisiranon techmique
1§ witthzeq

. Wheel locks are used when appropriate
Proper parerterai administration. tecrrigue 's utihzed.
PRI medications are adownistered and gocumented
appropriately. 72 Tibi feeding techra

3
Self administered medications are appropriately ordered n
and documented o P medication Jaminmst
Broner nardval 35

Refusals are decumented approprater;
3 Prighers of juice OF waler ana appiesauce contamers ars
Controlied substances are erther dovumentad ot " . covered, fabeled and datad corractly.

for fater reference.

e g p

B. Measurement Summary

COMMENTS/SUGGESTHONS

fhank you.

ey

it s




APPENDIX V. DOCUMENTATION utilised by INSTACARE PHARMACY SERVICES
(v) a.

e —————— e oSS

Antipsychotic B

Facihity

Insta-Care .
Pharmacy Services Com pfehen5|ve

"Committed to services that help protect
aems.,.med/co/ pr‘ofessronols .pgflfenrs A SS e SS m e n t

Fioor. Peom

Date of Assessment

Patient Ngme

Drug

Drrections tor Use

Physicion

Please answer these questions to help make certain your facility 1s in compliance with OBRA. If this document suggests
compliance may not have been achieved, please bring this to the attention of your Director of Nursing immediately!
YES NO
=) [J J step 1. piagnosis
Is this one of the following appropriate psychiatric condition(s)? Please check aill that apply and
answer “yes”. If none apply, answer "no”
Schizophrenia Schizo-affective Disorder
Delusion Disorder Schizophreniform Disorder
Acute Psychotic Episodes Psychotic Mood Disorders (including mania
Brief Reactive Psychosis and depression with psychotic features)
Organic Mental Syndromes® (including Huntington’s Chorea
dementia with associated dangerous Tourefte s Disorder
and/or agitated features)

‘It Organic Mental Syndrome is checked, complete this section. If not. move on to Step 2.

ist ifi i . biting. kicking. ing)?
A.  List any specific behaviors (i.e. biting. kicking scratching) specity cioy,
Benavior = of Episodes week or month

per

per

And...do the specific behaviors listed above cause the resident to? Please check all that apply.
Present a danger to themselves? Present a danger to others (including staff)?
Interfere with staff's ability to provide care?

List any psychotic symptoms (hallucinations., paranoia. defusions) not exhibited as specific

behaviors (as described obove in part A ; but which cause the patient frightful distress?

Specify day
Behavior = of Episcdes week or montn

Inappropriate Indications

if drugs are solely used for any of me indicarions below. answer “no” and check the indication(s).

If not, answer “yes”.
Indifference Poor self care Fiageting Nervousness
fo surroundings Jncocperativeness Wandering Restlessness
Impaired memory Unsociabiiity Anxiety Depression
Crying out, veling Insommig Simple pacing

Conciusion (Is the use of antipsychotic medication appropriate?)

if the answer 1o the questions in Steps | and 2 are both  yes”. then antipsychotic use 1s appropriate If

not, answer "no” and continue to Step 4

if the resident is using this medication for a short term (7 days os lessy or for the symptomatic treatment
of indications beiow (check all that apply) then antipsychotic use is appropriate so answer "yes”
if not, answer "no” and continue fo Step 5.

Hiccups Nausea Vomiting Pruritis

This therapy may not be in compliance with OBRA regulations. Answer “no” and bring this document
to the attention of your Director of Nursing immediately for review.

Nurse Reviewer

©1990 Insta-Care Pharmacy Services, Inc. - Strictly Enforced (Reprint with permission g_plyg(qtp-%NQO)]




APPENDIX V.
(v) b.

DOCUMENTATION utilised by INSTACARE PHARMACY SERVICES

/\
Insta-Care

Pharmacy Services

‘Committed to services that help protect
clients. medico! professionals patents

Antipsychotic
Drug (APD)
Monitoring

Faciity

Resident

Drug/Dose

Date Behavior #1
(Month/Year)

Behavior #2 Behavior #3

Number of Incidences

Mitligrams
Side Effects Observed Administered
(Use Key Below) Per Shift

Day

Eve Night

Day Eve Night Day Eve

Night

31

Totai

Side Effects Key

C = Constipation J = Jaundice

$ = Sedation U = Unnary Retenton
DM = Dry Mouth SZ = Seizure Activity

EPS = Extrapyramidal Symptoms | CD = Increased Confusion/

(Describe on reverse)
O = Other (Describe on reverse)

Disonentation

PH = Posturai Hypotension

®1990 insto-Care Pharmacy Services, Inc. - Strictly Enforced (CP-2 (7/90))
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DOCUMENTATION utilised by INSTACARE PHARMACY SERVICES

(v) c.

APPENDIX V.

Facility

Insta-Care Psychotropic
Pharmacy Services Dru g Ssumma ry ot

“Committed to services that help protect R t
e p 0 r Date #2/initials

clients...medical professionals.. .patients.”

Date #3/Initials

Antipsychotic Drug Monitoring

Additional Monitoring

OBRA Requirements Consultant Pharmacist Action (Exceods OBRA Requirementy

Single Multiple No MD
Roufine Routine PRN No Dose Noted Response
Resident Name APD APD APD' Diagnosis? | Reduc.? to MD +) ) S/H

V23|l 231 23| 23[1 23|12 3|12

3 12 3

TOTALS

Total
Residents

1.

2.

3.

Qtr.
Avg.

_’ KEY:

APD = Antipsychotic Drug = Used PRN anti-psychotic drug

AD = Antidepressant Drug 2= No Diagnosis includes OBS without appropriate target behavior

AA = Antianxiety Drug * = No Dose Reduction in past six months where not medically contraindicated
S/H = Sedative-Hypnotic Drugs

Li = Lithium

MDT = Movement Disorder Test

Distribution: White - Administrator's Quarterly Summary; Canary - Month #1 Summary; Pink - Month #2 Summary; Goldenrod - Consultant

©1990 insta-Care Pharmacy Services, Inc. - Strictly Enforced (CP-7 (7/90))
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APPENDIX V. DOCUMENTATION utilised
by INSTACARE PHARMACY
SERVICES.
(vi) a.

“Reducing Medication Errors”

To Insure Accuracy...
Always verify information on prescription label with the medication administration record
Observe residents to ensure that all medications are swaliowed.
Shake all suspensions sufficiently
Measure doses of liquid medication accurately. Use an oral syringe if nacessary
If @ medication is mixed with applesauce or diluted in liguid. you must observe the resident swallow the
entire amount.
Physician’s orders should be obtained for the crushing of medication on an individual resident bass.
Do not crush timed-release preparations or enteric coated tablefs
Use “"double souflé” method for crushing tablets.
Wait five minutes between each ophthalmic administration if more than one preparation is to be given to a
resident at the same time.
Instruct residents on the proper way to take medications such as inhaters or sublingual tablets.

To Insure Resident Safety...
Identify the resident (with wristband or current photograph) before administering medications.
Do not store medications on top of the medication cart during the medication pass.
If the medication cart is not in your direct line of vision, lock all medication cart drawers and apply the wheel
locking devices.
Do not leave medications af resident’s bedside
For medications administered according to specific parameters, the appropriate vital signs shouid be taken
before pouring the medication
Once a medication has been “poured” (taken out of its properly labeled container), do not store that
medication in the medication cart
Always check for drug allergies when administering a new medication.

To insure Timeliness...

« Medications should be administered no more than one hour before or affer the time the medication
is scheduled.

« If the actual administration time differs from the “standard” administration time . the actual administration time
should be documented in the physician’s orders as well as in the MAR. (e.g If a medication 1s given twice daily ct
9 a.m. and 1 p.m. and "BID" standard times are 9 a.m. and 5 p.m., the physicians orders should state “BID at
Qam.and 1 p.m.”)

« Medications ordered in relation to meals (AC, PC, with meals) must be administered exactly as ordered

To Insure Adequate Infection Controt...

» \Wash hands or use handwashing product (alcohol foam or gel) before and after ophthaimic administration affer
making resident contact or if you sneeze, cough, etc

« Do not store tfreatments or treatment itemns in the medication cart

« Dispose of used syringes according to your facility policy and procedure

¢ Avoid routine handling of medications with fingers

« Keep ail containers of water, juice and applesauce covered and date the sides of the containers

To Insure Proper Documentation...
Document medication administration in accordance with your facility policy and procedure
Never “chart” a medication before pouring it
Document "PRN" medication administration noting reason and results.
When initials are circled to indicate either a refused medication or a withheld medication the reason for refusal
or withholding the medication should be documented in the MAR.
Controlled substance administration should be either documented i the Narcotic Book at the time of
administration or “flagged” for later entry in the Narcotic Book
If o resident takes a partial amount of medication. indicate the percent taken in the MAR

rRemember the seven "nghts’ of efteclive medicuhion admmistration
the “right” dose of...
the “right” medication in...
the “right” dosage form given to..
the “right” resident at...
the “right” time by...
the “right” route...
will help insure the “right” therapeutic response.




APPENDIX V. DOCUMENTATION
utilised by
INSTACARE FHARMACY
ERVICES.
(iv) b.

[Eliminating Physical Restraints

Bps to Success:
Administrative Commitment...mcke certain you have a streng enough philcsephical commitment to ‘ruly accomplisn this geal.
) Develop Facility Policy...which clecrly adicresses the use of both physical ana chemiccl restraints.

Create Awareness...tell everycody. Review your policy with all employees, residents families and atrending 2nysic.ans. 3e sure o ace
safety and liability issues.

. Development/Implementation...select a mancgeable number of resicents whose restraints will be scheduled for removal and deterr
the specific reasons for use and action picns to cccomplish this goal.

Establish Godals...develop a care plan of alternatives to restraints for each resident selected. Alternatives must be selected with the e
and behaviors of the specific resident in mind. :

ternatives to Restraints:
i

. Reducing Wandering Behavior -

e alarm doors and/or fasten bells to allow residents to “wander” without supervision
» “color code” residents rooms, doors and possibly certain personal belongings to reduce confusion
* call fights may be attached to chairs to alert staff when residents are straying from safety
o distract wandering residents rather than confront them
* implement signs that use ilfustrations or symbols rather than words to denote dining rooms. bathrooms, off limit areas, ete.
« for agenda behavior, determine the residents agenda and create aiternatives that will allow the resident to pursue their agenda

Reducing Falis

* use lower chairs or "bean bag” chairs to make falls Iess likely

s use "Dycem” sheet (creates friction/adherence) under resident

¢ place “reminder ribbons™ across chair (¢ piece of material attached by velcro to both sides of the chair so the resident may rem<

¢ use sofa-type chairs or recliners because these are more difficult for the resident to leave unaided

* certain types of beds can be positioned so low that a person with very short legs can sit on the edge and stilt have both feet firmly
pianted on the ground

e stronger towel racks can be mounted directly into concrete so that they will not come out of the wall if used as grab bars

o residents rooms and bathrooms may be carpeted or padded to cushion falls

» use 4" - 6" wedge cushions to allow residents to sit back in chairs and elevate knees, thus preventing them from standing up quick!

* have physical therapy evaluate previously restrained residents who are acquiring new balance and ambulation skills

» when appropricte, residents may be given exercises to build muscle strength and tone in order to restore mobility

Reducing Agitation A

e identify and reduce, to the greatest extent possible, environmental sources of agitation (loud noises, foul odors, excessive heat
or cold, etc.)

» offer activity programs on evening shifts and on weekends

o establish a "drop-in® center for residents

« consider the following activities for demented/confused residents: reminiscence therapy. gardening, baking, music therapy.,
physical exercise (nature walks, etc.) that promote motor activities

« use non-threatening intervention techniques and approaches that are effective in managing agitation/aggressiveness in nursing
home residents (ask for help. distract, “active” listening)

In.Summary...keep the “lid” on:

e [augh * ignore « distract
- 85 -
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DOCUMENTATION utilised by INSTACARE PHARMACY SERVICES.
(vi) c.

Trends in Pharmacy for the Long-Term
Health Care Facility

Insomnia in the Elderly

Assessment and Drug Therapy

Arlette B. Moussa, M.S., R.Ph.
Consultant Pharmacist, Northeast Region

Introduction

Insomniaisthe chronic inability to obtain the amount
of sleep needed for a person to function optimally
and feel well. Insomnia is a symptom rather than a
disease. The American Psychiatric  Association’s
Diagnostic and Statistical Manual subdivides insom-
nias into three major groups: (1) insomnias related to
anothermental disorder, (2) insomnias related to
a known organic factor, (3) primary insomnias with-
out objective findings.

Insomnia in the Elderly

Sleeping and waking follow a circadian rhythm of
approximately 24 hours. The “internal clock” often
accelerates with old age. Hence, older persons fall
asleep easily and early in the evening and they often
awaken early in the moming. The amount of sleep
needed by apersondoesnot change with age. Sleep
requirements are dependent more upon physical
activity during the day. It is a myth that the elderly
require less sleep than the younger population. The
aging process must be considered with respect to
drug metabolism. however, due to its effect on renal
hepatic functions and drug distribution.

Management

Management is often dependent upon the etio-
logic factors of insomnia. As previously mentioned,
psychological stresses, medical disorders or behav-
ioralchanges can all atftribute to insomnia. it is
not good practice to prescribe medication for the
symptomatic relief of insomnia before assessing the
underlying cause.

A thorough psychiatric evaluation is indicated as
the initial step in treating insomnia. Worry or excite-
ment can cause sleep disturbance. Insomnia is
frequently a symptom associated with psychosis,
mania, major depression or anxiety. Such insomnia is
most appropriately alleviated with the use of the
specific medications targeted to manage the
underlying psychiatric disorder. For example, antide-
pressant drugs should be used to treat depressed
individuals complaining of insomnia

Various medical causes can interfere with falling
asleep. Pain, respiratory ailments, allergies, cerebrovas-
cular or neuromuscular disorders are only a few
organic factorsthat canleadto insomnia. inthis case,
the medical disease should be treated first to help
restore a normal sleep pattern.




Other miscellaneous causes of insomnia include
disruption of circadian rthythm, change of environ-
ment, stimulant drugs, drug dependence and drug
withdrawal. Treating the underlying cause must al-
ways be the primary focus with management of
insomnia playing a secondary supportive role.

Drug Therapy

Benzodiazepines are the current hypnotic drugs of
choice. There is little indication that any one of the
benzodiazepines is superior in effectiveness to the
others in this class. The choice of a specific drug
depends on the drug's onset of action, rate of
elimination and degree of side effects.

Benzodiazepines vary in their absorption and rate of
elimination. Those drugs with a slower rate of elimina-
tion are more apt to produce daytime sedation and
to accumulate in the body with chronic use.

The most common side effects associated with
benzodiazepines include drowsiness, mild impair-
ment of cognitive function, impairment of moto r
coordination and mild memory disturbance. Toler-
ance usually develops and these side effects diminish
overtime. Otheradverse effects reportedwiththe use
of benzodiazepines are paradoxical excitement, the
possibility of an increase in depression and antero-
grade amnesia (the inability to recall events occur-
ring after drug administration). When given in large
doses. all benzodiazepines have detrimental effects
on memory.

Flurazepam (Dalmane®) was the first benzodiaz-
epine marketed as a hypnotic medication. It has a
rapidrate of absorption and an elimination half-life
of about eight hours. it has an active metabolite with
an elimination half-life that rangesfrom 50to 300 hours
depending on the individual’s liver function. The ac-
cumulation of this long-acting metabolite could result
in impaired daytime functioning in many individuals,
especially in the elderly.

Temazepam (Restoril®) has a siower rate of absorp-
tion than the other benzodiazepines and an elimina-
tion haif-life of about eight hours. It has no active
metabolites. Due to its slow onset of action, temaze-
pam should be given one haif hour before bedtime.

Triazolen (Halcion® has an intermediate rate of
absorption and an elimination half-life of about five

hours. It has no active metabolites. It is the least likely
of the three drugs to cause morning hangover.

Barbiturates, i.e. phenobarbital, are occasionally
prescribed when or if benzodiazepines are
ineffective or contraindicated. Barbiturates can be
addictive and can interact with other medications
prescribed concurrently. Furthermore, these medica-
tions are not recommended inthe elderly population
because of their long duration of action,

Chioral hydrate (Noctec® is often prescribed in the
elderly population. This drug is chemically unrelated
to the other classes of hypnotics. Chloral hydrate is
considered safe and well tolerated. The more com-
mon side effect is gastrointestinal irritation.

Diphenhydramine (Benadry®), an antihistamine, is
prescribed for its sedative side effect. It is considered
amildhypnotic medication, however, the side effects
associated with this medication can be more trouble-
some than the side effects from benzodiazepine
therapy. The side effect profile includes constipation,
urinary retension, blurred vision, confusion., disorienta-
tion, and hallucinations.

All of these hypnotic drugs have been shown to
be less effective after 14 to 30 days of consecutive
administration. Individuals receiving long-term hyp-
notic therapy should have atrial of dosage reduction.
A suggested tapering procedure includes dosage
reductionand adecreaseinthe frequency of admini-
stration. For example, hypnotic medications dosed
on an alternating night basis or up to three to four
nights per week.

Behavioral and Psychologic Therapies

Relaxation therapy helps most individuals with in-
somnia o sleep better. Some of the techniques that
may be used include abdominal breathing, muscle
relaxation, meditation and hypnosis.

Curtailment of sleep can help some individuals with
insomnia. After completing a one-week sleeplog, the
timeinbedisthenrestricted to the amount of time the
individual claims to be sleeping. This method may
initially cause sleep deprivation, but it is effective in
treating insomnia.

Other therapies include “light” therapy and cogni-
tive psychotherapy.
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APPENDIX V. (vi) ¢ cont.

Summary

Hypnotic medication may be used for the short-
term management of insomnia. No one drug is ideal
for every individual and not all individuals with insom-
nia should be treated with hypnotic medications. A
careful assessment should be completed before
prescribing a hypnotic medication.

Elderly individuals are faced with variouslosses: jobs,
physical capabilities, spouses and material belong-
ings. These losses can cause anxiety and depression,

that in turn may cause delay in falling asleep. Older
people may react more emotionally than younger
adults when faced with stressful situations. The in-
creased emotionality can cause alterations in sleep.
Organic brain changes are associated with a de-
crease in total sleep time.

Elderly individuals need to know that some sleep
disturbances may be unavoidable and they should
be encouragedto gotobed only when sleepy.toget
up at the same time each morning. and to shorten or
eliminate naps during the day.

Hypnotic Medications

Drug Name Rate of Absorption

Usual Maximum
Daily Dose
Over Age 65

Half-life
(Hours)

Memory
Impairment

Benzodiazepines

Short-Acting
Triazolam (Halcion®) Intermediate
Intermediate
Temazepam (Restoril®) Slow
Long-Acting

Flurazepam (Daimane®) Fast

Non-Benzodiazepines
Non-Barbiturates
Chloral Hydrate (Noctec®) Fast

Diphenhydramine (Benadryl®) Intermedicte

Barbiturates

Pentobarbital (Nembutal®) Fast
Secobarbital (Seconal®) Fast
Amobarbital (Amytal®) Intermediate -

Slow

1510 50
1510 40
16 to 40

53to 118
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Nursing Home Records.

@) Emergency Kit Log Record.

b} Controlled Drug Inventory for Facility.
¢) Individual Controlled Drug Record.

d) Medication and treatment cart audit.
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a) Drug Assessment summary for pharmacist records.
b) Consultant Recomendation Form.

¢} Verification of patient’'s own medications.

d} Medication Cart Audit.

e) Monthly Consultant Report for facility,

f) Monthly Pharmacy Services Report.

Observation of Drug Administration.

a) Observers Notes.
b) Report compiled from notes,

Documentation to implement O.B.R.A. regulations.

a) Physician Assessment form for individual patients.
b) Monitoring of patient behaviour in relation to
dose of psychotropic drug.

(vii) Quarterly Report.
(viii) Information supplied to Facilities.
a) Medications which should not be chewed or crushed.

b) In-service training topics.

Sales training programme.




ORDER FORM used by FACILITY.

(1

DOCUMENTATICN utilised by HEALTHCARE NETWORK.

APPENDIX VI.

&+icalthCare Pharmacies. .
Facility Station Date 2 2 3 4 O 1

= A Division of HealthCare Network

Ordered Date |Quantity | Recei

. . Prescription Number Called
NAME: Last First or Peel Off Label In'y/| MEDICATION AND DIRECTIONS PHYSICIAN By Received |Received By

L 89 i~

13

14

15

16

17




APPENDIX VI.

PATIENT

DOCUMENTATION utilised by HEALTHCARE NETWORK.

(ii).

MEDICATION. LOCATOR

DRUG

LOCATED:

[] IN REFRIGERATOR
[] WITH LIQUIDS

[[] USE HOUSE SUPPLY

(] WITH SPECIAL DOSE TIME CARDS
[} WITH VIALS/OUTSIDE PHARMACY MEDS

] OTHER

DRUG

LOCATED:

[J IN REFRIGERATOR
[ WITH LIQUIDS

7] USE HOUSE SUPPLY

(] WITH SPECIAL DOSE TIME CARDS
[] WITH VIALS/OUTSIDE PHARMACY MEDS

(] OTHER

DRUG

LOCATED:

[] IN REFRIGERATOR
[] WITHLIQUIDS

[} USE HOUSE SUPPLY

[[] WITH SPECIAL DOSE TIME CARDS
[ WITH VIALS /OUTSIDE PHARMACY MEDS
[] OTHER

DRUG

LOCATED:

[] IN REFRIGERATOR
[] WITH LIQUIDS

[] USE HOUSE SUPPLY

[] WITH SPECIAL DOSE TIME CARDS

[] WITH VIALS/OUTSIDE PHARMACY MEDS

[] OTHER

DRUG

LOCATED:

[} IN REFRIGERATOR
[] WITHLIQUIDS

('] USE HOUSE SUPPLY

[ ] WITH SPECIAL DOSE TIME CARDS
[] WITH VIALS/OUTSIDE PHARMACY MEDS

[] OTHER

HCP 348
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(iii)

APPENDIX VI.

FACILITY EMERGENCY KIT LOG BOOK

PATIENT NAME

MEDICATION NAME

DOSE GIVEN

MD. NAME

R.N.- LVN. NAME
GIVING DOSE

RE-ORDERED
BY:

HCP-EKI




APPENDIX VI. DOCUMENTATION utilised by HEALTHCARE NETWORK.

(iii) b.
CONTROLLED DRUG INVENTORY
STATION
EMERGENCY]
DISCREPANCY REPORTED
DATE TIME NAME (Patient & Drug) TO DNS BY: KITS SEALED
(Yes, No)
7 AM
3pM

MM

K R

11 PM

1AM

iPM

1 PM

3 PM

11PM

1P

7TAM |

IPM

11 M

1AM

3IPM

11 PM

mORM # 1077 Imaginative Medical Enterprises, P.O. Box 5308, San Pedro, CA 9Q§23,_(_213) 832-5420




DOCUMENTATION utilised by HEALTHCARE NETWORK.
c.

(1ii)

APPENDIX VI.

DISPOSITION OF UNUSED PORTION OF PRESCRIPTION: AMOUNT
DATE____ 1. 2,

WITNESS !

Signature Date | Time | No.

Signature

DESTROYED BY FLUSHING |

WITNESS

N

Signature

—_—

|
- 93 -
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Pt. Name/M.D.

Drug/Quant.

Rx #/Date




APPENDIX VI.

DOCUMENTATION utilised by HEALTHCARE NETWORK.

A Dreson of Health are Nenwork

%iea/fh&zre Pharmacies

MEDICATION AND TREATMENT CART AUDIT FORM

Date of Month

Med,

( Cart

Treatment Cart

| CART AUDIT INSTRUCTIONS: [SWFIMORSElau yompatient| 1 | 2 {3 [ 4 ({6 16 | 7| 8|9 [10{11]12]13 |14 |15 16|17 18] 19] 20 21 | 22 23|24 |25 (26|27 |28|2930] 31
! DA A wm |
’ | ¥ .
' Check all medications and —
treatment items against the med P ) — I B S
and treatment books using the FE T h o o .
following criteria. 2 - P B
. ] ] ] ) T
if a discrepancy is found, 24 " L. ] . L -
correct it! . 7 o1 T 1 I~
—————— - i || | - o . o
When complete, initiai under the = -1 k‘ T — O 7 F'“ f—=-
appropriate date. et - — ] Lo I —_— L
1. Every med/tx ordered is N [ | — "_ I N B ] - - .
available — R [ — ~1 [ s N S — =1 e
2. No meds/tx are in cart which B ~ I ] . ) ] L ] ] L . | .
do not have a corresponding [~ - : 1
order T - T ,—_, i T : T 1 B I g\
3. All meds/txs labeled propeily | SN N N o . L T T Lo N ] -
4. Labels match orders exactly e — — — — — —_— I R S— — —
5. "Order Change" labels are T ] N e Y R T ] B R R o T
properly affixed LR S bt - — e el was - - -
6 Expiration dates have not ' | o1 | . R L o o .
passed
. 1. . i = JRR S S| - I ] B I
o
7. "Date Opened" stickersare  }—u— L | 1 1 - ] ] e TR K [P NI A— P — — S
— on all eye meds, nitro- 1 R A N RSN AU SR N 1 L P b
: glycerin and muitidose vials
- B R o — b . — - | Ir.—-__ s | —_ S o - —t SU— T
o i
~ 8. Cartis ciean, including T, — b -t —— e — e — -
drawers and crusher B R B . N P W S B ) — —] —
9. Flashlight available and [ T 71 T RN I R - T - T -
working - e — -y e et ey
Return completed form to DON e
|
| i

Facility

Station:
ATI@

_HCP-358 (3/90) SNF Fogtﬂo

Vi

S - P.O. Box
. ;12

43¢0




APPENDIX VI.

(iv)

Se

%ﬁa/fh&w Pharmacies.,

A Division of HealthCare Nenwork

DRUG REGIMEN REVIEWED ON.

DOCUMENTATION utilised by HEALTHCARE NETWORK.

DATE PHARMACIST'S SIGNATURE NOTE TO: COMMENTS
I e e . ... NURSNG T MD i i :
i i
/ —
‘ |
: : —
i !
i i |
i
—
|
I
—
I
! H
i ;
H ]
E . ‘
T
! i |
|
; i
! :
T
4
. |
i i Y —
i
i
|
{ H —_
|
| o R e -
2 |
i
|
|
]
L !
; e I —
1 J
\ji* __.i..__, — s ——— e —— ——— S — v
FAMILY NAME FIRST NAME ATTENDING PHYSICIAN ROOM NO. HOSP. NO.

-

HCP-302 REV. 12/87

PHARMAC(I)ST’S NOTES



APPENDIX VI. DOCUMENTATION utilised by HEALTHCARE NETWORK.
(iv) b.

Consultant Pharmacist Recommendations to Physicians

To:
Date:

M.D.

Patient Recommendations Response

Thank you,

Dianne Tobias, Pharm.D
Consultant Pharmacist
HealthCare Pharmacies
(714)544~4403, Ext. 2376

Please Route to Director of Nurses When Completed

5/90

- 96 ~



APPENDIX VI. DOCUMENTATION utilised by HEALTHCARE NETWORK.
(iv) c.

%ﬁealth are Pharmacies.

A Dwston of Healthcan Newonk

THE FOLLOWING DRUGS BROUGHT WITH THE PATIENT ARE APPROVED FOR USE IN THE
FACILITY:

DRUG STRENGTH COMMENTS

THE FOLLOWING DRUGS BROUGHT IN WITH THE PATIENT ARE NOT APPROVED FOR USE IN
THE FACILITY. RETURN TO FAMILY OR DESTROY.

- DRUG STRENGTH COMMENTS

HARMACIST‘S SIGNATURE:

ORIGINAL: Place in Chart, with Medication Sheets YELLOW: Facility, Temporary Receipt, PINK: Pharmacy Copy

LAST NAME FIRST NAME ATTENDING PHYSICIAN ROOM NO.

S—

HCP-331 12/87

MEDICATION VERIFICATION FORM
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APPENDIX VI. DOCUMENTATION utilised by HEALTHCARE NETWORK.
(iv) d.

< HealthCare Pharmacies . I —

O Pharmacist

CONSULTANT CART AUDIT =

Facility ____Station Date Consuitant _

Patient Name of Medication Discrepancy Other Action Taken
_— ]

No Problems

direction change

sticker needed

Nno current order

no medication
on cait

date opened

quantity problem

|

i
{ {
|

i
WHITE - Facility YELLOW - Medical Director PINK - Pharmacist
- 98 -

CP-316 6/87




APPENDIX VI. DOCUMENTATION utilised by HEALTHCARE NETWORK.
(iv) e.

%ﬁea/[hg are Pharmacics

Page.__ .. of

‘ CONSULTANT REPORT O Pharmacist
~1 Drug Regimen Review

O RN
O Dietitian
FACILITY STATION DATE CONSULTANT
Patient Recommendation/Ir;;gulallity - VAc{i;‘r{:l'aVk;a: )

f ———— e

WHITE -Facility YELLOW - Medical Director PINK
HCP-317 6/87

- 99 -
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CHART ORDERS
Stop order policies for medicauons being applied
Telephone orders are properly imed, transcribed and

of crushing
Medications are crushed with proper technique.

APPENDIX VI. DOCUMENTATION utilised by HEALTHCARE NETWORK.
(iv) f.
= flealthCare Pharmacies..
PHARMACEUTICAL SERVICES QUALITY CONTROL REPORT
FACILTY DATE CONSULTANT
. DRUG REGIMEN REVIEWS [C ! N
Pharmacist hours s h Medications receiwved trom the Qerggr pharmac: o Gc o
ufs spent in the facility are properly documented in the drug order book.y
Dates of visits Mhedlcauons ordered an? vgcewed tlr:dm qutside c 0o G
Pages of Review pharamacies are properly documented.
Medications brot:ﬁh! into the facility on admission a o o
Number of notes left to Physicians are properly handied.
h Refifis of medications are reordered appropriatel (] C G
Other Pharmacist actvities with no interruption of therapy. as Y
Discharge medication orders are properly written. O o Qa
Medications are sent with patients on discharge if 0 O D
appropriate.
PHARMAC Documentation of discharge medications is comptete. 1 0 (O
ACY SERVICE |
CES i ! N Medications are destroyed on a regular basis, and O 0o g
Yhet:é:heldtﬂe of operating hours and deiiveries is 0O o Q0 not kept longer than the required time.
05 .
o 8t all nursing stations. Non-controlled medication destruction records g o a
- The delivery schedule meets the needs of the faciity. O 3 0O contan two signatures, as required.
. Pharmacy labels are complete and accurate. g ©Cc . Records of destruction are organized and stored o o o
such that information is easily retrievable.
Medications th h .
avaistle without ,ntg,%%%%%y are U oo Medications sent on pass and returned with the 0 g o
patent are properly documented.
. Re bl
tumable medications are promptly sent o the pharmacy. (1 0 O Medication quantities are consislent with directions a o g
. Returns to the pharmacy are properly documented. (O O O for use.
. Medications from gutside pharmacigs are properly O 0O 0O There is not an excessive quantity of medicatonin O O 0O
abeled. overflow storage areas.
Medications from outside pharmacies are avadable [0 0O 0O COMMENTS/RECOMMENDATIONS:
without interruption or delay.
. Current drnag references are available atalinursng O O O
stations and contain monographs of all medications
used in the facility.
COMMENTS/RECOMMENDATIONS:
ADMINISTRATION OF MEDICATIONS
New orders for medications are started timely. ]
Stat orders are administered In a timely manner. a
Antbiotics, antidiarrheals, anti-nausea, and 0
anaigesic etc . medications are administered within
time required
Medication orders are legally complete SR Medications not administered as ordered are o Qg
O O properly documented.
o a Routine medications are properly documented o a
PRN medications are properly documented. o a ]
o o Appropnate vital signs are monitored for selected o 3
o 0 rugs.
Medications are held as ordered when vital signs are (1 [
O O outside specified parameters.
O 0 The medication administration policy and procedures (1 O
of thus facuity are being foliowed
0o c The treatment administration policy and procedures (1 O
of this facility are being followed.
g O Proper medication techniques are followed when a Q
administering medications.
oo Medications are reviewed for appropriatenass a a
O 0O
o o
g a

o0 0O OO0 oo oo

processed.
Medication recaps are properly noted.
Copies of medication orders are transmitted to
pharmacy within 48 hours of signing.
New orders for medicatons are called to the pharmacy.
Physician visit and orders are signed in a timely

Medicaiton administration technique I1s monitored

by the nursing staft.
Treatment administration technique is montored by

the nursing staff.
COMMENTS/RECOMMENDATIONS:

QOrders are properly transcribed to medication and

manner.
treatment sheets.
Orders are properly recapped monthly
The system for checking new computer recaps

N—Never 1
Pink Copy—CONSULTANT

9.
10.
works well.
COMMENTS/RECOMMENDATIONS:

1
|

O o o
O g o

|—Inconsistent

C—Consistent
Yellow Copy—ADMINISTRATOR
- 100 -

ACCOUNTABILITY OF MEDICATIONS

Orders for new medications are properly recorded In

the drug order book
Refills are properly recorded in the drug order book
f
! *CODE:

White Copy—CONSULTANT BINDER

HCP-305-1 Rev 4/87




APPENDIX VI. (iv) f cont.

NeZ/ealthCare Pharmacies..

vi

COMMENTS/RECOMMENDATIONS:

PHARMACEUTICAL SERVICES QUALITY CONTROL REPORT

MEDICATION STORAGE

Secunty of medication carts and medication rooms
is well maintained.

Medication storage areas are neat and organized.

There is separation of internal and external
preparations in medication storage areas.

Retrigerator temperatures range from 36-46 F
Non-refrigerated medications are stored at 53-86 F.
Medications not in current use are promptly removed
from storage and placed with discontinued and on
hold medications

Medications are removed from carts prior to
outdating.

Medications awaiting destruction or reorder are
properly marked

Labels on medications are unsoiled and legible.

Facility policies for the labeling of open multidose
wvials and containers s followed.

Proper procedures are utilized for updating
medication labels following direction changes.

House supply items are properly labeied.
An in-house cart audit system is in place

There is an or;‘gomg system in piace for
medication carl cleaning.

Medications stored at the patients bedside
are lunited to those outlined in policy.

Use of bedside medications 1s properly recorded at
least daily.

»

000 00O Ofe

1

0 0O

0O 0D 000 0O oo

L

000 ob O|=z

BEHAVIOR CONTROL MEDICATIONS

Psychotropic medication policy of the facility is
bsing foliowed

Specific behaviors corollating to ps\“cholroplc medi-
cahons are dentified in the patient heaith records.

Proper monitoring of behaviors is being done

All psychotropic medicatons used for behavior are
being monitored.

oono oo gl-

Monthly summaries are completed timely according
to facility policy.

Monthly summarnies are compiete and correlate with
collected data.

0 0 0o oo o o
00 o0 oo o o

7. Side effects are being monitored and documented
COMMENTS/RECOMMENDATIONS:

)|
»
I

0O 0O 0O OO0 O o=

ENTERAL FEEDINGS

The enteral log is complete and updated.
Enteral feeding bags are properly labeled.
Enteral pumps are set properly.

0o Oo0oDD O 0o o g

Tubing is changed and labeled properly.
5. Enteral feeding documentation is complete.
COMMENTS/RECOMMENDATIONS:

00 000 0o oo O 0

0

IV THERAPY

2.
3.

4.
COMMENTS/RECOMMENDATIONS:

EMERGENCY MEDICATIONS

Emergency kit contents are posted at the nursing
station.

Emergency kits are properly sealed and stored.

Use of emergency kits is properly documented in
the ER log.

Foliowing use, emergency kits are replaced timely.

IV storage is adequate.

Accountabiiity of IV deliveries is complete.
Delivery of IVs is timely.

Nursing documentation on IV bag is complete.

Medication add-on labeis are completed when
appropfriate.

IV tubing/bag are changed according to policy.

IV medication documentation is compiete.

000 oooo0no
000 ooooag

IV infusion devices are properly maintained.

COMMENTS/RECOMMENDATIONS:

000 Doooaog

5.

COMMENTS/RECOMMENDATIONS:

CONTROLLED MEDICATIONS
Controtled medications are properly stored.

Controlled medicaton reconcilliaton records are
compiete.

Controlted medications are properly documented
when used.

Controlled medications awaiting destruction are
properly stored

Documentation of destruction of controlled medica-
tions 18 complete; including signatures.

Xit.

Xitt. PRIORITIES/TARGET DATES:

I—Inconsistent N—NeveL]

White Copy—CONSULTANT BINDER

HCP-305-2 Rev. 4/87

Yellow Copy—ADMINISTRATOR Pink Copy—CONSULTANT
- 101 -




DOCUMENTATION utilised by HEALTHCARE NETWORK.
a.

(v)

APPENDIX VI.

éfea/[hCare Pharmacies.. OBSERVATION OF MEDICATION ADMINISTRATION

= A Division of HealthCare Network

MEDICATION NURSE: MED PASS TIME:
OBSERVER: TIME STARTED:
DATE: TIME ENDED:
NOT - i
CRITERIA MET |MET _ COMMENTS

Procedure is pour/pass/chart

Verifies med book/label information

Maintains sanitary technique with meds

Identities patient

Appropriate vital signs taken before administration

Observes patient take meds

Offers sufficient fluid with meds

Uses/documents PRNs appropriately

Maintains security of cart during pass

Bocuments doses given/not given

Administers doses accurately

Uses proper handwashing technique

SPECIFIC TECHNIQUES
Only appropriate meds are crushed

Proper crushing technique is used

Uses proper eye med/injection administration technique

Tube Feeding
a. N/G tube checked for ptacement

b. Tube flushed before/after meds

c. Meds administered completely/accurately

d. rh shi owg

- 102 -



APPENDIX VI. DOCUMENTATION utilised by HEALTHCARE NETWORK.
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HealthCeare Pharmercios

SIS 1\[ 600

MEDICATION ADMINISTRATION EVALUATION (W F7i-eres
AND DATA SUMMARY
FACILITY: DATE OF OBSERVATION:
WING / UNIT: OBSERVATION PERIOD:

EVALUATIVE DEFINITIONS

MEDICATION ERROR- a discrepancy between what the physician has ordered and what is observed
during medication aaministration.

SIGNIFICANT MEDICATION ERROR- one which causes the resident discomfort or jeopardizes his
or her health or safety.

INSIGNIFICANT MEDICATION ERROR- all errors observed which are not classified as significant
based on the professional judgement cf the observer. Areas of consideration include: resident’s
medical condition, medication category, and frequency of error.

TOTAL OPPORTUNITIES FOR ERROR- all doses observed being administered plus the doses orderec
but not administered.

MEDICATION ERROR RATE- percentage error rate calculated per the HCFA formulation.

Number of Errors Observed
(both significant and insignificant)

X 100 = % Rate
Total Opportunities for Error
FACILITY SPECIFIC MEDICATION ERROR RATE :

Total Number of Errors

X 00 = Rate

Total Opportunities for Error
IDENTIFICATION / CATEGORIZATION OF ERRORS

Medication Administration Errors Nursing Technique Errors
Omissions e Pour/Pass/Chart
Unauthorized medication Medication verification
Wrong medication _ Resident verificaticn
Wrong dose Cart security

Wrong route Sanitary technique
Wrong dosage form ) Other

TOTAL ERRORS TOTAL ERRORS

Comments / Recommendations:

T

Completed by

11790



APPENDIX VI. DOCUMENTATION utilised by HEALTHCARE NETWORK.
(vi) a.

%ﬁm/z/zuw Pharmacies.

DRAFT

- Antipsychotic Therapy Assessment

Dear Physician:

In an effort to reduce unnecessary drug use, new federal regulations
(OBRA) governing long-term care facilities include guidelines regarding

antipsychotic drug use (phenothiazines and haloperidol). Under these
regulations, antipsychotics must be used to treat "specific condition(s)n"
and not solely for behavior control. In addition, the guidelines dis-

Ccourage excessive PRN doses without physician review.

This resident is on the following antipsychotic:

I. Please review for appropriateness.
II. Please check the specific condition(s) which apply to the use of
the above antipsychotic in this resident. The conditions are re-
printed from the federal interpretive guidelines to state surveyors.

- Organic mental syndrome (including dementia) with

psychotic/agitated features as defined by:

_ episodes of potential danger to self or others,
or interference with care (e.g. biting, kicking
and scratching).

o continuous behaviors which cause an impairment
in functional capacity (e.g. crying out,
screaming, yelling, pacing).

. psychotic symptoms which cause impairment in
functional capacity (e.gq. hallucinations,
paranoia, delusions).

schizophrenia

schizo-affective disorder

delusional disorder

psychotic mood disorders (including manic depression)

acute psychotic episodes

brief reactive psychosis

schizophreniform disorder

atypical psychosis }

Tourette’s disorder

Huntington’s chorea

IRRRNRRRREN

ITIT. If the resident does not have any of the above conditions

yet you wish him/her to remain on the drug, please document
your reasons in your progress notes.

The federal regulations also recommend gradual dose reduction of these

antipsychotic drugs or institution of behavioral programming unless
clinically contraindicated.

Physician Signature: Date:

Nurse Signature: Date:

Patient Name: Patient #:

11/90 FOR A LIST OF ANTIPSYCHOTIC DRUGS, SEE REVERSE OF THIS FORM
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Common Antipsychotic Drugs

Brand Name

Haldol

Thorazine
Mellaril

Stelazine
Prolixin Deconoate
Prolixin, Permitil
Trilafon

Navane

Sparine

Vesprin

Serentil

Tindal

Taractan

Loxitane

Moban

Inapsine

Orap
Etrafon/Triavil

Generic Name

Haloperidol
Chlorpromazine
Thioridazine
Trifluoperazine

Fluphenazine Deconoate

Fluphenazine
Perphenazine
Thiothixene
Promazine
Triflupromazine
Mesoridazine
Acetophenazine
Chlorprothixene
Loxapine
Molindone
Droperidol
Pimozide
Perphenazine (w/

amitriptylinel
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HEALTHCARE FHARMACY £15SToeqaaz

PSYGQTOTROPIC SUMMARY SHEET
EEHAVIOR DATA

n
D
g}

BEHAVIORAL MANIFESTATION:

# EPISODES | # PRN ADVERSE

TIME PER SHIFT DOSES REACTIONS OBSERVATION NURSE'S
PERIOD (7-3 3-11 11-7| if appl | see care plan COMMENTS SIGNATURE

'T"\P CR D/C NEW DOSE RATIONALE FOR CHANGE




APPENDIX VI. DOCUMENTATION utilised by HEALTHCARE NETWORK.
(vii).

HealthCare Pharmacies

PHARMACIST QUARTERLY REPORT - ¥#EIINSNNEGE

August, 1990 - October, 1990

Drug Regimen Review

Drug regimen reviews are performed in the facility on
each patient monthly by the consultant pharmacist.
Recommendations are made to the attending physicians
using a new sheet which asks for M.D. response. "Holding"
copies of the form are placed in the consultant binder in
the Director of Nurses’ office. The success of this form
is moderate. Approximately 50 hours were spent on
facility related matters in this quarter. Twelve notes
were left for physicians during this quarter. This is
lower than usual because the pharmacist has not been
requesting diagnoses for medications pending institu-
tion of the new system for incorporating diagnosis into
the body of medication orders. The September inservice
on Psychotropic Drugs was not given.

Pharmacy Services

Pharmacy services continue to be adequate to meet the
needs of the facility and the patients.

Chart Orders

There continues to be improvement in the completeness
of potassium chloride orders. The letter requesting
diagnosis as part of major medication orders was sent
to the physician staff from the facility and the
program managers have been inserviced as to the system
so this program should be implemented in the next
quarter. The respiratory staff has been encouraged

to transcribe respiratory medication orders to their
treatment sheet exactly as written by the physician.



APPENDIX VI. (vii) cont.

]
7
*

1V. Ordering of Medications and Accountability

MR i
&)

There has been improvement in the refill ordering
process during this quarter. There also has been
improvement in the storage of overflow medication
which also indicates improvement in ordering.

V. Administration of Medications

There continues to be improvement in the area of

respiratory charting, however omissions and incon-

sistency in setting up orders still occurs. The
new respiratory charting sheet has been a success

l and it appears that ongoing reinforcement of proper

'l procedures be continued. It is also recommended

] that a respiratory charting audit be incorporated

g into the medication charting audit which has been

)
- i J/ 3 y
i F ) y

-l

recently revised. The pharmacist will continue

l to monitor this area and make recommendations when
indicated. PRN documentation of medications continues
to be somewhat inconsistent. A few instances of late
antibiotic administration have been itemized in the
last quarter. The staff is reminded of the four-hour
rule as we enter the winter season and expect to see
more antibiotics used.

Storage

As mentioned above, storage of overflow medications
has improved somewhat. The staff is again reminded
to mark discontinued medications with d/c tape while
awaiting destruction. The new system of the night
shift reviewing and destroying medications appears

to be working well. The facility policy for labeling
multi-dose vials with a date opened sticker is not
consistently followed, especially with insulin.

Psychotropics

Psychotropics continued to be monitored inconsistently.
Anti-psychotic medications are used very rarely in this
facility.

Goals for Last Quarter

1. Medication reordering system has improved.

Respiratory charting has improved.
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‘ IX. Goals for Next Quarter

| 1.

N
) jl 2. Psychotropic monitoring.

Incorporation of diagnosis into medication orders.

-

ll Dianne Tobias, Pharm. D. November 21, 1990




MEDICATIONS WHICH SHOULD NOT BE CHEWED OR CRUSHED

THIS IS NON INTENDED TO BE A COMPLETE LISTING OF ALL MEDICATIONS WHICH SHOULD NOT BE CHEWED/CRUSHED, BUT RATHER A SUMMARY LIST OF THOSE MEDICATIONS COMMONLY ORDERED IN THE LONG TERM CARE ENVIRONMENT,

EC — Enteric coated
SR ~ Slow release, long acting; designed to release drug over a long period of time ~ crushing destroys action
EFF — Effervescent

CHEW — Product designed to be chewed; proper aclion of drug depends on chewing
PHENOTHIAZINE DRUGS SUCH AS MELLARIL, THORAZINE, STELAZINE MAY PRODUCE ORAL IRRITATION IF CRUSHED & GIVEN ORALLY OR CHEWED.

* CODES
ua

SRE — Sloe e

SL

— Liqui lin capsule farm; inaccurate dose if contents emptied

-e contents may be emptied and mixed with apple sauce or given via NGT but not crushed

— Disscwve under tongue; tablets inactive if taken orally

LQuID LIQUID
MEDICATION * CODE AVAILABLE ALTERNATIVES/COMMENTS MEDICATION *_CODE AVAILABLE ALTERNATIVES/COMMENTS
BELLERGALS . . .............. SR NO Beilergal tab MODANE . .. ................ uQ YES Modane liquid 37.5mg/5ml
BISACODYL . . ............... EC NO Bisacodyl suppository MULTICEBRIN . . . ... . ... ....... EC NO
CALAN SR e e e e EC NO Calan, isoptin MICROK .. ................. SRE YES See Kaon
.
[ CHLORALHYDRATE . .. ... ....... uaQ YES Noclec syrup 500mg/5mi MS CONTIN SR YES Morphine sulfate liquid
% CHLORPHENIRAMINE MALEATETD .. .. SR YES Chlortrimeton syrup 2mg/5ml, tab NALDECON . SR YES Naldecon syrup 10ml
E:-;'l CHLORTRIMETON REPETABS . . ... ... SR YES See Chlorpheniramine Maleate NICOBID . SR YES Nicotinex 50mg/5ml
E CHOLEDYLSA . . ... ........... SR YES Choledy elixir 100mg/5ml, tab NITROGLYCERINETD . . ... .... SRE NO Nitropaste, Isordil
COMBID SPANSULES . SRE NO NOCTEC . .................. uQ YES See Chloral Hydrate
f&} COMPAZINE SPANSULES . . ... ... .. SRE YES Compazine liquid 5mg/5mi, tab, injectable NITROSTAT . . . .. .......... SL NO
< . solution, suppository NOVAFED . ... .............. SR YES  Novafed or Sudafed syrup 30mg/5mi
o) DECONAMINESR . . ... ......... SR NO Deconamine tab .
e NORPACECR .......... ... SR NO Norpace cap (can be emptied)
E DEPAKENE . . . .... .......... LQ YES Depakene liquid 250mg/5ml
ORNADE SPANSULES . . ... ... .... SRE NO Ornade tab
— £C YES  See Depakene
< . PANCREASE . ................ EC NO
EC NO DES tab, suppository
E—‘é PAVABID SR NO  Papaverine cap
SRE NO Diamox tab . -
PERITRATE SA SR NO Peritrate, P.E.T.N. tab
> ODIMETANE EXTENTABS . . . ... ..... SR YES Dimetane elixir 2mg/5ml, tab .
- o) . PHAZYME EC NO Can substitute Mylicon and llozyme; not exact
DIMETAPP EXTENTABS . . . . .. ..... SR YES Dimetapp elixir substitution
g DONNAZYME .. .. ... ... ...... SR NO Can substitute Donnatol tab and llozyme; POLARMINE REPETABS . .. .. ... . .. SR YES Polarmine syrup 2mg/5ml
® not exact substitution PROCANSR .. ............... SR NO  Procainamide cap
] DRIXORAL . . ... ............. SR NO
~ DSS ua YES  DSS liquid 50mg/5mi, pul apart ca PROCARDIA - .. .. .. Ha NO
...................... L i I m v a| C
o auid Somg/om, pull apart cap PAPAVERINE HCL TR SR NO  See Pavabid
+ BuUCOLAX .. EC NO See Bisacodyi -~ -
= QUINIDEXEXTENTABS . ... ... .... SR NO Quinidine sulfate tab, injectable
ECOTRIN . . . EC NO Plain/buffered ASA tab, suppository .
= N QUINAGLUTE DURA-TABS . . . .. .. ... SR NG See Quinidex
Is) EMYCIN .. ... ... .......... EC YES EES liquid 400mg/5ml (equivalent .
bort to 250mg), chewable and reguiar tabs ROXANOLSR . . ........... SR See MS Contin
£ q; ESKAUTHCR . . . ... .. .. ... ... SR YES See Lithobid SINGLET (NOVAHISTINE) SR YES
é FEOSOLSPANSULES . ... ........ SRE YES Ferrous sulfate elixir 5gr/7ml SLOBID . . SR YES Theophylline elixir 80mg/15mi,
FERO-GRAD . .. .............. SR YES Fergon 300mg/5ml. add Vil. C AccubrorT 10mg/ml, SloPhyllin
B~ SLOPHYLLIN - ... .. ... ... SRE YES  See Slobid
Ll FERRO-SEQUELS . ... ..... .. SRE YES Feostat Susp, add DSS 100mg
) SLOWK . . ... .o SR YES See Kaon
o FEROFOLICS00 . . ... .......... SR NO Can substitute ferrous sulfate elixir, folate 1 mg, ) .
8 Vit C, not exact substitution SORBITRATESA . ... ........... SR NO  Sorbitrate tab
[ GAVISCON .. CHEW YES Gaviscon liquid 15ml SUDAFEDSA . . ... .. .. ... ..... SR YES Sudafed syrup 5ml, tab
HYDERGINESL .. .......... . SL YES Hydergine liquid 1mg/ml, tab SUSTAIRE c..... B8R YES See Slobid
. IBERET, IBERETS00 . . ........... SR YES Iberet and Iberet 500 liquid SYMMETREL .. ............... LQ YES Symmetrel liquid 50mg/5ml
; INDERAL SA SR NO Inderal tab TELORIN SPANSULES . . ... ... .... SRE YES See Chlorpheniramine maleate
INDOCIN SR SRE NO Indocin cap THEOBID SRE YES See Slobid
ﬁ ISOPTINSR . . . . ............ See Calan SR THEODUR SR YES See Slobid
% ISORDIL CHEWABLE, S.L. . . ... ..... CHEW, NO isordil tab THEODUR SPRINKLES . . . . ........ SRE YES See Slobid
SL .
= " . THORAZINE SPANSULES SRE YES Thorazine Solution and Concentrate,
o) ISORDIL TEMBIDS SR NO  lIsordiltab tab, suppos, injectable
% KTABS . ... ... ... . . ....... SR YES See Kaon TRENTAL .. ... i SR NO
KLOTRIX ... . SR YES See Kaon TRILAFON REPETABS . . . ... ...... SR YES Trilafon Concentrate *8mg/Smi
KLYTE oo o EFF YES See Kaon, may dissolve tabs in water TUSS ORNADE . . . SRE YES Tuss Ornade liquid 10ml
LUTHOBIO . . .. ... ........ ... SR YES Lithium citrate solution ZARONTIN uQ YES Zarontin syrup 250mg/5mi

Lithium carbonate tab, capsule

SE
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DOCUMENTATION utilised by HEALTHCARE NETWORK.
(viii) Y.

APPENDIX VI.

HEALTHCARE NETWORK . ..
A LEADER IN EDUCATIONAL PROGRAMS

HealthCare Network provides extensive continuing
education programs developed exclusively for long term

care. HealthCare Network is both a BRN and BENHA
provider.

The following are inservice topics available for presentation:

PHARMACY

Abnormal Movement -— EPS Food 'Drug Interactions

AIDS Gastromtestinal Drugs

Alzheimer's Geriatric Drug Therapy

Antibiotics Inflammatory Bowe! Disease-Treatment
Anticoagulants Interpretation of Lab Tests

Anticonvulsants Introduction to Med Issues in Long Term Care
Antihypertensives | & I Medication Administration

Antispasticity Agents Patn Assessment

Anxiolytics, Antidepressants & Antipsychotics Pediatrics

Beta Blocking Agents Pharmacokinetics and Therapeutic Drug Monitoring
Blood Glucose Analysis Peptic Ulcer Disease

Cardiac Drugs Physical Assessment

Congestive Heart Failure Proper Use of Medication Systems

Dehydration Psychotropic Monitoring

Depression in the Elderly Psychotropic Agents

Diabetes Psychotropice — Nursing Considerations
Digoxin Sleep i the Eiderly

Documenting Patient Care Tuberculosis

Drug Allergy Treatment Administration

Electrolyte Imbalances Urina:y Tract Infections

NUTRITION

Choices in Enteral Formulas and Delivery Systems
Components of Physician's Order
Computerized Nutritional Assessment

Nursing Nutritional Assessment
Nutrition and the Geriatric Patient
Nutrition and Wouna Healing

Dysphagia Nutritional Consideration in Medication Administration
Enteral Feedings Quality Controt of Enteral Formulas (Safety)
Entrition™ Reimbursement for Enteral Parenteral Therapy

Gravity w/Entrimet™ Bag
Heart Healthy Diets
Newtrition™

Role of Enterai Consultant
TEN - Interdisciplinary
TPN - Nursing Management

LV. THERAPY

Advanced | V. Technigue i - Pain Medication Documentation
Central Lines LN Y icaton

1.V. Antibiotics VNG - Biooa VWithdrawal
1.V. Refresher Course Fnin Mar

A Diasion of HealthCure Netws

ANAHEIM
(714) 533-7400 (800, 544 8291

COLTON
(714, 824-0440 18005 331-0770

SAN DIEGO
1619: 530-0090

CULVER CITY
(213) 838-4420 (800) 533-4420

SAN LEANDRO
i415) 351-6666 (800) 922-2767

SALT LAKE CITY

«8011: 268-3999 (8001 345-5889 J
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HealthCare Networks

i

(15444403

HEALTHCARE NETWORK SALES TRAINING
SEPTEMBER 20, 1990
HealthCare Network Overview
Alison Arkin, Vice President of Marketing and Development

khkhkkhkkhkkkkhkhkhkhhkhhkhkhkhkkhkdkhkkhkhkhkhkhhkhkkhkhkkhkkk

* Professions Seek Authority; *
* Businesses Seek Profit; *

* HealthCare Network Seeks Both. *
***************************************

I. HEALTHCARE NETWORK

. History and Philosophy

Locations
Product Profile
Professionals
Market Shares
Potential
Strategic Plan

IT. PRODUCTS AND PROGRAMS

HealthCare Network Program Directors will describe
programs with focus on:

Benefits to Customers
Edge Over Competitors
How To Sell!

ITI. KNOW YOUR CUSTOMER

What Matters (Random Order)

Long Term Care Acute Care

Patient cCare . Patient Care
Ease of Use (Minimal . Appeal to Attract
Work) Physicians
Cost Effectiveness . Opportunity for Grant
Fit with Regulations Funding
Marketability to . Learning Opportunities
Community for Interns and
Residents
Ability for Publica-
tions or Fame for
Medical Staff
Marketability to

Commiini s




IV. LONG TERM CARE "HOT BUTTONS"

. Patient Care - (Clinical outcomes, such as decreased
frequency of diarrhea, accelerated wound healing,
elimination of fever, improved breathing, elimination of
infection, overall improvement of patient status)

Ease of Use - Long term care facilities seek providers
who will do as much of the work for their staff as
possible. Shortage of qualified nursing has lead to
this dependence on outside providers. Features of our
programs that are attractive to users are: any time
savings, ease of ordering, frequency of delivery,
teaching support, systems to track use such as sticky
label or consignment, professional consultants avail-
able.

Regulations -~ Long term care is heavily regulated.
Consequently, customers are concerned about our
support during survey, ability to provide disclaimer
letters from manufacturers if surveyors question the
use of equipment, and support after survey for action
plans.

Cost Effectiveness - Long term care is under a low
margin reimbursement structure. Following are
important: when the facility must pay, how frequently
they pay, ease of reading bills, how our pricing fits in
with reimbursement, what they will have to pay for

out of pocket or on their "house account."

V. HEALTHCARE NETWORK’S COMMITMENT TO MARKETING FOR SALES
SUPPORT

Quality Assurance and Ongoing Enhancements of Programs
We Sell

Conventions and Trade Shows

Educational Seminars

Brochures

Sell Sheets and Other Support Materials

Assistance with Proposals

Directors to Attend Marketing Calls

Direct Mailing Promotions

Promotional Items and Gifts

Newsletter

Sales Training!

Welcome to HealthCare Network! We look forward to your involve-
ment with our continued growth and credibility in the health care
community!
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AVERAGE PRESCRIPTION REDUCTION EFFECT OF DRUG RESTIMEM REVIEW BY PHARMACISTS
IN U S A

Pharmacists. No. patients/beds. Average reduction
per patient.

Cheung & Kayne. 517 1.2 (6.8 to 5.6>

Rawlings & Frisk 260 1.6 (7.7 to 6. 1D

Hood, et al 40 0.8 (7.6 to 6.7

5, (7.2 to

Martilla

to

6.

Lofholm

Cooper & Bagwell 14 2.4 (7.2 to 4.7

to

Ellenor & Frisk

Underwoods. to 3.

to 3.0

Young, et al 25 1.8 (6.0

10. Rush, et al 175 63% decreased

. Strandberg 42% decreased use

. Inoue 400 (ICF> 48. 6% dose redn

. Wilcher & Cooper 116 2.4 (7.2 to 4.8

. Chrymko & Conrad, 21 2,0 (6.5 to 4.5 %

. Thompson & Ruffalo. 127 2.2 (7.8 to 5.7

. Cooper

¥ This reduction was achi

c ecident during a 2 menth
rotation. Twelve monthe 1 ncre :

#% When thiz had been achieved t
Prescriptions rose to an averag

introduced the average was 6. 1. p

Druz Regimen Review was terminated
8. /. per patient. When DI R.E. wag re-

D
ooy
5oy ®

atient.

3

Data reprinted from 'Pharmaceutical Services in the Long Term Care
Facility'.



APPENDIX VIII. FEDERAL INDICATORS for ASSESSING DRUG REGIMEN REVIEW
A. REVIEWS PERFORMED VERSUS AVERAGE CENSUS

Conmpare the number of drug regimen reviews performed to the average census
of the facility. If the average census is 100, then the number of raviews
that would be performed per month would be about 100. However, this csinple
indicator cannot be absolute, and tolerances must be allowed. For exanple
the pharmacist may have reviewed only 50% of the patients in a particular
month, but the other 50% are scheduled for review the day after the survey.
If the number falls significantly short of patient census over a number of
months, a non compliance finding is in order

B. REVIEWS SHOULD BE PERFORMED IN THE FACILITY

A pharmacist cannot be required to perform reviews in the facility. The
regulations do not state where the reviews must be performed. However, in
order to perform acceptable reviews, the facility's reviewer must be
examining data sources such as the patient's drug administration record,
physician's orders, nursing notes, and laboratory reports. For all
practical purposes these data sources are only located in the facility.
Thus, to adequately perform reviews, the pharmacist should be conducting
them in the facility

C. AVERAGE PRESCRIPTION UTILISATION

In 1974 the average prescription utilisation for S.N. F. patients was found
to be spproximately 6. 1. The current average is probably unchanged. As a
general rule, one could question the adequacy of drug reviews 1f the
facllity's average prescription utilisation were above 6 per patient. There
are qualifications to this indicator:

1. The 6.1 average is a national average. Regional and State variations
can be significantly different. The average in the State the surveyor
serves may be more meaningful. The Medicaid Management Information System
if one is available, can be of assistance in supplying this specific
information.

2. The nature of the patient population (e.g. & high number of patients
with multiple chronic diseases) may be such that a higher utilisation is
appropriate

3. The assumption that drug regimen reviews reduce utilisation may not
always be true. A drug regimen review may result in additional drug
utilisation

4. The pharmacist may be performing good reviews and recommending that
drugs be discontinued but the physician may not agree with the
recommendat ions,




APPENDIX VIII cont.

5. Analysis by the survevor of the trend in prescription utiligation is
critical. The pharmacist may be changing attifudes about drug therapy, and
a slow improvement may be evolving. Thus, if the average is higher than 6
but the trend is toward reduction, the pharmacist may be adequately
performing drug reviews.

6. In an I.C.F./M. R. the drug utilisation ie usually significantly lower
(approximately 3 per patient per month). I.C.F.'s drug utilisation is
usually comparable to S.N.F.

In order to estimate the average prescription utilisation, examine a
sufficient sample of charte to establish a pattern. It is not necessary to
calculate an exact average. In determining the average, include all legend
(the equivalent of Prescription Only Medicines in U.K.) and over-the-
counter (0. T.C.) drugs.

Count as one prescription any drug order, including as needed (PRN) orders,
if one dose has been administered in the last 30 days. If a drug has been
ordered but never administered in the last 30 days, do not count 1t in the
average. Combination drugs (e.g. aspirin and codeine) should be counted as
one prescription

D. EXCESSIVE REVIEWS ON THE SAME DATE.
The ability of the pharmacist to review patient records is finite. Question
the adequacy of review if more than 100 patients have been reviewed on the

same day by the same reviewer.

E. APPARENT IRREGULARITIES (POTENTIAL DRUG THERAPY PROBLEMS).

The pharmacist should address these apparent irregularities every time they
are encountered.

RULES FOR APPLYING APPARENT IRREGULARITIES

The pharmacist conducting reviews is responsible for identifying
apparent irregularities and notifying an individusl having
authority to correct the potential problem

You (the surveyor) are responsible for determining whether such
identification and notification has taken place

Do nat go any further than determining if identification and
notification has occurred. It ie not necessary to ascertain the
dispogition of fhe recommendation made by the pharmacist.
Inquiry into the specific treatments or outcome could be
construed as Federal interference with the practice of medicine,
which is prohibited by Section 1801 of the Social Security Act.
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d) A record of drug regimen reviews must be maintained in the
facility in order to demonstrate that such reviews have been
performed. Thiz record may or may ncot be part of the patient's
medical record depending on the policy of the facility. In any case
each patient must be identified, and documentation of one of the
fellowing circumstances must exist:

1. If no potential problems were found by the pharmacist, he or
she must have included a signed and dated statement to this effect
in the drug regimen review record
2. If a potential problem was found and the pharmacist deemed it
NOT significant, then he or she must have included a signed and
dated statement in the drug regimen review record
3. If a potential problem was found that was considered
significant the pharmacist must have included a signed and dated
statement in the record describing the situstion and indicating
that they communicated this information to an individual with
authority to correct it, usually the attending physician
4. The facility's reviewer need not have documented the
identification and notification every month even if the
apparent irregularity continues, provided:
-it has been deemed insignificant by the pharmacist, or
-it has been deemed significant, but the reconmendation
has been rejected by the individual having authority
to correct it
Under these circumstances, the facility's reviewer may document
that he or she has identified an apparent irregularity and
notified a person having authority to correct the potential
problem on an ANNUAL basis. This documentation should appear in
whatever record the facility decides to use for documenting
drug regimen reviews

2. LIST OF APPARENT IRREGULARITIES.

These drug therapy circumstances may constitute drug irregularities
(potential drug therapy problens).

a) Multiple orders of the same drug for the eame patient by the
same route of administration (e.g. the same chemical entity
by different brand names’.

Drugs administered in disregard of established stop order
policies.

As needed

day for more

Patients receiving
Sequential use need not

Use of antipsychotics or antidepressants for les
Py !

Continuous use of hypnotic drugs for more than 30 days
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g) Use of 2 or more hypnotic drugs at
hY  Hypnotic drugs administered in encesz of the listed maximum doses.

i) Use of 2 or more antipsychotic drugs at the same time

iy Us
ma

25

e of antipsychotic drugs in excess of the listed daily dosage
¥imumes.

Uge of anxiolytic drugs when their ¢

maximums

More than 2 changes o
Use of antidepressants in

Patients who repeatedly lose seizure control while taking
anticonvulsants

Patients who are taking thyroid drugs and have not had some
assessment of thyroid function.

Patients who are taking drugs to reduce Blood Pressure and have
not had a blood pressure recorded at least weekly

Patients who are taking anticoagulant therapy and have not had
some assessment of blood clotting function at least every month
The most common blood clotting function test is prothrombin time

Patients who are taking cardicactive drugs and have not had a
pulse rate recorded daily in the first month of therapy and
weekly thereafter or the chart shows a pulse rate consistently
below 60 or above 100C.

Patients who are taking Insulin or oral hypoglycaemics and have
not had a urine sugar test at least every 60 days.

Patients who are taking iron preparstions, folic acid or Vit.Bl2
and have not had a red blood cell assessment during the first
month of therapy.

Use of antibiotics in chronic urinary tract infections if an
urinanalysis has not been performed at least once every 30 days
after therapy was initiated

Patients taking the antibiotics listed under u) who have not had a
urine pH determination within 30 days after therapy was initiated
or if therapy is continued when urine pH is continually above 6.

Use of Nitrofurantoin for cond her than treatment or
hylaris of urinary tract iv i , or blood urea nitrogen
e orded on the chart.

ro
r

P
S

arum creatinine levels ar
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%)

v

Three or more analgesics used at the same time

Patients taking diuretics who have not had a serum potassium level
determination within 30 days after initiation of the therapy.

Patients takind diuretics and cardictonics e.g. Digowin, who have
not had a serum potassium determination within 30 days after the
initiation of the cardiotonic therapy and every 6 months
thereafter

Patients who are taking Fhanylbutazone continuously and have not
had at least one CBC determination 30 days after initiation of
the therapy

The use of cardiotonics e.g. Digoxin, in the absence of one of the
following diagnoses: congestive heart failure, atrial
fibrillation, paroxysmal superventricular tachycardia, atrial
flutter

The use of anticholinergic therapy with antipsychotic drugs in the
absence of documented extra pyramidal side effects e.g. tremor,
drooling, shuffling gait

The continuous use of antibiotic sterocidal opthalmic preparations
for periods exceeding 14 days.

The use of aminoglycocides in the absence of a serum creatinine
determination when therapy was initiated

Order for drugs for which there is a known allergy as documented
in the patient's record.

The crushhing of solid dosage forms when the likely result will
cause patient discomfort e.g. Dulcolax, or undesired blood levels
e. g. Theophylline.
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RESIDENT ASSESSMENT INSTRUMENT FOR LONG TERM CARE FACILITIES
(BACKGROUND INFORMATION/INTAKE AT ADMISSION
I. IDENTIFICATION INFORMATION Il. BACKGROUND INFORMATION AT RETURN/READMIS SION

RESIDENT ‘ oATEOF . =
NAME (Middis Iniial) BT 1.1 CURRENT |— -_
| Day

DATEOF | R _— Ty

. i READMISSION Moath ]
oMsson 1 J— . — [ MARITAL 1. Never marmed 3. Widowsd 5. Dvorced
’ ‘ear .

_ | ADMISSION Monih 5y STATUS 2 Marnied 4. Separated
MEDICARE

NO. (soC ADMITTED 1. Pnvate hume or apt 3. Acule care hospital
oL . _ . ] FROM 2. Nursing home 4 Other
SEC. or . -

Comparable i LIVE 0 No 1 Yes 2. In other facility
No. if no o _ o ALONE

| | Medicace Ng)_ ) B ADMISSION (Check all that apply)
T INFORMATION | Accurate information unavailable eadier
FACILITY ! ! . I l ] l I ] AMENDED Observalion revealed additional information
PROVIDER NO. | Federal No. [ J I J ! ! [ J l J 1 Resident unstable al admission

CUSTOMARY ROUTINE (ONLY AT FIRST ADMISSION)

 —
GENDER | 1. Male 2. Female

RACE/ETHNICIT 1. American Indian/Alaska Native 4 Hispanic (Check all that apply. If all information UNKNOWN, check iast box only.)
Y 2. Asian/Pacific Islander 5. Whits, not of < CYCLE OF DAILY EVENTS

Hispanic origin Stays up tate at night (e g . after 3 pm}

Naps regularly during day (at lest 1 hour)

BIRTHDATE Goes out 1 + days a week

- Stays busy with hobbies, reading, or fixed daily routine
LIFETIME Spends most time alone or watching TV

OCCUPATION Moves independently indoors (with appliances, if used)
NONE OF ABOVE

Resident’s primary language is a language other than English

PRIMARY
LANGUAGE 0. No 1. Yes

EATING PATTERNS

- CUSTOMARY | pyginet food preferences
(Specity) ROUTINE Eats between meals all or most days
(Check all settings resident lived in during § years prior to (Year prior Use of alcoholic beverage(s) at least weekly
admission) . to first NONE OF ABOVE
RESIDENTIAL | pror stay at this nursing home admission ADL PATTERNS

HISTORY Other nursing home/residential facility toa
PAST S YEARS | Mrjpsychiatric setiing nursing home) | In bedclothes much of day

MR/DD setting Wakens to toilet all or most nights

NONE OF ABOVE Has irregular bowel movement pattern
Prelers showers for bathing
NONE OF ABOVE

MENTAL Does resident's RECORD indicate any history of mental

HEALTH *etardation, mental illess, or any other mental health problem
HISTORY 0 No 1. Yes INVOLVEMENT PATTERNS

(Chesck ail conditions that are related to R/DD status, that were . Daily contact with relauves/close lriends
i Usuatly attends church, temple, synagogue (etc )

manilested before age 22, and are fikely to continue indefinitely)
Not applicable — no MR/DD (Skip to tem 13) Finds strength in faith
MR/OD with Organic Condition ! Daily arimal companion/presence
CONDITIONS Cerebral palsy ) Involved in group activities
RELATED TO Down's syndrome NONE OF ABOVE
MR/DD STATUS Autism ] UNKNOWN — Residenyfamily unable to provide information
Epilepsy
Other organic condition refated to MR/DD
MR/DD with no organic condition

Unknawn

MARITAL t. Never married 3. Widowed 5 Divorced
STATUS 2 Married 4. Separated

ADMITTED 1. Privale home or apt. 3. Acute care hospital
FROM 2. Nursing home 4. Other

LIVED ALONE | 0-No I Yes. 2. 1n other facility

ADMISSION (Check all that apply)
INFORMATION Accurate information unavailable earlier )
AMENDED Observation revealed additional information
Resident unstable at admission

Signature of RN Assessment Coordinator

Signatures of Others Who Completed Part of the Assessment

.

® - AUTOMATIC TRIGGER — Go directly to RAP instructions A - POTENTIAL TRIGGER — Go lo RAP instructions for more detalled tngger definitions
1. Delirium 5. ADL Function/Rehabilitation ! 7. Psychosocial Wellbeing 11 Falls 15. Dental Care
2. Cognitive Loss/Dementia Potential 8 Mood State . Nutniional Status 16. Pressure Ulcars
3. Visual Function 6. Urinary Incontinence ang Indweli- 9. Behavior Problems. 13. Feeding Tubes 17. Psychotropic D{ug Used
4. Communication ing Catheter 10. Activities = 118 14 Dehydration 18 Physical Restraint

DS 3308-2 SNFFORMS-F.O Box 4330,
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Page 1 of &

RESIDENT ASSESSMENT INSTRUMENT FOR LONG TERM CARE FACILITIES

(Status in last 7 days, unless other time frame indicated)
SECTION A. IDENTIFICATION AND BACKGROUND INFORMATION

(Check if condition over last 7 days appears different from usual

- — functioning)
ASSESSMENT E{j_l l I_l I } I Less alert, easily distracted
DATE INDICATORS OF
_ Month i Year

- Y - DELIRIOUS — | Changing awareness of enwironment

RESIDENT NAME _ PERIODIC DIs-
— (Frst) (Miadie (ndial) ORDERED

SOC;AL L I | - l I ] [————[-—-l——[j THINKING/ Periods of motor restiessness or lethargy ' .
SECURITY NO. — L 1 AWARENESS Cognitive abdity varies over course ol day
U (any s @'8 a"
MEDICAID NO. l l l I J i l l [ i L J NONE OF ABOVE N 1 1
Qf licabl " CHANGE IN Change in resident’s cognitive slalus. skills. or abilities in last 30 days-

COGNITIVE

MEDICAL | ] . [ ! I le ; ] I Ij . o Nocha g s o .
i i R s S nge provi . Deterioral
RECORD NO. . I i STATU!

Episodes of incoherent speech

SECTION C. COMMUNICATION/HEARING PATTERNS
(With hearing appliance, i used) -
0. Hears adequately — normal talk, TV, phone
1. Minimal difficulty when not in quiet setting
2. Hears in special situations only — speaker has to adjus! tonal
qQualkty and speak distinctly
CURRENT PAY- 3. Highly impairedfabsence of useful hearing
MENT = 3 (Check all that apply during last 7 days)

SOURCE(S) FOR | Medicare b Self pay/Private insurance
N.H.STAY - - COMMUNI- Heanng aid, present and used
CHAMPUS c. Other X CATION

(Check all that apply) . : DEVICES/
Legal guardian h Family member responsible TECHNIQUES | Other receptiva comm. techniques used (e.g., hip read)

. Initial admission assess. 5. Significant change In status
REASON FOR . Hosp{Wedicare reassess. 6. Ofher (8.g. UR)
ASSESSMENT [3. Readmission assessment

Annual assessment . HEARING

(Billing Office (0 indicate; check all that apply)
Medicaid VA

Hearing aid, present and not used

RESPON- la
SIBILITY/LEGAL | Other legal oversight Restdent responsible
GUARDIAN

NONE OF ABOVE

Durable attmy/ NONE OF ABOVE (Check ail used by resident to make needs known)

health care proxy Speech _ Communication board

p p . — . - MODES OF EX- | .
(For those Rems with supporting documentation in the medical 3 PRESSION - | Writing messages to u Other
record, check all that apply) ) " | express or dlarity nesds
Living will — Feeding restrictions Signs/gestures, sounds < NONE OF ABOVE
ADVANCED Do not resuscitate rb' Medication restrictions f. :)E“L’J':;"’l’;’.o";“"o" content — however able
s

DIRECTIVES Do not hospitalize Other treatment restrictions MAKING SELF | 1. Usually Understood — difficulty finding words or finishing thoughts

. UNDERSTOOD |2 Sometimes Undarstood — atiity is limated to making concrete
Organ donation NONE OF ABOVE . requests

3 Rarely/Never Understood 2.3

Autopsy request

. . | (Und
|

DISCHARGE | (D0@s nolinchiuds discharge dus 1o dealh) ABILITY TOUN. | O Undersands
‘
|

0

PLANNED DERSTAND 1 Usually Understands — may miss some partintent of message |
WITHIN 3 MOS 0.NO 1. Yes 2. Unknownjuncentain ! - 2 Sometimes Understands — responds adequalely lo simple, direct

. _ | OTHERS communication .2, a7
PARTICIPATE | 2 Resident b Famiy R ] 3 RaclyiNoverUnderstands _R3- 4 %-
N 0.No 0.No CHANGE IN | Resident's ability to express, understand or hear information has

. 1.Yes 1. Yes : changed over last 90 days

ASSESSMENT 2. No family COMMUNICA- . e

Signature of RN Assessment Coordinator 7 TIONHEARING |0 Nochange  1.Improved 2 Deterorated

Signatures of Others Who Completed Pant of the Assessment SECTION D. VISION PATTERNS

*| SIGNATURES (Ability to see in adequate light and with glasses if used)

0. Adeqguale — sees line detail, iIncluding reguiar pnnt in
newspapers/books

- . Impaired — sees large print, but not regulac pant in
EECTION B. COGNITIVE PATTERNS . VISION newspape(s/books

( g
COMATOSE O.No 1. Yes (Skip to SECTION £) lines; appears to follow objects with eyes

- - - i ly light, colors.
(Rocall of what was learmed or know) 3. Severely mpaired — no vision or appears to see only light, Jors
o shapes (1,23 = a%

a. Short-term memory OK — seems/appears to recall after 5 minutes -
0. Memory OK 1. Memory problem A% Side wision problems — decreased peripheral vision

MEMORY - (8.g. leaves lood on one side of tray, difficulty traveling, bumps

Long-term memory OK — seems/appears to recall long past VISUAL inlo people and objects. misjudges placement of chair when

0. Memory OK 1. Memory problem A2 .| UMITATIONS/ seatng self)

- - . DIFFICULTIES | Expenences any of following: sees halos or rings around hghts; sees

Check all that resident normally able (o recall during last 7 days} flashes of light; sees “curtains” over eyes

_ (Fewerthan3 /- A% NONE OF ABOVE @s- @)
Current season aj VISUAL Glasses; conlact lenses:; lens implant; magnifying glass
Location of own room |y, That hejshe is in a nursing horme "|_APPLIANCES |0.No 1. Yes

Dersi ive state/no consciousness) 2. Highly impaired — himited vision; not able to see newspaper head: [

Staff r ft 3 NONE OF ABOVE are recalled
(Made decisions regarding tasks of daily life) (0.1.2- aY
0. Independent— decisions consistenyreasonable - = Code the appropate response
SKILLS FOR Modified independence — some dificulty in new situations only !

DAILY . Moderately impaired — decisions poor; cues/supervision required - Check all the responses that apply
DECISION- . Severely impaired — never/rarely made decisions -

MAKING (1.2.3- 4%
® - AUTOMATIC TRIGGER — Go directly to RAP instructions A - POTENTIAL TRIGGER — Go to RAP instructions for more detaled tngger definitions
1 Delnum 5. ADL Functon/Rehabilitation 7. Psychosocial Wellbeing 11. Falls 15. Dental Care
2 Cognitive Loss/Dementia Potential 8 Mood State 12, Nutntional Status 16. Pressure Ulcars
9
0.

3 Visual Function 6. Unnary Incontinence and Indwell- Behavior Problems 13. Feeding Tubes 17. Psychotropic Orug Used
4 Communicalion ing Catheter Activities 14. Dehydration 18. Physical Restraint

SNF FORMS - P.O. Box 4390
MDS 3308 Garden Grove, CA 92642 — (714) 539-1600 119
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SECTION E. PHYSICAL FUNCTIONING AND STRUCTURAL PROBLEMS SECTION F. CONTINENCE IN LAST 14 DAYS

ADL SELF-PERFORMANCE - (Code for resident's PERFORMANCE OVER ALL SHIFTS CONTINENCE SELF~CON TROL CA TEGQRIES
during last 7 days — Not including setup) {Codes for resident performance over all shifts)
3 — ight — OR — Helpfoversight provided only 1 of 2 . CONTINENT — Complete control
© :ﬁiﬁiﬁ:ﬁﬁg 7 dﬁ‘y’!‘e"’ eroversi ¢ . USUALLY CONTINENT — BLADDER, incontinent episodes once a week of loss: BOWH
SUPERVISION — Oversight, encouragement of cueing provided 3+ times during last 7 days less than weekly )
— OR — Supenvision plusgphysacal assistance provided only 1 or 2 times during last 7 days .| 2. OCCASIONALLY INCONTINENT — BLADDER, 2+ times a week but not daily, BOWEL, |
. LIMITED ASSISTANCE — Restdent highly involved in activity; received physical help in once a week ) =
guided maneuvering of limbs or other nonweight bearing assistance 3+ times — OR — More FREQUENTLY INCONTINENT — BLADDER, Ie_nded 1o be incontinent daily, but some
help provided caly 1 or 2 times during last 7 days control present (e.g., on day shift), BOWEL 2-3 times a week
. EXTENSIVE ASSISTANCE — While resident pertormed part of activity, over last 7-day . INCONTINENT — Had inadequate control, BLADDER, multiple daily episodes; BOWEL, l
period, help of foflowing type(s) provided 3 or more times: all (or almost all) or the time
— Weight-bearing support ™ ; bowal -~ m -
— Full staff performance during part (but not all) of last 7 days . BOWEL C°"‘r'°' ‘;‘ ?::l E;’;:'"G"t' with appliance or bowel continence
4. _TOTAL DEPENDENCE — Full staff pecformance of activity during entire 7 days. CONTINENCE | Programs, ployed
ADL SUPPORT PROVIDED — (Code for MOST SUPPORT PROVIDED OVER BLADDER Control of urinary bladder function (vf dribbles, volume insulficient o
ALL SHIFTS during last 7 days; code regardlass of resident’s seff-performance . soak through underpants), with appliances (e.g., foley) or continence
classification) CONTINENCE programs, if employed B
0.  No setup or physical help from statf (Skip if resident’s bladder continence code equals 0 or 1 AND no
1. Setup heip only CE catheter is used)
2. One-person physical assist INCONTINENCE | ot has boon tastod for urinary tract infection
3. Two+ persons physical assist - RELATED Resident has been checked lor presence of a fecal impaction, or
How resident moves 1o and from lying position, turns side to TESTING there is adequate bowet elimination .
BED MOBILITY | Gido, and positions boy while in bed K NONE OF ABOVE (3.4 - a9

B

SELF-PERF,
SUPPORT

How resident moves between surfaces — toffrom: bed, chair,

TRANSFER | wheelchair, standing position (EXCLUDE toftrom ba!h/!o'lesl) Any scheduled todeting plan | 5, Pads/brels used
A

— External (condom) catheter Enemasfirngation
How resident moves between locations in hisfher room and APPUANCE -
LOCOMOTION | adjacent corridor on same floor. If in wheelchair, sellrsmiasen- AND Indwelling catheter Ostomy
cy once in chair A : PROGRAMS 3
| How resident puts on, fastens, and takes off all items of street Intermittent catheter NONE OF ABOVE
DRESSING dlothing, including donning/remowving prosthesis A . .
Did not use toilet room/

EATING How resident eats and drinks (regardiess ot skill) A® : commodefurinal X (b.c.d.fanys =~ A%

How resident uses the toilet room (or commode, bedpan, L CHANGE IN Change in urinary continence/appliances and programs in last 90
TOILET USE urinal); transfer onjoft toilet, cleanses, changes pad, manages . URINARY days
. No ch: 1 ved 2. Det ted
ostomy or catheter, adjusts ciothes _ A £ R | CONTINENCE 0. No change r:\pfov lenoral
How resident maintains personal hygiene, indluding combing

PERSONAL | hair, brushing teeth, shaving, applying makeup, wash-
HYGIENE ing/drying face, hands, and perineum (EXCLUDE baths and
showers) a*
How resident takes lull-body bathyshower, sponge bath and B SECTION G. PSYCHOSOCIAL WELL-BEING
:m: : gvo:: ;)o', mblshg::: ;5;?;125”"’;5;‘0:9” :‘n::‘:knd R At ease interacting with others
support. Bathing Self-Performance codes appear below) . At ease doing planned or structural actvities
0. Independent — No help provided
1. Supervision — Oversight help only o — At ease doing self initiated activities
2. Physical help limited to transter only
3.
4.

BATHING

Physical help in part of bathing activi'y ; SENSEOF | Establishes own goals
Tod - LoV, of fo of K friend
- rsues involvement in hfe acility (e.g. makes/keeps (riends;
(Check all that &pply during last 7 oays) INVOLVEMENT involved in group activities; res;’)yof\dsgposmvell;( lo‘:\ew achivites:
Balance — partial or total {1 Hand — lack of dexterity (e.g{ assists at religious services)
loss of ability to balance problem using toothbrush
self while standing oc adjusting hearing aid) g Accepts invitations into most group activities

Bedfast all or most of the time b Leg — partial or total loss NONE OF ABOVE

of voluntary movement -
BopY Contracture to arms, legs, i i Coverljopen conflict with andjor repeated criticism of stalf

CONTROL shoulders, or hands 3 Leg — unsteady gait
PROBLEMS Hemiplegiahemiparesis
Trunk — partial or 1otal toss

Quadriplegia - of ability to position, bal- Unhappy with residents other than roommate
ance, of turn body UNSETTLED

Arm — partial or total loss 3 ) - * | RELATIONSHIPS
voluntary movement Amputation I
(a.b,d, e h,j any s/ — Au) Absence of personal contact with tamilyfiriends

NONE OF ABOVE

Unhappy with roommate

Openly expresses confiicyanger with family or friends

Recent loss of close fami i
(Check all that apply during last 7 days) 055 of closs family member/iriend

MOBILITY | Canefwalker a | Other person wheeled NONE OF ABOVE @.b.cd.any/ -
APPLIANCES/ Brace/protheses .

DEVICES :
Wheeted self c. NONE OF ABOVE .| PASTROLES | Expresses sadness/ange:/empty feeling over lost rofls/status
Resident requires that some or all od ADL activities be broken intoa NONE OF ABOVE

TASK SEGMEN- series of subtasks so that resident can perform them
TATION 0. No 1. Yes

Lifted {(manually/mechanically) Strong identification with past roes and lite status

Resident believes he/she capabie of increased independenca in at
least some ADLs
AD Direct care staff believe resident capable of increased independence
in atleast some ADLs

FUNCTIONAL | Resident able to perform tasksfactivity but is very slow

REHABILITA-
TION Major ditference is ADL Self-Perdormance or ADL Support in

mornings and evenings (at least one category change in

POTENTIAL Self-Performance or Support in any ADL)

NONE OF ABOVE (a, b,any / =

CHANGE IN ADL | Change in ADL self-performance in fast 90 days
FUNCTION | 0. No change 1. Improved 2. Doteriorated =

® ~ AUTOMATIC TRIGGER — Go directly to RAP instructions A = POTENTIAL TRIGGER — Go to RAP instructions for more detailed trigger definitions
1

1. Dehriym ) 5. ADL Function/Rehabilitation . Psychosocial Wellbeing 11. Falls 5. Dentat Care
2. Cognitive Loss/Dementia Potential Mood State 12. Nutntional Status 16. Pressure Ulcers
3. Visual Funct:'on 6. Uninary Incontinence and Indweil- . Bshavior Problems 13. Feeding Tubes 17. Psychotropic Drug Used
4. Communication ing Catheter . Activities 14, Dehydration 18. Physical Restraint
MDS 3308 SNF FORMS - P.O. Box 4390
Garden Grove, CA 92642 — (714) 539-1600




APPENDIX IX cont.

SECTION H. MOOD AND BEHAVIOR PATTERNS

SAD OR
ANXiOUS
MOQD

(Check all that apply during last 30 days)

VERBAL EXPRESSIONS of DISTRESS by resident (sadness,
sense that nothing matters, hopelessness, worthlessness,
unraealistic fears, vocal expressions of anxiaty or grief)

DEMONSTRATED (OBSERVABLE) SIGNS of mental DISTRESS
— Tearfulness, emotional groaning, sighing. breathlessness
— Motor agitation such as pacing, handwringing or picking
— Failure o eat or take medications, withdrawal from sel{-care

or leisure activities
~ Pervasive concern with health
— Recurrent thoughts of death  e.g., believes he/she about to
die, have a heart attack
— Suicidal thoughtsfactions
NONE OF ABOVE
(¢-90'") (ag.any’/-@'Y

MOCD
PERSISTENCE

Sad or unxious mood intrudes on daily life over fast 7 days — not
sasily altered, doesn't “cheer up®

0.No 1. Yes o

Page 3 of 4

GENERAL
ACTIVITY
PREFERENCES
(adapted to
resident’s
current
abilities)

{Check all PREFERENCES whether or not aclivily is currently
available to resident
Cardsjother games
Crafts/arts
Exercise/sports
Music

Read/Write

Spintualfreligious activities
Trips/shopping
Walking/wheeling outdoors
Watch TV

NONE OF ABOVE

PREFERS
MORE OR
DIFFERENT
ACTIVITIES

Resident expressesfindicales preference for other activities/
choices
0. No

1. Yes -e?

SECTION J.

DISEASE DIAGNOSES

Check only those diseases present that have a relationship to current ADL status, cognitive
status, behavior status, medical treatments, or nsk of death. (Do not list old/finactive diagnoses.}

PROBLEM
BEHAVIOR

(Code for behavior in last 7 days)

0. Behavior not exhibited in last 7 days
1. Behavior of this type occurred less than daily

2. Behavior of this type occumred daily or more frequently

(a.b.c.ord, 1,2- 0%

WANDERING (moved with no rational purpose, seemingly
oblivious 1o needs or safety)

VERBALLY ABUSIVE (others were ttweatened, screamed at,
cursed at

PHYSICALLY ABUSIVE {others were hit, shoved, scratched.
sexually abused)

SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIOR (made
disrupting sounds, noisy, screams, self-abusive acts, sexual
behavior or disrobing in public, smeared/threw foodfieces,
hoarding. theough others’ belongings)

RESIDENT
RESISTS CARE

{check all types of resistance that occurred in last 7 days)
Resisted icationsfinjection

Resisted ADL assistance

NONE OF ABOVE

BEHAVIOR
MANAGEMENT
PROGRAM

Behavior problem has been addressed by dlinically developed
behavior management program. {(Note: Do notinclude programs.
that involve only physical restraints or psychotropic medications in
this category)

0. No behavior problem

1. Yes, addressed

2. No, not addressed

CHANGE
IN

Change in mood in last 30 days

0. No change 1. Improved 2. Deteriorated

CHANGE IN
PROBLEM
BEHAVIOR

Change in problem behavioral sings in last 90 days
0. No changse 1. Improved 2. Deteriorated

DISEASES -

(i none apply, CHECK the NONE OF ABOVE box)

HEART/CIRCULATION PSYCHIATRIC/MOOD

Aderosclerotic hear Anxiely disorder
disease (ASHD) Depression

Cardiac dysrhythmias Manic depressive

Congestive heart failure (bipoiar disease)

Hypertension SENSORY

Hypotension Cataracts

Peripheral vascular

Glaucoma
OTHER
Aliergies
Anemia
Arthitis
Cancer
Diabetes mellitus
Explicit terminal
prognosis
Hypothyroidism
Osteoporosis
Seizure disorder
Septicemia
Urinary tract infection —
in tast 30 days
NONE OF ABOVE
(ee - &™)

disease
Other cardiovascutar
disease
.NEUROLOGICAL
Alzheimer's
Dementia other than
Aizhsimer’s
Aphasia
Cerebrovascular
acaident (stroke)
Multiple sclerosis
Parkinson's disease
PULMONARY
Emphysema/Asthma/
CoPD

Pneumonia

OTHER
CURRENT
DIAGNOSES
AND ICD-9
CODES

SECTION I. ACTIVITY PURSUIT PATTERNS

(Check appropriate time periods over last 7 days)
Resident awake all or most of time (e.e., naps no more than one

Evening
NONE OF ABOVE

AVERAGE
TIME
INVOLVED IN

0. Most — more than 2/3 of time
1. Some — 1/3 to 2/3 of time

2. Little — less than 1/3 of ime

3. None 0,2,3-4"

ACTIVITIES
j ALTN RS

PREFERRED
ACTIVITY
SETTINGS

(Check all settings in which activities are preferred)
Own room Outside facility
Dayj/activity room E NONE OF ABOVE
Inside NH/off unit

e.

f.

SECTION K. HEALTH CONDITIONS

PROBLEM
CONDITIONS

{Check all problems that are p&senl in last 7 days unless other
time frame indicated)
Constipation
Diarrhea
Dizziness/vertigo
Edema

Fecal impaction
Fever

Pain — resident complains or
shows evidence of pain
daily or almost daily

in last 90 days
Shortness of breath
Syncope (fainting)
Vomiting
NONE OF ABOVE

(b.c.s,h,n any / - A"

Hall ucinallpﬂs[deluslons
Internal bleeding
Joint pain

ACCIDENTS

Fell in past 30 days

a. Hip fracture in last 180 days
Fellin past 31-180 days [ b. NONE OF ABOVE

STABILITY
OF
CONDITIONS

Conditions/diseases make resident’s cognitive, ADL. or behavior
status unstable — fluctuating, precarious, or deteriorating

Resident experiencing an acute episode of a flare-up of a
recurrent/chronic problem

NONE OF ABOVE (a.b,any ~ = ")

® - AUTOMATIC TRIGGER — Go directly to RAP instructions

A - POTENTIAL TRIGGER — Go to RAP instructions for more detailed trigger definitions

15. Dental Care

16. Pressure Ulcers

17. Psychotropic Drug Used
18. Physical Restraint

11. Falls

12. Nutritional Status
13. Feeding Tubes
14, Dehydration

5. ADL Function/Rehabilitation
Potentiat

Psychosocial Wellbeing
Mood State

Behavior Problems
Activities

. Delinum
. Cognitive Loss/Dementia
Visual Function 6. Urinary Incontinence and Indwell-
Communication ing Catheter
SNF FORMS - P.O. Box 4390
DS 3308 Garden Grove, CA 92642 —- (714) 539-1600

7.
8
S.
10.

- 120 -




AFPENDIX IX cont.

SECTION L.

ORAL/NUTRITIONAL STATUS

Page 4 of 4

SECTION O. MEDICATION USE

ORAL
PROBLEMS

Chewing problem
Swallowing problem
Mouth pain

NONE OF ABOVE

a. NUMBER OF

b. "| MEDICATIONS

(Record the number of ditterent medications used in the last 7
days: enler "0 if none used)

NEW

c.
d. MEDICATIONS

HEIGHT
AND
WEIGHT!

Record height (a.) in inches and weight (b.) in pounds. Weight based on

most recent status in last 30 days; measure weight
consistently in accord with standard lacility practice

— e.g., in a.m. alter voiding,
bofore meal, with shoes off,
and in nightclothes.

Resident has received new medications during the last 90 days
0. No 1. Yes

INJECTIONS

(Record the number of days injections of any type recewved during
the last 7 days)

DAYS

HT
{in.)

wT
(Ib.}

c. Waeight loss (i.e., 5% + in last 30 days; or 10% in last 180 days)

0. No 1. Yes

(-9728 4"

RECEIVED
THE
FOLLOWING
MEDICATION

{Record the number ol days during last 7 days; enler “0" if not
used; enter "1 il long-acting meds. used less than weekly)
Antipsychotics
Antianxiety/hypnotics
Anlidepressants

(a,b,c= A% A" and ")

NUTRITIONAL
PROBLEMS

Complains about the
tasted of many foods

insufficient fluid;
dehydrated

Did NOT consume
allfalmost all liquids
provided during
last 3 days

Reguiar complaint
of hunger
Leaves 25% + food
uneaten at most meals
NONE OF ABOVE
(a,c,d,e,any3~112)
(b-e')
(c.o=A")

NUTRITIONAL
APPROACHES

Parenteral/iV
Feeding tube
Mechanically altered
diet
Syringe (oral leeding)
Therapeutic diet
-0

Dietary supplement
between meals

Plate guard, stabilized
built-up utensit, etc

NONE OF ABOVE
(a.c.d.e,any/ - @'
(a,b.any/ - &)

SECTION M. ORAL/DENTAL STATUS

PREVIOUS
MEDICATION
RESULTS

(SKIP this question if resident currently receiving antipsychotics,

antidepressants, or antianxiety/hypnotics — otherwise code cor-

rect response for last 90 days)

Resident has previously received psychoactive medications for a
mood or behavior problem, and these medications were elfective
{without undue adverse consequences)

0. No, drugs not used

1. Drugs were effective

2. Drugs were not effective

3. Drug effectiveness unknown

SECTION P. SPECIAL TREATMENT AND PROCEDURES

SPECIAL

ORAL
STATUS
AND
DISEASE
PREVENTION

Debris (soft, easily movable substances) present in mouth prior to

going to bed at night

Has dentures andjor removable bridge

Somefall natural teeth lost — does
dentures {or partial plates)
Broken, looss, of carious teeth

not have of does not use

Inflamed gums (gingiva); swollen or bleeding gums; oral

abscesses, ulcers of rashes
Daity deaning of teeth/dentures
NONE OF ABOVE

(fnot/ - @)
(a.c.d.e.any / - 8"

TREATMENTS
AND PROCE-
DURES

SPECIAL CARE - Check treatments received dunng the last 14

days
Chemotherapy m
o]

Radiation

IV meds
Transtusions

73

Other

NONE OF ABOVE

Dialysis
Suctioning
Trach. care

THERAPIES — Record the number of days each of the following
therapies was administered (for at least 10 minutes during a day)
in the last 7 days:

Speech — language pathology and audiology services
Occupalional therapy

Physical therapy

Psychological therapy (any licensed professional)

Respiratory therapy

SECTION N. SKIN CONDITION

STASIS
ULCER

(Open lesion caused by poor venous circulation to lower ex-

tremities)

0. No 1. Yes

PRESSURE
ULCERS

(Code for highest stage of pressure uicer)

0. No pressure uicers
1.Stage 1

A persistent area of skin redness (without a break

in the skin) that does not disappear when pressure

is relieved
2. Stage 2

A partial thickness loss of skin layers that presents

clinically as an abrasion, blister, or shallow crater

3. Stage 3

A full thickness of skin is lost, exposing the sub-

cutaneous tissues — presents as a deep crater with
or without undermining adjacent tissue

4. Stage 4
lost, exposing musdle

A full thickness of skin and subcutaneous tissue is

andfor bone _(#'2 & @'

HISTORY OF
RESOLVED/CUR
ED PRESSURE
ULCERS

Resident has had a pressure ulcer
90 days

0.No 1. Yes

that was resolved/cured in last

ABNORMAL
LAB VALUES

Has the resident had any abnormal lab values during the last 90
days?
0. No

1. Yes 2. No tests performed

DEVISES
AND
RESTRAINTS

Use the loliowing codes for last 7 days
0. Not used

1. Used less than daily

2. Used daily

Bed rails

Trunk restraint

Limb restraint

Chair prevents rising

SKIN
PROBLEMS/
CARE

Open lesions other than stasis or pressure ulcers (e.g., cuts)
Skin desensitized to pain, pressure, discomfort

Protective/preventive skin care
Turning/repositioning program
Pressure relieving beds, bed/chair

pads (e.g., egg crate pads)

Wound carftreatment (e.g., pressure ulcer care, surgical wound)

Other skin careftreatment
NONE OF ABOVE

(c.d,e.1,g.none / = &%)

(b.coord.1.2-a"20"%

® - AUTOMATIC TRIGGER — Go directly to RAP instructions

A - POTENTIAL TRIGGER — Go to RAP instructions for more detailed trigger definitions

1. Delirium

2. Cognitive Loss/Dementia
3. Visual Function

4. Communication

MDS 3308

5. ADL Function/Rehabilitation
Potential
. Urinary Incontinence and Indwell-
ing Catheter

SNF FORMS - P.O. Box 4390
Garden Grove, CA 92642 — (714) 539-1600

Psychosocial Wellbeing
Mood State

Behavior Problems
Aclivities

11. Falls

12. Nutritional Status
13. Feeding Tubes
14. Dehydration

15. Dental Care

16. Pressure Ulcers

17. Psychotropic Drug Used
18. Physical Restraint

7.
8
9.
10.




APPENDIX IX cont.

RESIDENT ASSESSMENT INSTRUMENT FOR LONG TERM CARE FACILITIES

[Resident's Name: { Medical Record No.-

i
S e e R

‘Signature of RN Assessment Coordinator:
RESIDENT ASSESSMENT PROTOCOL SUMMARY

- For each RAP area triggered, show whether you are proceeding with a care plan intervention. .

. Document problems, complications, and risk factors: the need for referral to appropriate health professionals: and th
reasons for deciding to proceed or not to proceed to care planning. Documentation may appear anywhere the facilit
routinely keeps such information, such as problem sheets or nurses’ progress notes.

. Show location of this information.
—_—

RAP Problem Area Location of information

| - -
1. Delirium
2. Cognitive Loss/Dementia

-
3. Visual Function

-
4. Communication

5. ADL Function/
Rehabilitation Potential

6. Urinary Incontinence and
Indwelling Catheter

7. Psychosocial Well-Being

T Mood State

9. Behavior Problems
10.  Activities

11, Falls

-

12. Nutritional Status

13. Feeding Tubes

14.  Dehydration/Fluid Maintenance

-
15. Dental Care

Pressure Ulcers

Psychotropic Drug Use

Physical Restraint

.3 SNF FORMS - P.O. Box 4390
MDS 3308-3 Garden Grove, CA 92642 — (714) 539.1600




APPENDIX X.

QS| SPECIAL BULLETIN

< PROVIDED AS A SERVICE BY
AMERICAN SOCIETY OF CONSULTANT PHARMACISTS

2300 9TH STREET. SOUTH  ARLINGTON, V'A 22204 (703) 9208492

September 1990

Revisions to the “Indicators’ for Surveyor Assessment of the Performance of Drug Regimen Reviews in
Long Term Care Facilities.

On October 1, 1990, the Health Care Financing Administration's Medicare and Medicaid Participation
Requirements for Long Term Care Facilities will take effect. Included under the rule’s drug therapy
section are several provisions regarding antipsychotic drugs. This Special Bulletin contains changes to
the surveyor “indicators” for pharmaceutical service requirements in long term care facilities and is
reflective of the antipsychotic drug requirements included in the new LTCF participation regulations.
The sections in brackets are the only new changes and the rest of the surveyor “indicators” remain
unchanged from their last release in 1985.

Revised Material Revised Page . Replaced Page
APPENDIX N N-7-N-8.2 (4pp.) N-7—-N-8 (2pp.)

Appendix N Surveyor Procedures For Pharmaceutical Service Requirements in Long Term Care
Facilities. Provides guidelines to evaluate whether pharmacists have adequately performed drug
regimen reviews.

Procedures for Pharmaceutical Services

Usual Maximum Daily Antipsychotic Usual Maximum Daily
Dosage for Ages 65 and Over Antipsychotic Dosage

Chlorpromazine 800 mg. 1600 mg.

Haldol 50 mg. 100 mg.

Loxitane 125 mg. 250 mg.

Mellaril 400 mg. 800 mg.

Moban, Lidone 112 mg. 225 mg.

Navane 30 mg. 60 mg.

Proketazine 200 mg. 400 mg.

Prolixin 20 mg. 40 mg.

Quide 80 mg. 160 mg.

Repoise 80 mg. 160 mg.

Serentil 250 mg. 500 mg.

Stelazine 40 mg. 80 mg.

Taractan 800 mg. 1600 mg.
Thioridazine 400 mg. 800 mg.

Thorazine 800 mg. 1600 mg.

Tindal 150 mg. 300 mg.

Trilafon 32 mg. 64 mg.

Vesprin 100 mg. 200 mg.




® Use of the antipsychotic drugs listed in excess of their listed daily dosage maximums;

® Use of a listed antipsychotic drug unless the clinical record documents that one of the following
specific conditions exists:

(1) Schizophrenia

(2) Schizo-affective disorder

(3) Delusional disorder

(4) Psychotic mood disorders (including mania and depression with psychotic features)
(5) Acute psychotic episodes

(6) Brief reactive psychosis

(7) Schizophreniform disorder

(8) Atypical psychosis

(9) Tourette’s disorder
(10) Huntington's disease
(11) Organic mental syndromes (including dementia) with associated psychotic and/or agitated

features as defined by:

(a) Specific behaviors (e.g. biting, kicking, scratching) which are quantitatively (e.g. number of
episodes) documented by the facility and which cause the resident to:

—Present a danger to themselves
—Present a danger to others
(including staff) or
—Actually interfere with staff’s ability to provide care, or

Continuous crying out, screaming, yelling or pacing if these specific behaviors cause an
impairment in functional capacity and if they are quantitatively (e.g. periods of time)
documented by the facility, or

Psychotic symptoms (hallucinations, paranoia, delusions) not exhibited as specific
behaviors listed in “a” and “'b” above if these behaviors cause an impairment in functional
capacity.

{(12) Short term (7 days) symptomatic treatment of hiccups, nausea, vomiting or pruritus.

® Use of the antipsychotic drugs in the absence of gradual dose reduction attempted every six
months after therapy began. Gradual dose reductions are not necessary if within the last six
months the resident has had a gradual dose reduction and the dose has been reduced to the
lowest possible dose to control symptoms. ’

® Use of a listed antipsychotic drug when one or more of the following behaviors is the only
indication for use:
(1) Wandering
(2) Poor self care
(3) Restlessness
{4) Impaired memory
(5) Anxiety
(6) Depression
(7) Insomina
(8) Unsociability
(9) Indifference to surroundings
(10) Fidgeting
(11) Nervousness
(12) Uncooperativeness
(13) Unspecified Agitation
® The use of a P.R.N. antipsychotic drug more than five times in any seven-day period without
a review of the residents condition by a physician.

—




APPENDIX XI. PARADIGM for the MANAGEMENT of PATIENT OUTCOMES.

Patient Presentation 1

I l

History and

Physical Exam

Diagnostic
Tests

L

]

I

Problem List

Developed/Prioritized

[

Goals and treatment developed
for each problem

No intervention

I

(5a)

Therapeutic plan and End Points determined considering|<
* potential benefits

* safety

* relative effectiveness * cost

l

Implementation &
Monitoring

Compliance Problem
Adverse Reaction
Therapy failure
Cost Problem

End point of therapy achieved

* k%

PHYSICAI,'BIOLOGICAL MEASURES CORRECTED
OR RETURNED TO NORMAL

*

*

Positive Contributions to:

""Health'' Status

+ Functional Status
+ General Well-being
+ Patient Satisfaction

Quality of Life




APPENDIX XII

ASCP Poster Abstracts

Alerting the Pharmacist to the Problem of Incontinence in
the Elderly Nursing Home Population

Ingrid K. Lewis, PharmD, Charles C. Pulliam, M.S, University of North
Carolina at Chapel Hill

During DRR the pharmacist should be alert to medications that may contribute to
incontinence.  Culprit drugs include any which interfere with alpha, beta, and
parasympathetic actions. This study (conducted in four facilities with a total 160
residents age 65 or older) identified patients incontinent of urine, as well as contributing
drugs and diseases. At DRR eighty-nine (56%) were incontinent. Fifty-six (63%) had
been incontinent on admission. Of the incontinent residents 34% were taking one drug
that might contribute to the problem; an additional 17% were taking two or more such
drugs. Data reflecting contributing factors such diagnoses, mobility limitations, and
physical restraints were also compiled.

2 A Consultant Pharmacist Controlled Dosing Program for
Amantadine Prophylaxis in Long Term Care Facilities (LTCE):
Variability in Dose Regimens
S.K. Somani, D.R.P. Guay, S.L. Cooper, S. Roberts, J. Degelau, St. Paul-

Ramsey Medical Center, St. Paul, Minnesota, and University of
Minnesota, Minneapolis, MN

Amantadine 100 mg per day is recommended by the Centers for Disease Control (CDC)
for prophylaxis during influenza A outbreaks in institutions housing high risk persons
such as the elderly. Data needed to design amantadine dosing regimens were collected
by a consultant pharmacist in four LTCFs. Estimated creatinine clearance values
revealed a substantial degree of variation ~nd four d:‘ferent regimens for amantadine
were recommended. The data collection and medication dispensing process was time
consuming and may be impractical for consultant pharmacists serving a large number of
LTCFs. It is important, however, to be prepared to dispense appropriate amantadine
doses on short notice when influenza outbreaks occur. Alternative ideas for dosing
programs will be discussed.

3. Identification of the Type of Communication Physicians
Prefer from a Pharmacist
Bobbi |. Meritt, RPh, Bend, OR

Presentation of the results of a survey of 30 local physicians with nursing home patients.
They were asked questions concerning their preference to handwritten or typed
communication. They were also asked which source materials. they professionally
respect for references added to a recommendation A list of 20 journals and medical tests
were provided for their choices.
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A Review of Fluoxetine Use in a Skilled Nursing Facility
LL Jew, G.M. McCart, |. West, University of California Medical Center,
San Francisco, CA

The use of fluoxetine was prospectivelv audited in a 1200-bed skilled nursing facility
over .ix-week period. All patients (13) taking fluoxetine were evaluated according to
criteria established by the Pharmacy Committee. Ten patients were being treated for
depression, while three patients were being treated for obsessive-compulsive disorders
(OCD). Five of the 10 patients treated for depression experienced side effects including
constipation, dry mouth, anorexia, urinary retention, and confusion. Two of the three
patients with OCD experienced agitation and anorexia. Nine of the 11 patients who
started fluoxetine in the institution did so based on a psychiatry consultation. This
review concluded that fluoxetine was generally prescribed appropriately but more
attention to monitoring documentation by nurses and physicians is necessary.

5. Impact of a Drug Holiday Program on PRN Medication

Consumption
Katheryn Russi, RPh, M.P.A., Drake University, Des Moines, 1A

Drug holiday programs in long term care facilities are increasingly being utilized as a
tool to avoid drug accumulation and to evaluate the necessity of drug therapy in the
elderly. Twenty-one ICF/RCF residents were enrolled in a one-day-per-week drug
holiday and 14 ICF/RCF residents were enrolled in a two-day-per-week drug holiday.
PRN medication requests and administration in the drug holiday groups and a control
group of 30 residents were monitored for three months. No significant difference in
PRN medication consumption was found between either of the drug holiday groups and
the control group.

6. A Review of Antibiotic Utilization in Long Term Care
Facilities
M.R. Yakabowich, P.R. Montgomery, L.E. Nicolle, A.]. Kirshen, Manitoba
Health Services Commission, Winnipeg, Manitoba

A random sample was taken of all courses of antimicrobials administered in 1986 to
residents of Manitoba nursing homes. Retrospective chart reviews were conducted and
information on symptoms, cultures and concomitant medications and diseases was
collected. Of 979 courses evaluated, 57% were judged appropriate, 34% not appropriate,
and 9% inadequate data on the chart to decide. [nappropriateness was more commonly
judged where the diagnosis was urinary tract infection, or none-recorded compared to
respiratory tract or skin infections. Antibiotics most likely to be deemed inappropriately
prescribed were co-trimoxazole, nitrofurantoin, and ophthalmic and otic gentamicin
preparations, and most topical antibiotics. These data give direction for further research
and education regarding rational use of antimicrobials in nursing homes.
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7. Referral Services Provided by Consulting Pharmacists in

Retail Practice

Sheryl L. Szeinbach, Ph.D. and Benjamin F. Banahan IIlI, Ph.D.,
Department of Health Care Administration and The Research Institute
of Pharmaceutical Sciences, School of Pharmacy, University of
Mississippi

The purpose of this study was to investigate the role of consultant pharmacists in
patient referrals. Consultant pharmacists were defined as pharmacists who spent more
than 1% of their time consulting to a long term care facility. Preliminary results from a
nationwide study indicated that referral patterns differ between consultant and
nonconsultant pharmacists. Results from T-tests show a significant difference for
consultant pharmacists with respect to referrals to long term care facilities (P< 0.001),
mental health agencies (P<0.07), and hospitals (P<0.05) compared to nonconsultant
pharmacists. Additional results include referrals to other health care organizations and
outcome measured by an improvement in patient care.

8. Importance of Visually Monitoring/Educating for Correct

Administration of Weekly Catapres Patch
David Schack, Pharmacy Corporation of America, Union City, CA

1. Importance for monitoring: Weekly patch is convenient and effective when patch is
applied correctly. However, if the patch is applied incorrectly, treatment of high blood
pressure will be ineffectual.

2. Data to support necessity of "visual’ monitoring: Data will be shown on the
observance of error rates during monthly visits by pharmacist consultant for 15 months
(4/89 to 6/90).

3. Report of problem and suggestions for labeling and packaging to USP/FDA and
manufacturer.

4. Development of specific recommendations for proper administration of patch and
importance of the education of nurses.

5. Dissemination of information and education about problem to other consultants

locally, regionally, and nationally.

9. Evaluation of Pharmacy Based Digoxin Concentration
Monitoring Utilizing the Clinimate TDA in a Nursing

Home Setting
Tom Nolin, Charles Pulliam and Mike Miles, University of North
Carolina at Chapel Hill

This study evaluated reliability of the Clinimate in determining digoxin concentrations
in saliva, and is developing a pharmacy model in which Clinimate TDA can be used to
assist therapeutic drug monitoring. Phase one has involved a review of therapeutic
drug monitoring practices during a six month period of 1989. Data includes blood
chemistries on digitalized patients (dates and outcomes) and the influence on
therapeutic decisions (i.e. dosage changes, etc.). In Phase twoa pharmacy based digoxin
concentration monitoring program using the Clinimate is being compared with data
fror the six month baseline. This provides a basis for suggesting the potential value of

such pharmacy services.
P ’ - 125 -




10. Opioid Analgesic Use in Two Hospice Populations
David A. Solomon, PharmD, Jon Bouchard, and Dave Goldwater,
Insta-Care Pharmacy Services, Woburn, MA

This poster will present the usage trends of all opioid analgesic prescriptions in two
Medicare certified home hospice programs. Data was collected on more than 80 patients
with a diagnosis of terminal cancer over a three-month period. Patient demographic
information, diagnoses, a detailed summary of analgesic usage, and several comparisons
describing drug usage trends and variables will be presented. This poster will provide
valuable information for consultants who provide services to hospices or are
considering working in the hospice setting.

11. The Usage Patterns and Cost Effectiveness of Ciprofloxacin in

Nursing Homes
David A. Solomon, PharmD, Insta-Care Pharmacy Services, Woburn, MA

This presentation will report the findings of a 12-month retrospective antibiotic study in
187 nursing homes. The objectives of the study were to evaluate (1) ciprofloxacin usage
("appropriate/inappropriate”), (2) the potential of providing ciprofloxacin in place of
intramuscular antibiotics and (3) the potential of providing ciprofloxacin in the nursing
home in place of hospitalizing patients for the treatment of an infection. The
preliminary results of this study of 17,580 nursing home residents indicate that
ciprofloxacin was usually used appropriately. In addition, there is a great potential for
utilizing oral ciprofloxacin as a cost effective alternative to intramuscular antibiotics and
hospitalization for the treatment of infections, which would also increase the quality of
life of residents.

12. Diuretic Usage and Electrolyte Effects in a Geratric Nursing
Home Population

James W. Cooper and Allison E. Cooper, College of Pharmacy,
University of Georgia

The patient records of 120 nursing home patients were reviewed at one point in time for
diuretic usage. A diuretic treatment group of 42 patients was identified and compared
for demographic and serum electrolyte data present in the chart with a control group of
42 patients not taking diuretics. There were no significant age, sex, or race differences
groups in this predominantly white female population.

[t appears that diuretic usage in geriatric nursing home patients is commonly associated
with electrolyte abnormalities, predominantly of serum potassium. One-half of patients
had multiple abnormalities of serum electrolytes, and one-fifth of the abnormalities
were uncorrected with changes in diet and/or drug electrolyte supplementation.
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13.  Falls and Fractures in Nursing Home Patients Receiving
Psychotropic Drugs
James W. Cooper and Tracy Jordan, College of Pharmacy, University of
Georgia

Falls in 44 matched control patients (mean age 87.1) were statistically compared to 38
patients (mean age 85.3) who received scheduled or as needed (prn) single-agent
psychotropics over a six-month period. Prospective assessment of psychotropic drug
therapy were made on a monthly basis, and data on falls were retrospectively gathered.
Both scheduled and prn usage of benzodiazepine (BZ) hypnotics, and scheduled usage of
BZ anxiolytics, antipsychotics and antidepressants increased the rate of falls by two-to-
greater-than three-fold over the frequency of falls found in the control group (14%).

[t appears that all psychotropics, except the shorter-acting BZs given on a conservative
prn basis, increase the risk of falls in a very-old frail nursing home population.

14. Diabetes Mellitus Prevalence and Treatment Outcomes in a
Geriatric Nursing Home Population - A Three Year Study

James W. Cooper, Janet E. Gordon, and Roy C. Parish, College of
Pharmacy, University of Georgia

The patient and consultant pharmacists records for a 120-bed nursing home were
retrospectively reviewed for the diagnosis and treatment outcomes of diabetes mellitus
(DM) over a three-year period.

Diabetic complications and fasting blood sugars (FBS) outside the acceptable FBS
treatment range of 100-160 mg/dl were predominantly in the insulin plus diet treatment
group. Hyperglycemic episodes were more common (27 of 30 episodes) in the
overweight insulin group. Hypoglycemic reactions were most common in the
underweight insulin group (17 of 24 episodes).

Hospitalization and death rates were compared for both DM and non-DM patients over
the study period. There was significant difference in the rate of hospitalization per DM
patient (2.84) vs. non-DM patients (1.82).

15. Anti-Psychotic Medication Review
John F. Aforismo, RPh, R.]. Health Systems, Inc., Wethersfield, CT

To comply with the "OBRA 87" guidelines for the review of nursing home residents
who are taking anti-psychotic medications, we have developed the following program:
A. Policy and Procedure: This document lists the review process and the various forms
that will be used by the nursing and pharmacy staff for resident review along with the
methods of reporting to the various physicians.

B. Poster: Signs of Extrapyramidal Reactions: Poster graphically depicts certain
extrapyramidal reactions and lists information on the various anti-psychotic
medications.

C. Prescription Labeling: Prescription labels have been developed that describe the
various side effects the nursing staff should be watching for.

D. Evaluation Forms: Forms that will be used by nursing and pharmacy staff during the
resident review process. 126 -




Compliance with the New Chemical Restraint Free
Environment Regulations in a Chronic Head Injury

Rehabilitation Facility
Lisa N. Schatz, PharmD. Schaiz Clinici! Services, MoKees Rocks, Pa

The degree of psychotropic intervention and timing of withdrawl presents a challenge to
the consultant pharmacist practicing in a chronic head injury rehabilitation facility,
because it must be appropriately timed in the cognitive recoveryv cvcle of the patient. A
multidisciplinary approach, coordinated by the pharmacist, invoives the creation of i
patient specific psychotropic intervention plan, including non-drug behavioral
interventions. The pharmacist selects patients for a psvchotropic drug dosage reduction,
accomplished through drug specific dosing weaning protocols. An abnormal behavioral
scale profiles the types of targeted behaviors for which intervention is necessary, and
serves to objectify assessment both during and after psvchotropic therapy. We feel we
have developed an effective strategy to deal with this challenge.

17. Laxative Use in an Intermediate Care Facility
Donna M. Lisi, PharmD, Assistant Professor, Anthony Fazio, PharmD,
Assistant Professor, Dottie McCain, Director of Nursing, Stacy Elizabeth
White, BS Pharmacy, Brent Greer, BS Pharmacy, Northeast Louisiana
University, College of Pharmacy, and St. Joseph's Home, Monroe. LA

As a result of physiological and pharmacological changes, a decrease in mobility, and
often improper diet and fluid intake, the elderly frequently utilize laxative medications.
In the institutional setting, physician education and dietician involvement are
important. Before this can be undertaken, a needs assessment in the form of a drug use
evaluation must be conducted. This study, which is still in progress, discusses the
preliminary finds of a drug use evaluation of laxatives ordered in a 132-bed intermediate
care facility.

More than one-half of the 101 nursing residents whose charts were reviewed had a
physician order for either a scheduled or as-needed laxative.

18.  Clinical Pharmacist Intervention and Analysis of Medication

Transfer Orders Between Acute Care Hospital and Extended
Care Facility

Colleen P. [vers, RPh, Robert W. Wetmore, PharmD. Botstord General
Hospital, Farmington Hills, MI

Consultant pharmacists are frequently hindered during their assessment and
development of drug therapv recommendations for nursing home residents because of
incomplete or unavailable medical records from a recent patient hospitalization.

[n an effort to provide an optimal continuum of medication use between a hospital and
its’ corporate owned skilled nursing tacility, hospital clinical (consultant) pharmacists
began routine screening of hospital discharge medication orders for patients being
transferred to long term care facilities. A criteria and data collection form was developed
in tandem with a departmental policy to aid the clinical pharmacist in detecting areas of
possible intervention.

Preliminary data suggests that 43% of all patients being discharged from our acute care
hospital and transferred to a skilled nursing facility required changes in medication
regimens following clinical pharmacist review.

e
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19.  Quality Assurance in Medication Administration
Andrea L. Wall, RPh, FASCP, Assistant Professcr of Pnarmacy Practice.
University of Cincinnati Medical Center, Terri Prowd, RPa. FASCP.
Consultant, Home Care Pharmacy, Cincinnati, OH

1 i‘\ The accuracy of medication administration was assessed in four long term care facilities.
Medications were chosen at random. The criteria for these medications was that they
I could not be prn medications nor could they be refilled by the pharmacy in the
"’ designated time period of the study. A baseline was obtained determining the initial
! inventory of each medication chosen for the studv. A second inventory was obtained
l after the specified time period. Discrepancies, those medications with too few or too
I !“ many doses, were then identified by comparison of physical counts to the medication
| administration record.
l 322 medications in four facilities were surveyved. Twelve different studies were done.
The discrepancy rate ranged from 12-73%.
. Studies of this type will help identify problems in medication administration and isolate
i specific trends in administration of medications.

;-
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— : 20. A Quality Assurance Program for the Reduction of

Psychoactive Medications

Lori A. Packer, RPh, Consultant Pharmacist, Insta-Care Pharmacy

] Services, Woburn, Massachusetts, Luella Chesley, RN, MEd, Director of
‘, Nursing Services, Briarwood Healthcare Nursing Home, Needham, MA

P m——
A‘ gk ﬁ“ =

In response to OBRA 1987, HCFA released new requirements for long term care
| participation in Medicaid and Medicare programs. These regulations refer to the use of
» i\) unnecessary drugs and the appropriate use of psychotropic medications.

" To comply with the OBRA mandates, the 120-bed skilled and intermediate nursing care
center developed a program to decrease the use of psychoactive medications to an
absolute minimum. A multidisciplinary committee was formed to evaluate
psvchoactive medication use in the facility. Medications were reduced and/or
discontinued where medically appropriate while the resident's physical and
psvchological health was maintained or improved and their quality of life enhanced.

21. Alternate Antibiotic Protocol for Non-Life Threatening
Methicillin-Resistant Staphylococcus Aureus
Joe R. Davis, RPh, FASCP, Consultant Pharmacist. ARA Living Centers,
Houston, TX

An alternate to standard intravenous therapy with vancom,cin in the form of a
combination of oral antibiotic and topical product was tested with very positive results.
The oral therapv is a staggered combination of four different oral antibiotics,
ciprofloxacin, minocycline, trimethoprim/sulfamethoxazole DS, and rifampin, utilizing -
two concurrent products. The topical product used was mupirocin 2% ointment when
indicated for topical infections.

In summary, the use of oral and topical antibiotics in the treatment of MRSA can be
successful when used appropriatelv. This can be more cost effective than intravenous
vancomycin and prevent hospitalization which will maintain the patient in the nursing
home with less stress and disruption of daily living. Also, it will remove the stigma
that exists with the MRSA patient and renjioa\ée the barriers of placement in the facility of
their choice. - -



22. LV. Therapy in the Nursing Home: The Impact of

Automated Infusion Pumps
Richard Bulich, PharmD, Central Coast Medical Sustems, [ne..
Monterey, CA

The demand to provide L.V. therapy in the skilled nursing facility is increasing rapidlyv.
A problem associated with these therapies is the increased demand on nursing time
This report describes our experiences with ambulatory automated infusic a pumps on
delivering V. antibiotics and patient controlled analgesia to sixtv-eight patients in four
long term facilities.

The logistics of infusion, medications utilized and monitoring flow sheets will be
presented. The impact on economics as well as nursing time will be outlined. Examples
of each therapy will be presented and the advantages and disadvantages will be detailed.
Photographs of various infusion pumps will be included in the poster presentation.

23.  Impact of an Adverse Drug Reaction Reporting System in a
Geriatric Health Care Setting
Janelle M. Mahoney, PharmD, Assistant Professor of Pharmacy Practice,
Saint Louis College of Pharmacy, Susan W. Miller, PharmD, Associate

Professor of Pharmacy Practice, Mercer University, Southern School of
Pharmacy

The susceptibility of elderly patients to adverse drug reactions (ADRs) coupled with the
absence of ADR reports at the Geriatric Health Care Center prompted an investigation
into the existing ADR reporting system. A survey was conducted to determine
professional staff education, a more aggressive system was implemented utilizing
voluntary reporting, altering orders, and laboratory abnormalities as opposed to
voluntary reporting only with the previous system. Most reactions were moderated in
severity and pharmacologic in nature, suggesting the need for education of prescribers
On appropriate use of medications. Costs incurred were lower that expected due to the
small population studied and conservative estimates.  Follow-up surveys indicated
beneficial effects of education on staff knowledge of the ADR reporting svstem at this
Geriatric Health Care Center.

24. A Multi-Disciplinary Team Approach to Monitoring and
Assessing Medication Administration in Long Term Care
Facilities
Richard Januszewski, MS, FASCP. Director of Pharmacy Services,
Sheri Miller, RNC. BA, Director of Nursing Services. Health Care
Consultants of Minnesota

A multi-disciplinary team approach to monitoring and assessing medication
administration was developed. Using this system over a 12 month period of time,
outcomes of the drug distribution systems in 28 long term care facilities were assessed.
An overall 9.1% error rate was detected while observing 4352 medication
administrations during 75 separate med-pass observations. In addition to detecting
med-pass errors, 112 nursing administration technique problems were identified. The
impact of focused inservices were evaluated and results suggest a positive impact. This

study demonstrates the feasibility and value of a team approach to med-pass monitoring
and assessment,
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The Development of a Qualitative Medication Error

Monitoring System
Richard Januszewski, MS, FASCP. Director of Prarsiicy Services,
Health Care Consuliants ot Minnescta

The purpose of this studv was to develop an objective and qualitative medication errer
assessment tool. Over a period of six months 1499 reported medication errors were
reviewed and points assigned to each using an objective point system. Later, a survey
was conducted in 25 LTCFs for the purpose of evaluating the tool's validity. The results
of the survey onlv slightlv modified the tool's point svstem. Using this tool, facilities
Quality Assurance and Assessment Committees now have a means by which to
qualitatively evaluated medication errors. This studv demonstrated the feasibilitv and
validity of a short med-error assessment tool that can objectively determine the severity
of a medication error.

26. The Use of Liquid and Microencapsulated Potassium
Chloride Formulations in a Geriatric Long Term Care Facility
with Emphasis on Patient Preference and Gastrointestinal
Effects

Rosemary Battaglia, PharmD, Clinical Pharmacist, V.A. Medical Center,
Brooklyn, New York, Judith L. Beizer, PharmD, Assistant Clinical
Professor, Virginia |. Galizia, PhD, Associate Clinical Professor, Peter
G.Barber, PharmD, Assistant Clinical Professor, St. John's University,
College of Pharmacy and Allied Health Protessions

Potassium supplements are routinely prescribed for elderly patients over age 65 to
prevent diuretic-induced hypokalemia. The objectives of this study were to ascertain if
there was: 1) a significant difference in patient preference between the liquid and
microencapsulated potassium chloride formulations and 2) a significant correlation
between patient preference and the development of subjective gastrointestinal irritation
in the geriatric population. No preferences for either formulation was noted by three of
five patients. There swas no significant correlation between patient preference and the
development of adverse drug reactions with either formulation. There was no
significant difference between the two formulations with respect to the development of
adverse drug reactions or to the ease of swallowing, taste and aftertaste.

27. Trends in Antipsychotic Utilization in the San Francisco Bay
Area
Tim Groves, RPh, Senior Consultant Pharmacist, Vytwanne Quwashi,
PharmD, Director of Continuing Education, Joel Ransom. Information
Systems Manager., CPS Pharmaceutical Services, Mountain View. CA

An approach to providing the consultant with antipsychotic drug experience extracted
from existing prescription data and converted to equivalent milligrams ot Thorazine

has been developed. A selected group of facilities representing approximately 3800

patients is presented with results from March 1989 through September 1990. Significant
reductions have occurred in the number of patients receiving antipsychotics, equivalent
milligrams of Thorazine dispensed, antipsychotic prescriptions dispensed, equivalent
milligrams of Thorazine per bed, and percentage of patients receiving antipsychotics.
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APPENDIX XIII.

NORWICH HEALTH AUTHORITY

Guidelines for the Supply, Administration, Storage, Security

and Disposal of Medicines and other Pharmaceuticals in
Registered Nursing Homes and Private Hospitals

INTRODUCTION

1.1.

1.2.

1.3.

SUPPLY

2.1.

2.3.

2.4.

The Norwich Health Authority has drawn up the following guidelines
which serve to express the 1984 Registered Homes Act in relation to
'... recording, safekeeping, handling and disposal of drugs' (Part 2
Regulation 12(1)(0)).

Persons registered with the Norwich Health Authority for the purpose
of running a private nursing home are required to comply with and
implement 'adequate arrangements ...' as interpreted in these
guidelines.

Persons registered are responsible for being familiar with and
observing the statutory requirements concerning controlled drugs
and other medicines held and administered in the nursing home.
Further information on the safe keeping and handling of medicines
can be obtained from the Registering Authority's Pharmaceutical
Officer.

The Pharmaceutical Inspection of Private Nursing Homes is undertaken
by Health Authority Community Services Pharmacists (C.S.P.) on behalf
of the District Pharmaceutical Officer (D.Ph.0.). (See Appendix).

The registered person, in conjunction with the Authority's
Pharmaceutical Officer, is required to establish and maintain clear
policies and procedures for the supply, storage and administration
of drugs.

Where a pharmacist is employed by the nursing home or private hospital
medicines should be obtained by that pharmacist and stored under his
control.

Where a pharmacist is not employed, supplies should normally be
obtained through a retail pharmacy or dispensing doctor, on the
authority of a written prescription (FP.10) signed by a doctor or
dentist.

In addition to the written prescription (FP.10) by the G.P., doctors
should be encouraged by the appropriate authority to complete a Drug
Administration Card or to sign the card prepared by a registered nurse.

In the case of prescribed medicines, clear typewritten labelling is
essential. In addition to the statutory requirements, the label
should give:-

(a) Direction for use, as recommended in the British National
Formulary. These should be specific, and directions such
as 'as before' or 'as directed' should not be used.

(b) Any precautions relating to the product, e.g. 'store in
refrigerator'.

The expiry date, if appropriate.

- 129 -
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2.5. Tablets and capsules, except those supplied in blister or strip
packed form should be supplied in an airtight re-closable container
such as a glass or plastic bottle or drum. They must continue to
be stored in this container and the labelling must not be changed
under any circumstances.

2.6. Some medicines may be brought into the home by the patient on
admission. These should be checked with patient's G.P. before use.

3. STORAGE

3.1. All medicines should be stored under the control of a pharmacist or,
if there is no pharmaceutical department, under the control of a
lIst level registered nurse designated for the purpose by the person
in charge of the home. They should be stored in locked cupboards,
trolleys or rooms which should be kept locked and used exclusively
for the storage of medicines. If medicines are stored in a locked
trolley, it should be securely fastened to a wall when not in use.

3.2. All cupboards and trolleys in which medicines are stored should be
situated away from sources of heat and moisture.

3.3. Separate locked cupboards should be provided for:-

Medicines for internal use

Medicines for external use

Controlled drugs

Medicines requiring cool storage. ¥ A lockable box stored in a

domestic refrigerator may be adequate for the occasional
small requirement. l
Diagnostic reagents

Where quantities of large volume intravenous infusion fluids are
used, they should also be stored in a separate cupboard from other
internal use medicines.

In homes where medicines are obtained on F.P.10 prescriptions, it is
recommended that each resident's medication should be stored either in
an individually labelled drawer in the medicine trolley, or where the
use of a trolley is not practical, in an individually labelled stackable

plastic stockbox which is stored in a locked cupboard or stored
separately.

The keys of all cupboards used for the storage of medicines must be in
the personal possession of and be the personal responsibility of the
lst level registered nurse in charge of the nursing home at any given
time. While duplicate keys may be required for use in emergencies, the
number of these should be restricted and in any case held securely.

3.6. Care should be taken to ensure that medicines are removed and disposed
of when the treatment is discontinued or when their shelf life has
expired. Special care is necessary with eye drops and eye ointments
since the activity of these preparations is guaranteed only for a
specific period after the date of opening.

In special circumstances some patients may be permitted to keep
own medicines with the consent of their General Practitioner.
must be made for secure keeping of medicines.

their
Provision
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3.8. Every place within the nursing home where medicines are stored
should be inspected regularly by a pharmacist authorised by the
registration authority. Stocks of medicines and records and any
relevant document, should be readily available for inspection by
the authorised pharmacist.

| ) 4. ADMINISTRATION

1 { 4.1. Each nursing home is required to draw up a formal system for the
Administration of Medicines. This should include the individual
home's policy for the recording of the administration of drugs,

[] 1 missed or refused doses and household remedies.

‘ - 4.2. Medicines, other than domestic remedies, should be administered to
y a patient only in accordance with the directions of a doctor or
R ] dentist.

4.3, Where medicines are received against a prescription for a named
l m ‘( patient, they should be administered to that particular patient and
bl under no circumstances must they be used for other patients. When
they are no longer required for that patient, the medicine should
be disposed of.

4.4, The administration of any medicine must be undertaken by a 1lst or
2nd level registered nurse.

. )
‘ x; 4.5. The correct dose should be administered to the patient at the correct
time, giving due consideration to any precautions and warnings
| related to the particular medicine. The procedure for the
| N | administration of medicines should include:-

(a) Reading the prescription

(b) Ascertaining that the prescribed dose has not already been
administered

Selecting the medicine required

(d) Checking the label with prescription

{e) Preparing the medicine and double checking with the
prescription

(f) Checking the identity of the patient
(g) Administering the medicine

(h) Recording the administration as appropriate

Medicines must be tendered to the patient personally and not, for
example, be left on a plate in the dining room.

All medicines should be administered to patients directly from the
containers in which they are dispensed. However, if the use of a
drug trolley is impractical, an approved daily dosage distribution
system may be permitted. Guidance should be sought from the

Authority's inspecting Pharmaceutical Officer.

4.7. A small (agreed) stock of 'domestic remedies'’ (authorised by general
practitioner in the form of a written policy stating dose frequency
and maximum number of doses) may be kept and administered at the
discrection of the lst level registered nurse in charge. The
administration of these medicines must be recorded. They are to be
used for immediate relief only. If required for regular use by a
resident, a prescription must be obtained from the general practitioner.
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the B.N.F. should be availahle for
This will assist in the clarification
(See appendix).

4.8. It is recommended that a copy of
reference by the nursing staff.
of drug names, dosage and other relevant details.

5. RECORDS

5.1. To ensure complete accountability for all medicines a record must be
kept of receipts, dates and times of administration and dates of

disposal of all medicines.

5.2. A medication record should be kept for each patient, the entries
signed by the prescriber, and showing: -

(a) The name, house address and age of the patient (and
registration number and ward where appropriate)

(b) The name of the medicine

(¢c) The dose

(d) The route of administration

(e) The frequency and time for administrating each dose

(f) The date of prescribing

(g) In red, any known hypersensitivity

(h) Any special requirements

(i) Records should be kept for 3 years from the date of discharge
or death

All prescribed medicines brought into the home by a resident on
admission should be recorded.

A record of administration of all drugs must also be kept.

(The enclosed Drug Administration Record is suggested as suitable for
use in all Nursing Homes in the District).

The person in charge of the home is responsible for the maintenance
of records.

CONTROLLED DRUGS

6.1. Special Provisions
Special provisions apply to controlled drugs. The guidance given
here is brief and further information on controlled drugs should be

sought from the Registering Authority's Pharmaceutical Officer.

Authority to Possess
Only nursing homes which are wholly or mainly maintained by a public
authority out of public funds, or by a charity or by voluntary
subscriptions, or those possessing a Home Office licence, can hold
stocks of controlled drugs. All other homes may only hold controlled
drugs that have been prescribed and supplied for individual patients.

6.3. Procurement of Controlled Drugs as Stock
Where a pharmacist is employed, controlled drugs should be obtained
from suppliers over the pharmacist's signature. Where no pharmacist
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is employed, controlled drugs should be obtained by the person in
charge, or as otherwise designated on the licence, or by F.P.10
prescription for individual patients.

6.4. Storage

= | Controlled drugs must be stored in a suitably locked cabinet which
| complies with the Misuse of Drugs (Safe Custody) Regulations 1973.
y Advice is also available from the Pharmaceutical Officer of the

;,‘ Registering Authority, Inspectors of the Home Office, Inspectors of
l"‘\ the Pharmaceutical Society and Police Officers.

ﬂ { 6.5. Administration

The administration of controlled drugs should be undertaken by a
medical practitioner or by a lst level registered nurse and must
.! f be witnessed.

| 6.6. Records

l l"i In the case of controlled drugs, a record must be kept in an

» appropriate record book reserved specially for recording the receipt
' and administration of controlled drugs in accordance with the Misuse
of Drugs Regulations (1973). (See Appendix).

7. DISPOSAL OF UNWANTED MEDICINES AND DRUGS

7.1. Medicines dispensed for individual patients are their property and
should be sent with the patient on discharge or, if that is
inappropriate, they should be destroyed in the presence of the patient
or a relative or alternatively, returned to the supplier for
destruction. They should not be used for other patients.

The destruction of medicines should take place on the premises by a
1st level registered nurse, be in the presence of an appropriate

witness (a doctor, pharmacist or another 1lst level registered nurse),
recorded and the record signed by both persons concerned.

Nursing homes authorised to hold stocks of controlled drugs may
destroy any such controlled drugs only in the presence of an authorised
person, (i.e. a police officer, an Inspector of the Home Office Drugs
Branch or an inspector of the Pharmaceutical Society of Great Britain).
Controlled drugs prescribed and supplied for individual patients

should be disposed of in accordance with paragraphs 1. and 2.

INSPECTION

Every place within the nursing home where medicines are stored will be
inspected regularly by a pharmacist authorised by the Registering Authority.
Stocks of medicines and records and any other relevant document, should be
readily available for inspection by the authorised pharmacist.
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