[image: image2.jpg]LONG g2
TERM (‘)
SOLUTIONS

Pharmaceutical Consultants





Approved Abbreviations
Policy


The Pharmacy Department contributes to the facility-wide abbreviation list and maintains a reference copy in the Pharmacy. It contributes to the facility wide “do not use” abbreviations as indicated in the chart below.
Procedures  

Eliminates the use of the following abbreviations from the medical record and all medication orders.
	Official “ Do Not Use” List **  as per JCAHO 

	Do Not Use
	Potential Problem
	Use Instead

	U (unit)
	Mistaken for “0” (zero), the number “4” (four) or cc
	Write “unit”

	IU (International unit)
	Mistaken for IV (intravenous) or the number (10)
	Write “international unit”

	QD, Q.D, qd, q.d. (daily)

QOD, Q.O.D, qod, q.o.d. (every other day)
	Mistaken for each other

Period after the “Q” mistaken for the “I” and the “O” mistaken for “I”
	Write “daily” or write “every other day”

	Trailing zero (X.0 mg)

Lack of leading zero (.X mg)
	Decimal point is missed
	Write X mg 

Write 0.X mg

	MS

MSO4 or MgSO4
	Can mean Morphine sulfate or magnesium sulfate

Confused for one another
	Write “morphine sulfate” 

Write “magnesium sulfate”

	**Applies to all orders and all medication-related documentation that is handwritten (including free-text computer entry) or on pre-printed forms

	Exception: A “trailing zero” may be used only when required to demonstrate the level of precision of the value being reported, such as for laboratory results, imaging studies that report size of lesions, or catheter/tube sizes.

 It may not be used in medication orders or other medication related documentation.


Accountability of Medications

Policy


Strict accountability of all medications from origin of M.D. order to administration to resident will be maintained.
Procedures  

Responsibility





Action

Physician




     

1. Initiates medication order.

2. Is responsible for proper follow-up in signing and dating order where telephone or verbal orders have been issued in accordance with the facility’s policy.

Provider Pharmacist

1. Receives pharmacy copy of physician’s order.

2. Checks order for accuracy. 

3. Checks resident’s profile for any allergies, adverse reactions interactions and contraindications. 

4. Dispenses medication utilizing the facility’s drug distribution system in compliance with all federal, state, and local regulations.

5. Sends medications to facility with a complete packing slip detailing the name of the medication, quantity, strength, resident’s name, location and physician.

Consultant Pharmacist

1. Verifies accountability by performing nursing station inspections. 

2. Checks medication administration record against quantity of tablets/capsules in container to assess accountability.

3. Correlates medication incident reports with medication administration records to insure proper accountability.

4. Checks the containers are properly labeled by the provider pharmacist.

5. Reports any irregularities found in medication accountability to the Administrator and Director of Nursing for appropriate action.

Nurse 






1. Keeps medication cabinets locked at all times except in the presence of a nurse or a pharmacist.

2. Documents medication administration on medication administration record.

3. Completes a medication incident report in any instance where a medication is not given without indicating resident refusal or change in order by physician and therefore effects accountability.

4. Documents wasted medications on bingo cards.

Accountability of Medications may be verified by having the nurse document the start date on blister packs. Furthermore, each dose removed from a blister pack is signed and dated by the nurse.

When verifying accountability of liquid medications, a 10% waste factor may be taken into consideration.

Administration Frequency of Medications

Policy


Medications will be administered in a timely manner.
Procedures  

Physician




     

1. Initiates medication order. Order must specify frequency of administration.

2. If the physician wishes medication to be given at times not in accordance with the administration schedule, the physician’s order must state specific times, i.e. Ibuprofen 400 mg – one tablet orally daily at 12 noon. 

Nurse 






1. Nurse will schedule administration of medications onto the EMAR/ETAR
2. The nurse will have one hour before and one hour after the scheduled administration time to administer medications.

Medication Administration Schedule:


Every other day:
10 am


Daily:

10 am


BID:

10 am, 6pm


TID: 

10 am, 2pm, 6pm


4 times daily:
10am, 2pm, 6pm, 10pm


H.S./bedtime:
10pm


AC/before meals:
7am, 11am, 5pm


PC/after meals:
10am, 2pm, 6pm


Q2H:

12 am, 2am, 4am, 6am, 8am, 10am, 12pm, 2pm, 4pm, 6pm, 8pm, 10pm


Q4H:

2am, 6am, 10am, 2pm, 6pm, 10pm


Q6H:

6am, 12pm, 6pm, 12pm


Q8H:

6am, 2pm, 10pm


Q12H:

10am, 10pm

Insulin Hours: 
6am or 7am, 4pm + coverage per MD order

Eye Drops:  
Daily: 6am; BID: 6am, 6pm; TID: 6am, 2pm, 10pm; 4 times daily: 6am, 12pm, 5 pm, 10pm

G-Tube:
Daily: 6am; BID: 6am, 6pm; TID: 6am, 2pm, 10pm; 4 times daily: 6am, 12pm, 5 pm, 10pm

Fosamax & Actonel/Biphosphonates:
Daily = 6am (*60 minutes prior to all medications)

Coumadin/Warfarin:


Daily = 10pm

Aricept/Donepezil:


H.S. (10pm), unless otherwise specified by M.D.

Levothyroxine/Synthroid:


6 am

Levaquin/Fluoroquinlone:


6am

Statins:




H.S. (10pm)

Proton Pump Inhibitors:


6 am

Metformin:



Take with meals 

Questran 1 hour after other medications OR 4 hours before other medications
Sustained released medications and antibiotics will automatically be administered around the clock to maintain blood levels unless otherwise specified by the physician, i.e.

Ampicillin 250mg – one tablet orally four times daily: 12am, 6am, 12pm, 6pm

Ampicillin 250mg – one tablet orally four times daily while awake: 9am, 1pm, 5pm, 9pm

Dialysis residents require individualized medication administration times.

The provider/consultant pharmacist may recommend times of administration to ensure optimum therapeutic and minimum adverse medication effects.

Recommended times of administration for diabetic medications:
· Glucophage (metformin)-with meals.

· Glucophage XR(metformin ER)-daily(usually with evening meal).

· Januvia(sitagliptin)-without regards to meals.

· Ongivza(saxagliptin)-without regard to meals.

· Amaryl(Glimepiride)-with first main meal.

· Glucotrol(Glipizide)-before breakfast.

· Glucotrol XL(Glipizide ER)-give with breakfast.

· Actos(Pioglitazone)-without regard to meals.

· Avandia(Rosiglitazone)-without regard to meals.

· Starlix(Nateglinide)-take 1-30 minutes prior to meals.

· Prandin(Repaglinide)-usually within 15 minutes of meals but may be taken up to 30 minutes before meals.

· Glipizide/Metformin combination-with meals(usually morning and evening meal).

· Duetact(pioglitazone/glimepiride)-with first main meal.

· ActoPlus Met (pioglitazone/metformin)-with meals.

· Byetta(Exenatide)-give within 60 minutes period before the morning and evening meals.

· Glycet (Miglitol)-give with first bite of each meal(TID). 

·  Precose(Acarbose)-give with first bite of each meal(TID).

· Symlin(Amylin)-inject immediately prior to each major meal.

Administration of Medications

Policy


Medications will be administered to residents in a timely and accurate manner by a licensed nurse or physician.

Procedures  

Nurse 






1. Is prepared prior to medication pass.  Has all equipment clean and organized.  Has adequate supplies.

2. Checks expiration dates on packaged containers.  Date beverages or pureed fruit (applesauce) used to administer medications when opened.  Keep containers covered when not in use. Discards open containers after 24 hours.

3. Medications may not be left unattended.  Keeps medications secured in a locked area or in visible control at all times.

4. Reviews physician’s orders and compares against medication administration record.
5. Notes any allergies or contraindication of resident may have prior to administration.
6. Washes hands.

7. Identifies resident before administering medications.  This can be accomplished by checking photograph attached to administration record or resident armband.

8. Monitors vital signs where appropriate prior to medication administration.

9. Positions resident comfortably and in appropriate position for route of administration.

10. Explains procedure.  Provides privacy as necessary.

11. Compares the medication names, strength, and dosage schedule on the medication administration record against the prescription label.  Always checks three times prior to administration of medication.

12. Administers medication at the time it is prepared.  Never pre-pours medications.

13. Administers medications within one hour before or after prescribed time.  (see Policy entitled Administration Frequency of Medications)

14. Does not contaminate medications.  For bottled solid dosage forms, pours the correct number of tablets/capsules into bottle cap and then into soufflé cup.  For blister pack/unit dose medications, punches out tablet/capsule over and into soufflé cup.  For liquid medications, uses graduated cup, oral dosing syringe, or dropper to measure prescribed dosage.

15. Crushes medications when necessary.  (see Policy entitled Crushing Medications)

16. Administers medications to resident via correct route.  Offers resident a full glass of beverage.  Observes resident to insure medication consumption.  

17. Immediately charts medications administered in the proper time and date square via initials and identifies initials by signature in designated space on the administration record.

18. Washes hands.

19. Secures records containing protected health information.
Special consideration for the Director of Nursing and Consultant Pharmacist.

· Medication administration records can be flagged to identify residents unavailable to receive medications during the pass or to identify medications given at times other than the established time schedule.

· On each resident’s medication administration record the nurse can document resident’s preference in administration.  For example, medications are preferred taken whole or crushed, or the resident prefers water, apple or orange juice.  This can aid new nurses in the administration of medications.

Administration of Buccal and Sublingual Medication

Policy


It is the policy of the facility to administer buccal and sublingual medications safely and appropriately.
Procedures  

Physician




     

1. Initiates medication order specifying buccal and sublingual route of administration.

Nurse 






1. Reviews medication order.
2. Identifies resident.  Explains procedure.
3. Provides privacy as necessary.
4. Positions resident comfortably.
5. Monitors vital signs where appropriate.
6. Washes hands/dons gloves
7. For buccal administration, places medication in the upper or lower pouch (between the cheek and gum).  For sublingual administration, places the medication under the tongue.

8. Instructs resident to keep medication in place until it dissolves to insure maximum absorption.  Observes resident closely to insure medication is not swallowed or chewed.

9. Alternates sides of mouth with repeated doses of buccal medications as mucosal irritation can occur.

10. Discards gloves and washes hands.

11. Documents medication administration on medication administration record.
Special Consideration for the Director of Nursing and Consultant Pharmacist:
· Because medications are rapidly absorbed via the buccal and sublingual route, nurses should be aware of potential systematic side effects.  The most commonly used buccal and sublingual medications are as follow:

A. Buccal 

1. Erythrityl Tetranitrate (Cardilate)

2. Methyltesternone (Oreton Methyl)

3. Testosterone (Oreton Propionate)

B. Sublingual

1. Ergotamine Tartrate (Ergomar)

2. Erythrityl Tetrantitrate (Cardilate)

3. Isopropterenol Hydrocloride (Isuprel)

4. Isosorbide Dinitrate (Sorbitrate)

5. Nitroglycerin (Nitrostat)

Administration of Medication via Gastrostomy or Jejunostomy Tube

Policy


Licensed nurses will administer medications via gastrostomy or jejunostomy tubes as ordered by the physician.

Procedures  

Equipment:

· Pill crusher

· Medications

· Calibrated plastic medication cup

· Syringe with irrigation tip

· Water

· Gloves

· Alcohol wipes

Physician

1. Initiates the medication order specifying the route of administration to be via the tube.

2. Orders medication in liquid form if available.

Nurse 



1. Reviews the medication order.

2. Identifies the resident and explains the procedure.

3. Provides privacy, as necessary, by closing the bed curtains/door.

4. Washes hands, dons gloves

5. Positions the resident in semi-fowler’s position unless contraindicated.

6. Prepares medication per Medication policy.

7. Brings all necessary equipment and medication to the bedside.

8. Monitors vital signs, as indicated.

9. Checks for proper placement of the tube via aspiration of gastric contents.

10. Removes the plunger from the syringe and connects the tube.

11. Pours 30cc of warm water into the syringe unless otherwise ordered by the physician.

12. Allows water to flow through tube via gravity.

13. Administers medication in the syringe.

14. Allows the medication to flow through tube via gravity.  Bolus administration or applying pressure to syringe is prohibited. 

15. Flush tube with 10cc water between medications.

16. Upon completion of medication administration, flush tube with 30cc water via gravity, unless specific water flush amount is ordered by physician.

17. Disconnect the syringe from the tubing and clamp tip of tubing.

18. Store the syringe at the bedside in a clean irrigation set.  Replace the syringe every 24 hours.

19. Remove gloves and wash hands.

20. Maintain resident in semi-fowler’s position for approximately 30 minutes to prevent regurgitation and aspiration.

21. Document medication administration on the medication administration record. 

Special Conditions:

· When solid dosage forms are ordered, medication should be crushed to avoid blockage of tubing.  Consult Pharmacy regarding which medications may be crushed. Refer to Medication policy.  

· In the event that a resident is maintained on a fluid restriction, specific physician orders should be obtained detailing the amount of fluid used to flush tubing and mix solid dosage forms.

· Each medication must be administered separately and followed by a small amount of water to avoid blockage

· Turn off pump to stop continuous feeding 1-2 hours prior to medication administration if medication is associated with an incompatibility or 30 minutes if the medication should be given on an empty stomach.

Administration of Heparin

Policy


Licensed nurses will administer heparin per established guidelines.

Procedures  

Nurse 



1. Checks order and reads carefully.  

· Heparin comes in various concentrations.

· Intramuscular administration is not recommended.

· The usual adult dose is 5,000 units subcutaneous every 12 hours.  The elderly resident may start at a lower dose.

2. Low-dose injections are given sequentially between the iliac crests in the lower abdomen deep into subcutaneous fat. Inject the drug slowly into subcutaneous fat pad.  Leave the needle in place for 10 seconds after injection; then withdraw needle.

· Don’t massage the subcutaneous injection.  Watch for signs of bleeding at the injection site.

· Alternate site every 12 hours.

3. IV administration may be preferred because of the long-term effect and irregular absorption when given subcutaneously.

· Whenever possible, use infusion pump to administer intravenous heparin.  Check infusion regularly.

· Alert the lab as well as other nursing staff to apply pressure after taking blood.  Blood should not be drawn from arm that heparin is being infused.

4. Partial thromboplastin time (PTT) is measured regularly.  Anti coagulation is present when PTT values are 1.5 to 2 times control values

5. Observes the resident regularly for signs of bleeding which may include: bleeding gums, bruised arms or legs, petechiae, nosebleeds, melena, tarry stools, hematuria, hemoptymisis.  Notify physician STAT if observed.

6. Document heparin administration on medication administration record.

Administration of Insulin Using an Insulin Pen

Policy


Licensed nurses will administer insulin using insulin pens as per pre-established guidelines.

Procedures  

General Information

1. Insulin pens must be dated and initialed when open.

2. Open only one pen per resident at a time.
3. All insulin pens will be labeled and are for single resident use only.
4. All insulin pens must be observed for unusual discoloration or clumping and discard if present.

5. See manufactures recommended expiration dates for insulin pens.
6. Avoid injections into irritated or indurated sites.

7. Insulin pen administration is to be done subcutaneously at a 90 degree angle, unless otherwise as ordered by the physician.
Administration of insulin via pens

1. Wash hands with soap and water

2. Check label to insure the right insulin is selected

3. After removing cap,  wipe top of insulin pen with alcohol pad  

4. Attach needle, removing the needle cap, checking first of the delivery device (air shot)

5. Dial 2 units and PRIME – THIS MUST BE DONE BEFORE EACH USE OF THE PEN

6. Dial the dose prescribed

7. Push needle so hub touches skin at a 90 degree angle

8. Inject dose

9. Press the push button all the way down- the dial will read  zero

10. Hold  needle in place for 6 seconds

11. Withdraw the needle from the skin

12. Insure the safety lock mechanism has activated automatically, (red line on side of needle will display) after the injection, remove the needle from the device without replacing the cap, and dispose in a sharp container.

Storage of insulin pens

1. Insulin pens are to be stored in the refrigerator before use, labled with the resident’s name and prescribing information.  
2. When ready for use it is to be taken out of the refrigerator , dated and may be stored at room temp in the medication cart until manufacture recommended date of expiration or until completed
3. Never store insulin pens with needle in place
**INSULIN PENS ( AND THE CARTRIDGES WITHIN) ARE SINGLE RESIDENT USE DEVICES AND MUST NEVER BE USED FOR MORE THAN ONE RESIDENT, EVEN IF THE NEEDLE IS CHANGED BETWEEN RESIDENTS.

Insulin Site Rotation

Sites are rotated with each dose and documented on the medication administration record (MAR).

1. Note the date and time for scheduled insulin administration.

2. Note the Finger stick result, if applicable.

3. Note the site of insulin administration.

4. If the resident receives several scheduled insulin injections in one day, follow the same procedure being sure not to use the same site on the same day.

5. The buttocks are not to be used as injection sites for insulin.

Combination Insulin Administration (Regular and NPH)  

1. Wash hands per hand hygiene protocol.

2. Clean the tops of both vials with alcohol.

3. Draw air into the syringe in the amount equal to the prescribed dose of NPH.

4. Inject all the air into the NPH vial.  Remove the syringe without withdrawing insulin or air.

5. Now, draw air into syringe in an amount equal to the prescribed dose of regular insulin.

6. Inject the air into the regular insulin vial.  Then invert the vial and withdraw the prescribed dose of regular insulin. 

NOTE: ALWAYS WITHDRAW REGULAR INSULIN FIRST.

7. Before you remove the syringe, check for air bubbles in the syringe barrel.  If any are present, lightly tap the syringe with your finger; this will cause the bubbles to rise to the top.  Then, push up slightly on the plunger to force the air back into the vial.  Make sure the syringe still contains the prescribed dose of insulin.  Then withdraw the syringe.

8. Insert the syringe into the NPH vial and invert the vial.  Withdraw the correct amount of NPH, taking care not to push any regular insulin into the NPH vial. 
Administration via Intradermal Route

Policy


It is the policy of the facility to administer intradermal medications safely and appropriately.

Procedures  

Responsibility





Action

Physician




     

3. Initiates medication order specifying intradermal route of administration.

Nurse 






5. Reviews medication order.

6. Identifies resident.  Explains procedure.

7. Provides privacy as necessary.

8. Positions resident comfortably.

9. Washes hands.

10. Prepares injection utilizing a 25 G 5/8” syringe and needle.

11. Selects injection site where skin is not damaged or discolored.   Alternate sites when multiple injections are administered.

12. Cleanses injection site with alcohol prep using a circular motion, cleansing from the inside out.  Allows skin to dry.

13. Gently pulls residents skin taut.

14. Inserts needle at 10 to 15 degree angle with bevel of the needle facing up about 1/8 inch.  The needle should rest between the epidermis and dermal layers of the skin.

15. Injects medication slowly and gently.

16. Observes for sign of small wheal indicating that medication was injected within the dermis.

17. When the wheal appears, withdraws the needle and applies gentle pressure.  Does not massage area as this may disperse medication.

18. Discards syringe/needle per policy and procedure.

19. Washes hands.

20. Document administration on the administration record and immunization record per policy.
Special consideration for the Director of Nursing and Consultant Pharmacist:

· Nurses should be alert for signs of anaphylaxis
Administration via Intramuscular Route


Policy


It is the policy of the facility to administer intramuscular medications safely and appropriately.  Intramuscular administration may be utilized to provide a more comfortable route than parenteral or subcutaneous administration when medications are irritating the tissues.  Intramuscular administration can also promote rapid medication absorption. 
Procedures  

Responsibility





Action

Physician




     

1. Initiates medication order specifying intramuscular route of administration.

Nurse 






1. Reviews medication order.

2. Identifies resident.  Explains procedure.

3. Provides privacy as necessary.

4. Positions resident comfortably.

5. Washes hands/dons gloves
6. Selects injection site.  Sites may include the upper medial aspect of the thigh, the lateral aspect of the thigh, dorsogluteal, ventrogluteal, and upper arm.  Sites should be alternated each time medications are given.

7. Prepares injection using one to one and one-half inch needle.

8. Cleanses site with alcohol prep using circular motion from the center outward.

9. Stretches skin taut using thumb and forefinger or grasps muscle to increase muscle mass and insure correct needle placement.

10. Inserts needle at 90° angle using quick firm thrust.

11. Pulls back on plunger to check needle placement.  If blood returns, withdraws needle and prepares new injection.  The appearance of blood indicates the puncture of a blood vessel.

12. If no blood back flow evident, injects medication slowly to allow for medication dispersion.

13. Withdraws needle.   Massages area to promote medication absorption.

14. Discards syringe/needle per policy and procedure.

15. Washes hands.
16. Documentation administration and site on the administration record
Administration of Intravenous (IV) Infusion

Policy


See Intravenous Manual as provided by the Vendor Pharmacy.

Procedures  

See Intravenous Manual as provided by the Vendor Pharmacy.

Administration of Liquid Medication

Policy


It is the policy of the facility to administer liquid medications safely and appropriately.  

Procedures  

Responsibility





Action

Physician




     

1. Initiates medication order.  Order must specify name of medication strength, metric amount to be administered, route of administration, frequency, and liquid form (i.e. solution, suspension).

Nurse 






1. Reviews medication order.

2. Identifies resident.  Explains procedure.

3. Provides privacy as necessary.

4. Monitors vital signs where appropriate.

5. Washes hands.

6. Shakes medications when appropriate.

7. Pours prescribed amount of liquid into calibrated medication cup at eye level places medication cup a level surface to insure amount poured coincides with amount prescribed.  Reads fluid level at the lowest point of the meniscus.

8. Repeats procedure for each liquid medication.  Liquid medications are to be poured in separate cups to insure accurate dosage is administered.

9. If medication is ordered in other than 5cc increments, an oral dosing syringe is utilized.  The syringe is not interchangeable between medications or residents.

10. Draws prescribed dosage into syringe.  Places dose into medications cup for administration to resident.  Discards syringe per facility policy.

11. Dilutes medication according to manufacturer’s guidelines where appropriate.

12. Administers liquid medication to resident.

13. Washes hands.

14. Documents administration on the administration record.

Special considerations for Director of Nursing and Consultant Pharmacist:

· When pouring medication, nurse should hold label in palm of hand.  In this manner, spillage will not obscure label.

· Suspensions are to be shaken well.  Specifically, phenytion and methyldopa suspensions if not shaken can cake at the bottom of the bottle.
· Dilute medications in acceptable medium to avoid precipitation of medications.

· Provider pharmacist should utilize auxiliary labels on containers where appropriate (i.e. shake well, dilute)

· Residents, with swallowing difficulties, may require altered consistencies.  Consult dietitian prior to liquid administration. 

Administration of Metered Dose Inhalers & Dry Powder Inhalers


Policy


It is the policy of the facility to administer medications safely and appropriately.  

Procedures  

Responsibility





Action

Physician




     

1. Initiates medication order.  

Nurse 






1. Reviews medication order.

2. Identifies resident.  Explains procedure.

3. Provides privacy as necessary.

4. Positions resident comfortably in high fowler’s position.
5. Washes hands.
6. Removes excess mouth secretions with tissue.

7. Washes hands.

8. Shakes inhalers

9. Instructs resident to exhale fully.

10. Places inhaler into resident’s mouth and instructs resident to close lips loosely around mouthpiece.

11. Instructs resident to inhale slowly and deeply on inhaler while administering aerosol.

12. Instructs resident to hold breath as long as possible then exhale slowly.

13. Waits approximately 2 minutes between inhalations of the same medication and 5 minutes between different medications.

14. Rinses mouthpiece. 

15. Washes hands.

16. Documents administration on the administration record.

Special considerations for Director of Nursing and Consultant Pharmacist:

· Generally, when both a bronchodilator and adrenocorticoid are prescribed, the bronchodilator should be administered first.  Five to fifteen minutes should elapse before administration of the adrenocortoid. 

· Dry powder inhalers (Advair, Servent, etc.): do not shake – once switch is moved from one side to the other the medication is activated.  Do not tilt device.

· Advair should be dated once removed from foil.  Expires after 30 days.

· Spiriva – consult pharmacy and/or package insert prior to administration.

· Oral Steroidal inhalers require the resident to rinse mouth with water and spit out.
Administration of Nasal Medication

Policy


It is the policy of the facility to administer nasal medications safely and appropriately.  

Procedures  

Responsibility





Action

Physician




     

1. Initiates medication order.  

Nurse 






1. Reviews medication order

2. Identifies resident.  Explains procedure.

3. Provides privacy as necessary.

4. Offers resident tissue to blow nose unless contraindicated due to risk of intracranial pressure or nose bleeds (expistaxis).

5. Positions resident in supine position if possible.

6. Washes hands/dons gloves.

For nose dropper: 

1. Measures prescribed amount of medicine into dropper.

2. With dominant hand, open resident’s nostril by pushing up gently on the tip of the nose.

3. Places dropper about one third inch inside nostril.

4. Directs the tip of the dropper toward the midline of the superior concha.  This permits the medication to flow down the back of the resident’s nose, not throat.

5. Squeezes dropper bulb to instill correct number of drops in the nostril.

For nose spray:

1. Places tip of atomizer about one-half inch inside nostril.  (If needed, prime the bottle)

2. Directs the tip of the atomizer toward the inner corner of the nose.

3. Squeezes the atomizer with just enough force and the prescribed number of times ordered by physician.

4. Repeats process for other nostril if ordered

5. Asks resident to keep head tilted back for approximately 5 minutes.

6. Rinse the pump spray or inhaler tip after administration.

7. Disposes gloves/Washes hands.

8. Documentats administration on the administration record.
Administration of Nitroglycerin Ointment
Policy

It is the policy of the facility to administer topical vasodilators/pain medications safely and appropriately.

Procedures  

Responsibility





Action

Physician




     

1. Initiates medication order.  

Nurse 






1. Reviews medication order.

2. Identifies resident. Explains procedure.

3. Provides privacy as necessary.

4. Positions resident comfortably.

5. Takes vital signs where appropriate.

6. Washes hands and dons gloves
7. Places prescribed ointment directly on pre-measured paper as per physician’s order. Spreads ointment on paper by folding in half.

8. Applies ointment with occlusive dressing to hair-less area other than distal parts of arms or legs.  Chest area is preferred.

9. Covers ointment with occlusive dressing to aid absorption. 

10. Removes gloves and washes hands.

11. Documents medication and placement site on medication administration record.

Special Consideration for the Director of Nursing and Consultant Pharmacist:

· Sites of application should be rotated to avoid skin irritation.

· Avoid touching ointment as medication can be absorbed through fingertips.

· For medication accountability, dating the dressing prior to administration is required.

Administration of Medication via Nebulizer

Policy________________________________________________________________________

Licensed Nurses will administer medication via Nebulizer as ordered by the Physician
Procedure_____________________________________________________________________

Physician:

· Initiates order for specifying the route of administration to be via Nebulizer

Nurse:  

· Reviews medication order

· Identifies resident- explains procedure

· Provides privacy as necessary

· Washes hands

· Adds medication to the reservoir as per Physician order

· If using individual vials, removes vial from foil pouch

· Twist cap off vial and squeezes contents into nebulizer reservoir

· Connects nebulizer reservoir to the mouthpiece or face mask

· Connects nebulizer to the compressor

· Assists resident to a comfortable sitting position, places the mouthpiece in the mouth (or puts on the facemask)

· Turn the compressor on

· Instruct Resident to breath calmly, deeply, and evenly as possible until no more mist is formed in the nebulizer chamber (about 5- 15 minutes)

· Wash hands

· When treatment is completed, removes mouthpiece/ mask

· Document on MAR

Face mask / mouthpiece are for individual use only

Store vials in foil pouches until used.

Administration of Ophthalmic Medication (Eye Medication)

Policy


It is the policy of the facility to administer ophthalmic medications safely and appropriately.  

Procedures  

Responsibility



    
Action

Physician


                       1.  Initiates medication order specifying ophthalmic use.  

Nurse 






1. Reviews medication order.

2. Identifies resident.  Explains procedure.

3. Provides privacy as necessary.

4. Confirms expiration date of medication and that ophthalmic use is indicated.

5. Washes hands/dons gloves.

6. Shakes eye drop container if needed.

7. Positions resident with head tilted back and neck slightly hyper-extended.

8. Removes any secretion or crust be cleansing eye with moistened cotton ball by using a single stroke wiping from the inner to outer canthus.

9. With clean tissue, places index finger of non dominant hand on resident’s cheekbone and gently retracts lower lid to expose conjunctival sac.

10. Has resident look upward.

11. With other hand, holds dropper, bottle, or tube near outer canthus of eye.

12. Instills prescribed amount of solution/suspension into conjunctival sac one drop at a time waiting three to five minutes between drops.  For ophthalmic ointments squeezes a thin ribbon along the conjunctival sac, from the inner to outer canthus, rotating the tube to detach the ointment.

13. Never places drops/ointment directly onto cornea.  Drops/ointments should be administered at room temperature unless pharmacologically contraindicated.

14. Never touches container to lashes or lid.

15. Releases resident’s eyelid and gently closes eye to distribute medication.  Has resident keep eye closed for one to two minutes.   Cautions resident not to rub eye.

16. Blots excess medication with a clean tissue working from the inner to outer canthus.

17. Repeats procedure if administering additional medication to same eye.

18. When administering medication to both eyes, it is not necessary to change gloves, however, you must change gloves and wash hands if an infection is present.
19. Discards gloves/washes hands.

20. Documentation administration on the administration record.

Special considerations for Director of Nursing and Consultant Pharmacist:

· Beta-blocking ophthalmic agents require monitoring of pulse prior to administration of medication.

Generic Name



Brand Name

Betaxolol



Kerlone, Betopic

Levobunolol



Betagan

Timolol




Timoptic, Timoptic XE
· Trusopt/Azopt/Cosopt   and Timpotic XE require 10 minutes between each drop.

· Medications instilled into the Eye: 

· Administration of eye drops accurately requires achieving the following critical objectives:

· Eye contact: The eye drop, but NOT the dropper, must make full contact with the conjunctival sac and then be washed over the eye when the resident closes the eyelid; and

· Sufficient contact time:  The eye drop must contact the eye for a sufficient period of time before the next eye drop is instilled.   The time for optimal eye drop absorption is 3 to 5 minutes.   It should be encouraged that when the procedure is possible, systematic effects of eye medications can be reduced by pressing the tear duct for one minute after eye drop administration.
Administration of Otic Medication (Ear Medication)

Policy


It is the policy of the facility to administer otic medications safely and appropriately.  

Procedures  

Responsibility





Action

Physician




     

1. Initiates medication order specifying otic use.  

Nurse 






1. Reviews medication order.

2. Identifies resident.  Explains procedure.

3. Provides privacy as necessary.

4. Position resident comfortably with head tilted to side so affected ear is facing upward.  Side lying position is preferred.

5. Washes hands.

6. Inspects ear for presence of cerumen occludes outer portion of ear canal, gently wipes cerumen with cotton ball.  Does not force wax inward or occlude canal.

7. Warms medication in hands as cold solution can cause vertigo and discomfort.

8. Draws prescribed amount of medication into dropper and leaves dropper in bottle.

9. With non-dominant hand, straightens ear canal by gently pulling auricle up and back.

10. With other hand, removes dropper from medication bottle.

11. Instills prescribed amount of medication directly along the side of the canal, taking care, not to touch ear with dropper.

12. Holds ear until medication disappears down the canal.

13. Maintains resident in side lying position for five to ten minutes to allow complete distribution of medication.

14. If drops are to be instilled in both ears, waits several minutes after the first instillation, then repositions the resident and repeats the procedure for the other ear.

15. Washes hands.

16. Documents administration of medication on the administration record.

17. If the resident experiences pain during the instillation of medication, with-holds medication and informs physician.

Administration of Rectal Enema


Policy


It is the policy of the facility to administer medications safely and appropriately and to maintain and regulate a therapeutic regimen of bowel evacuation.

Procedures  

Equipment:

· Rectal enema

· Gloves

· Lubricant

· Tissue

· Paper towel

· Medication/Treatment administration record

· Bedpan or commode where applicable

Nurse 






1. Reviews medication order.

2. Identifies resident. 

3. Assembles all equipment and medications and brings them to the resident’s bedside.

4. Explains the procedure and its purpose to the resident. 

5. Screen the resident to insure privacy.

6. Washes hands/dons gloves.

7. Positions the resident on left side with knees bent.

8. Prepares enema for administration.

9. Separates the buttocks and inserts the enema tip gently:

· Encourages the resident to relax by breathing through the mouth during insertion.

· Inserts enema tip into rectum about three inches beyond the sphincter.

10. Slowly empties the contents of the enema into the colon.

· Instruct resident to resist urge to expel colon contents while enema is being administered, and afterward for as long as possible.

· If the resident is uncomfortable, enema flow rate may be too fast.

· Enema solution should be retained until definite lower abdominal cramping is felt.

11. Disposes of any equipment and gloves in a lined receptacle in the resident’s room.

12. Washes hands.

13. Documents effect of enema on the medication or treatment administration record for bowel evacuation.

Administration of Rectal Suppository

Policy


Rectal suppository will be administered by licensed nursing staff (on the written order of the physician) to provide the proper administration of rectal medication with minimal discomfort to the resident.   

Procedures  

Nurse 






1. Reviews medication orders.

2. Identifies resident. 

3. Assembles all equipment and medications and brings them to the resident’s bedside.

4. Explains the procedure and its purpose to the resident. 

5. Screens the resident to insure privacy.

6. Washes hands/dons gloves.

7. Positions the resident on either side.  Fold the top linens to expose only the buttocks.

8. Removes wrapper from suppository.

9. Lubricates the suppository and fingertips.

10. Separates the buttocks and inserts the suppository:

· Encourages the resident to relax by breathing through the mouth during insertion.

· Introduces the suppository beyond the Internal sphincter; and

· Avoids embedding into fecal mass. 

11. Wipes off any lubricant using the tissues.

12. Covers the resident and leave the bedpan within the resident’s reach or assures the availability of the bathroom.

13. Encourages the resident to retain the suppository for a minimum of 10 to 15 minutes.

14. Disposes of any equipment and gloves in a lined receptacle in the resident’s room.

15. Disposes gloves/Washes hands.

16. Charts the medication on the medication administration record and, when appropriate, document corresponding nurse’s note to indicate the resident’s response to the medication.

Administration via the Subcutaneous Route 
Policy


It is the policy of the facility to administer subcutaneous medications safely and appropriately.
Procedures  

Physician


 
        

1. Initiates medication order specifying subcutaneous administration.

Nurse 






1. Reviews medication order.

2. Identifies resident. Explains procedure.

3. Provides privacy as necessary.

4. Positions resident comfortably.

5. Washes hands/dons gloves
6. Selects injection site.  Sites may include abdomen, lateral and posterior aspects of upper arm or thigh, or gluteral area.  Sites should be altered each time medications are given.

7. Prepares injection using 5/8 inch needle.

8. Cleanses site with alcohol prep using circular motion from the center outward.

9. Grasps site with thumb and forefinger to prevent needle from entering incorrect skin layer.

10. Gently taps the area to stimulate nerve endings and minimizes initial pain.

11. Inserts needle at a 45° angle using a quick firm thrust.

12. Pulls back in on plunger to check needle placement.

· If blood returns, withdraws needle and prepares new injection.  The appearance of blood indicates the puncture of a blood vessel.

13. Withdraws needle and massages injection site to promote medication absorption.

14. Discards syringe/needle per policy and procedure.

15. Washes hands.

16. Documents administration and site on the medical administration record.

Administration of Throat Spray
Administration of throat spray may be performed be licensed nursing staff on the written order of the physician, to coat the pharyngeal mucosa with medication for the relief of acute or chronic inflammation.

Procedures  

Nurse 






1. Reviews medication order.

2. Assembles all equipment and medication and brings them to the resident’s bedside.

3. Identifies resident. Explains procedure.

4. Washes hands/dons gloves.

5. Screens the resident to insure privacy.

6. Assists the resident to sit or lie in bed so the head is tilted slightly back.

7. Instructs the resident to open his/her mouth, extend his/her tongue and breathe through the mouth.  The nurse immobilizes the tongue with a tongue blade.

8. Inserts tip of atomizer just beyond highest point of the tongue and directs the spray toward affected area compressing the bulb of the atomizer quickly per physician’s order>
9. Allows the resident to expectorate any excess medication into the Kleenex.

10. Cleanses the tip of the atomizer with alcohol.

11. Disposes of any soiled equipment in a lined receptacle.

12. Returns the resident to a comfortable position.

13. Washes hands.

14. Charts the medication on the medication administration record.
Administration of Transdermal Drug Delivery System Application (Patch)

Policy

It is the policy of the facility to administer medication through the skin for continuous absorption with the patch is in place, through proper placement of the patch and care of the application sites.

Procedures  

Equipment:

· Medication patch

· Alcohol wipes 

· Medication administration record

Nurse 






1. Reviews medication order.

2. Identifies resident. Explains procedure.

3. Provides privacy as necessary.

4. Washes hands/dons gloves
5. Identifies the location on the body for patch placement.

6. Removes new patch from package and envelope.

7. Labels patch with date and nurse’s initials.

8. Applies new patch firmly against skin.

9. Washes hands.

10. Documents placement site on medication administration record as follows:

Site


Code








Left upper arm

LA








Right upper arm

RA








Left chest

LT








Right chest 

RT








Left upper back

LB








Right upper back

RB








For transdermal scopolamine:








Behind left ear

LE








Behind right ear

RE

Special considerations for the Director of Nursing and the Consultant Pharmacist:

· Transdermal nitroglycerin patches may be removed during the 24 hours period to prevent the development of nitrate tolerance.
Administration/Management/Destruction of Topical Duragesic/Fentanyl Patches Policy


It is the policy of the facility to administer transdermal medications safely and appropriately and to discourage diversions of fentanyl patches.
Procedures  

Nurse 






1. Reviews medication order.

2. Identifies resident. Explains procedure.

3. Provides privacy as necessary.

4. Washes hands.

5. Administers the patch taking precautions not to expose his/her skin to the gel from the drug reservoir.  

· If skin is exposed, the area should be washed with copious amounts of water.  

· Do not use soap, alcohol or other solvents to remove gel because this may enhance the drugs ability to penetrate the skin.

6. Checks for site application on MAR or EMAR.  Also writes date, time, and initials on the patch.

7. Firmly presses around the edges to ensure contact of patch. 
8. If old patch is present, removes old patch and discards in the presence of a witness by folding in half and flushing down a toilet. Both nurses sign to document disposal 
9. Washes hands.

10. Documents patch presence at specific times on the medication administration record.

· Changes of shift with on-coming/off-coming nurse. 

· Anytime a resident leaves the facility; upon leaving and arrival times.

· If patch is missing at anytime, nurse reports this to Nursing Supervisor/DNS/Designee and calls the physician for order to apply new patch.  Supervisor/DNS/Designee should initiate investigation.

· If patch falls off at anytime, discard old patch as per policy and call physician for order to apply new patch.

Special Considerations:

· A biocclusive dressing such as opsite can be utilized to secure patch if necessary.

· Have a narcotic antagonist such as narcan available in emergency box.

· For the management of hypoventilation, immediate countermeasures include removing the patch and physically or verbally stimulating the resident.  Call the physician immediately.

Administration of Vaginal Medication
Vaginal medication will be administered by licensed nursing staff (on written order of a physician) to ensure that therapeutic doses of vaginal medications are administered. 

Procedures  

Nurse 






1. Reviews medication order.

2. Identifies resident. Explains procedure and its purpose to the resident.

3. Requests that the resident empty her bladder.

4. Assembles all equipment and medication and brings them to the resident’s bedside.

5. Washes hands/dons gloves.

6. Screens the resident to assure privacy.

7. Assists the resident to lie on her back with her knees flexed and legs spread apart. 

8. Places the drape over her legs with only perineum exposed.  Places a pad under the resident.

9. Examines the perineum.  If any discharge is noted the area should be washed with warm soapy water and rinsed well.

10. Examines the resident’s perineum for excoriation.  If excoriation is present, withhold medications and consult the physician.

11. With the non-dominant hand, spreads the labia apart, gently inserts the applicator into the vagina about two inches, angling it toward the rectum.

12. Pushes the plunger to instill the gel, ointment or cream or to release the suppository.

13. Removes the applicator and discards.
14. Advises resident to remain lying down for approximately 30 minutes.

15. Applies perineal pad to assure resident’s comfort and cleanliness.  

16. Removes gloves and disposes them.
17. Washes hands.

18. Charts the medication on the medication administration record.
Administration of Z-Tract
It is the policy of the facility to administer liquid medications safely and appropriately. 
Procedures  

Physician


1. Initiates medication order specifying Z-Tract administration.   

Nurse 






1. Reviews medication order.

2. Identifies resident. Explains procedure and its purpose to the resident.

3. Provides privacy as necessary.

4. Places resident comfortably.

5. Washes hands/dons gloves.

6. Selects injection site.  Site selected usually is dorso gluteal area.  Sites should be alternated each time medication is given.

7. Prepares injection using 1½” needle.

8. Cleanses site with alcohol prep using circular motion from center outward.

9. Pulls skin laterally away from the injection site to prevent medication from seeping into tissue.

10. Inserts needle at 90° angle using a quick firm thrust.

11. Pulls back on plunger to check needle placement.  If blood returns, withdraws needle and prepares new injection.  The appearance of blood indicates the puncture of a blood vessel.

12. Injects medication slowly keeping skin taut to allow for medication absorption.

13. Withdraws needle and releases skin.  Retracted skin will seal off needle tack.

14. Applies light pressure to areas.  Does not massage area as this can disperse medication.

15. Removes the applicator and discards.
16. Discards syringe/needle per policy and procedure.

17. Washes hands.

18. Documents administration site on the medication administration record.

Special Considerations for the Director of Nursing and Consultant Pharmacist:

· Skin staining may be minimized by using a separate needle to withdraw medication from its container.

· An example of a medication administered by this method is Imferon.

Adverse Drug Reactions & Reporting

Policy


All suspected adverse drug reactions will be reported immediately and investigated.

Procedures  

1.  Any adverse drug reaction, presumed or substantiated, must be immediately reporteI to the physician, the Director of Nursing and Pharmacy.
2. Facility staff monitor the resident for possible medication-related adverse consequences, including mental status and level of consciousness, when the following conditions occur:

a.  A clinically significant change in condition/status including: 

1) An unexplained decline in function or cognition

2) A worsening of an existing problem or condition.

3) A new or worsening psychiatric manifestation or distressed behavior.

4) Acute onset of signs or symptoms or worsening of a chronic problem or condition.
b. Addition or discontinuation of medications and/or non-pharmacologic interventions.

c. Change in dose

d. Addition or discontinuation of care and services such as enteral feedings.

e. Significant changes in diet that may affect medication absorption.

f. Medication error, e.g., wrong or expired medication.

3. When any of the above occurs, the prescriber and/or staff rule out medication as a cause and document it in the resident’s clinical record. 

1) A review of medications as potential causes of permanent significant changes that requires a significant change of status MDS assessment should be performed with the required 14- day observation period.

4. The facility/staff monitor resident on the following combinations for possible adverse consequences and/or the need to modify the dose of one or more medications. The prescriber documents why or how these medications’ benefits outweigh their risks in the resident’s clinical record.

	Medication 1
	Medication 2
	Impact

	Warfarin (Coumadin)
	NSAIDs (e.g., ibuprofen) naproxen, celecoxib
	Potential for serious gastrointestinal bleeding

	Warfarin (Coumadin)
	Sulfonamides (trimethoprim/sulfamethoxazole, Bactrim)
	Increased effects of warfarin with potential for bleeding

	Warfarin (Coumadin)
	Macrolides (azithromycin, calrithromycin, erythromycin)
	Increased effects of warfarin with potential for bleeding

	Warfarin (Coumadin)
	Phenytoin (dilantin)
	Increased effects of warfarin and/or phenytoin

	Warfarin (Coumadin)
	Phenytoin (Dilantin)
	Increased effects of warfarin and/or phenytoin

	ACE Inhibitors (benazepril, captopril, enalapril, lisinopril, quinapril, ramipril)
	Potassium supplements
	Elevated serum potassium levels

	ACE Inhibitors (benazepril, captopril, enalapril, lisinopril, quinapril, ramipril)
	Spironolactone 
	Elevated serum potassium levels



	Digoxin
	Amiodarone 
	Digoxin toxicity

	Digoxin 
	Fluoroquinolones (ciprofloxacin, levofloxacin, ofloxacin)
	Digoxin toxicity


5. In the event of a significant medication-related error or adverse consequence, immediate action is taken as necessary, to protect the resident’s safety and welfare. Significant is defines as:

a. Requiring medication discontinuation or dose modification.

b. Requiring hospitalization

c. Resulting in disability

d. Requiring treatment with a prescription medication

e. Resulting in cognitive deterioration or impairment

f. Life threatening

g. Resulting in death
6. The attending physician is notified promptly of any significant error or adverse consequence.

7. The physician’s orders are implemented, and the resident is monitored closely.

8. The incident is described on the shift change report to alert staff of the need to monitor the resident.

9. The following information is documented in the (resident’s clinical record/incident report):
a. Factual description of the error or adverse consequence, date and time of reaction.

b. Name of physician and time notified.

c. Physician’s subsequent orders.

d. Following care and monitoring of resident.

10. The licensed nurse will initiate the adverse drug reaction report and complete all known information.  Forward this form to Pharmacy for investigation and completion.

11. The licensed nurse will assess the current clinical status of the resident including vital signs and document in the progress notes and 24 hour report.
12. Documentation should also include:

· Date and time of reaction

· Type of reaction

· Vital signs

· Physician notification

· Follow up care and monitoring of resident for 72 hour

13. Resident or designated representative will be informed of the adverse drug reaction.

Adverse Drug Consequences Reporting Indicators

· Any allergic reaction (e.g. rashes, hives, or anaphylaxis) due to antibiotics or other drugs.

· Any drug-drug interaction that resulted in prolonged hospitalization or that required treatment.

· Any unexpected detrimental effect of a drug.

· Any drug intolerance or intensified reaction to the pharmacologic effects of a drug.

· Any side effect not reported in the package insert or PHR.

· Dyskinetic reaction that is unexpected.

· Unexplained change in mental status.

· Lab data (panic values).

Adverse Drug Reactions: do not warrant reporting and should not be reported:

· Reactions that are extensions of the normal pharmacologic effect for which the drug is given (e.g., bone marrow suppression that does not warrant hospitalization with antineoplastic agents, unless unusual circumstances exist, such as low dose, thus making the occurrence particularly significant or unexpected).

· Mild, insignificant, trivial side effects and expected side effects, if these side effects are well known (e.g., constipation from narcotics, drowsiness from dydoxyzine, Benadryl).

· Complications due to disease process (e.g., confusion for Alzheimer’s disease rather than cimetidine). 

Signs and Symptoms that may be applicable in the awareness and reporting of ADRs:
ANXIETY AGENTS:

· Persistent drowsiness, interference with ADLs.

· Increased excitation, irritability, insomnia.

ANTIBIOTICS:

· Persistent itching, redness, or rash

· Nausea or vomiting

· Persistent diarrhea

· Hearing loss

· Evidence of kidney compromise

ANTICOAGULANTS:

· Evidence of unusual bleeding, dark tarry stools.

· Discoloration of toes, painful and tender to touch.

· Bruising

ANTICONVULSANTS:

· Nausea and vomiting.

· Muscular incoordination, numbness

· Inability to focus eyes, eye pain

· Inflammation or swelling of gums

· Itching or redness of skin

· Development of unexplained fever 

ANTIHISTAMINES:

· Persistent drowsiness impairing ADLs.

ANTIHYPERTENSIVES:

· Persistent throbbing headaches
· Recurring episodes of dizziness or fainting
· Persistent nasal congestion
· Rapid heart rate
ANTI-INFLAMMATORIES:

· Occurrence of fever or chills

· Ringing in ears

· Ulceration’s of mouth or sore throat

· Headaches especially in morning

CARDIOTONICS:

· Loss of appetite

· Irregular pulse rate

· Distorted vision

· Mental Confusion

DIURETICS:

· Potassium level outside of normal limits

Suspected Adverse Drug Reaction Report
Definition:

An adverse drug reaction is an undesirable effect, reasonably associated with the use of the drug that may occur as part of the pharmacological action of the drug or may be unpredictable in its occurrence.

 PART 1: (TO BE COMPLETED BY NURSE OR PHARMACIST)
1. Resident’s Name
___________________________________________

2. Date of Incident 
___________________________________________

3. Drug Allergy history __________________________________________

4. Suspected Agent(s)   __________________________________________

5. Dose of medication   __________________________________________

6. Route of Administration _______________________________________

7. Date and time of onset    _______________________________________

8. Type of reaction(s):

a. Rash

b.  Hives


c.  Pain

d.     Itch

e.  Fever


f.  Nausea/Vomiting

g.     Diarrhea

h.  Other _________________

PART 2: (TO BE COMPLETED BY PHYSICIAN)
1. Drug Reaction Confirmed:  

Yes ______ 
No ______

2. Type/Classification of Reaction:

A. Result of an exaggerated but normal pharmacological RX of a drug given in usual dose.

B. Totally aberrant effect that is not expected from the pharmacological action on that drug.

C. Result of inappropriate prescribing, dosing, administration, or monitoring.

3. Treatment of reaction:

A. D/C  
Drugs ________________________________________________

B. Rechallenged __________________________________________________

C. Other action taken ______________________________________________

4. Outcome:  (check one)

A. Still under observation 
____

B. No Follow-up 

____

C. No sequel  

____  

D. Permanent Injury  
____

E. Other (Specify)   
____  ________________________________________
ADR Probability Scale










Yes
No 


1. Did the adverse event appear after the suspected drug was administered?

____
____

2. Did the adverse reaction improve when the drug was discontinued 

____
____

3. Did the adverse reaction improve after the administration of Benadryl or 

____
____

or another antagonist?

4. Are there alternative causes (other than the drug) that could have caused the 
____
____

reaction?

5. Was the drug detected in the blood in concentrations know to be toxic?

____
____

6. Did the resident have a similar reaction to the same or similar drug in any

____
____

previous exposure?

7. Is the ADR different to symptoms of any of the resident’s diagnosis?

____
____

8. Is the ADR secondary to Drug-Drug interaction?




____
____

9. Is the ADR due to worsening of the disease state?



____
____

10. Did the ADR get more severe as dose of medication was increased or less 
____
____

severe as dose was decreased?

Score:  If you answered YES to:


Definite:
9 or more


Probable:
5 to 8


Possible:
1 to 4


Doubtful:
none

SUSPECTED REACTION – Please complete the following/circle the reaction and indicate if MILD, MODERATE OR SEVERE.
	Reaction
	Criteria 
	Mild 
	Moderate
	Severe

	A. Dermatologic
	Severe skin reaction 
	Mild
	Moderate 
	Severe

	B. Blood Dyscrasia
	WBC less than 4000

Platelets less than 150,000

Hematocrit less than 25
	Mild
	Moderate 
	Severe

	C. Cardiac Reaction 
	Arrhythmia, PVCs, tachycardia, bradycardia
	Mild
	Moderate 
	Severe

	D. Nephrotoxicity
	BUN above 40, Creatinine above 2.5, proteinuria above 1gm
	Mild
	Moderate 
	Severe

	E. Hepatotoxicity
	Liver function tests above 3X normal
	Mild
	Moderate 
	Severe

	F. Endocrine changes
	Hypoglycemia less than 40, hyperglycemia above 350
	Mild
	Moderate 
	Severe

	G. Pulmonary Changes
	Bilateral interstitial changes, asthma, wheezing, Respiratory arrest
	Mild
	Moderate 
	Severe

	H. Neurological changes
	Changes in mental state

Parkinsonina-like changes

Guillain-Barre
	Mild
	Moderate 
	Severe

	I. Fever
	Temperature above 100
	Mild
	Moderate 
	Severe

	J. GI
	Protracted nausea and/or vomiting, prolonged diarrhea, pseudomembranous colitis
	Mild
	Moderate 
	Severe

	K. Other (SPECIFY)
	
	Mild
	Moderate 
	Severe


Signature _____________________________________________ LPN/RN

Signature______________________________________________MD/Medical Director

Signature______________________________________________DNS

Signature______________________________________________R.Ph

Allergies (Allergic Reaction to Medications)

Policy


It is the policy of the facility to have a system for the prevention and/or identification of possible allergies.

Procedures  

Physician




     

1. Reviews all transfer information carefully for the presence of data on medication allergy.

2. Distinguishes between true allergy and intolerance to medications.

3. Documents a history of allergy to medications upon admission as part of the initial history.

Nurse 






1. Notifies the physician immediately in the event a resident has any untoward reaction to a medication not previously documented which may be attributed to a medication survey.
2. If the reaction is determined to be an allergic one and the medication is discontinued, the nurse carries out the physician’s orders for immediate care of resident.
3. Documents the drug reaction including the action taken in the nursing notes.
4. Documents the occurrences in a report for the following shift nurses’ information.
5. Indicates allergy (name of drug) on the physician’s order sheet, the medication administration record and the resident care plan.
6. Attaches an allergic label with the name of medication on the medical record.
7. Notifies the provider pharmacy.
8. Completes an adverse reaction form.
Alzheimer Assessment Tools

Policy


The  MMSE will be utilized by the facility to determine baseline status as well as to monitor for effectiveness of all cognitive enhancers.

Procedures  

The MMSE will be administered to all residents admitted or initiated on cognitive enhancers such as Namenda, Aricept, Exelon, or Razadyne.  Tests will be done on admission or initiation of medication and  thereafter.

Nursing:


· Completes FAST test within 14 days of admission if resident is admitted on cognitive enhancer, OR

· Completes FAST test prior to initiation of cognitive enhancer for baseline status.

· Notifies physician of FAST test results.

· Files FAST test in psychiatric section of medical record.

· Completes FAST test quarterly for residents maintained on cognitive enhancer.

· All FAST test scores will be documented on the resident’s care plan.

Physician/Designee:




· Takes measures to ensure appropriate and timely treatment of resident based on FAST test results. 

FAST STAGE ASSESSMENT
Resident’s Name: ________________________________



Room #:_________


	Reason for Test:
	· Admission
	· Initiation of Medication
	· Quarterly
	· PRN


Instructions: Check current level of cognitive and functional status due to Alzheimer’s disease. Indicate final result of FAST STAGE ASSESSMENT below: 

	FAST STAGE ASESSMENT
	Check below based on evaluation

	MILD
	1
	No difficulties
	· 

	
	2
	Some forgetfulness, difficulty finding things
	· 

	
	3
	Decreased job functioning evident to co-workers; difficulty in traveling to new locations
	· 

	
	4
	Difficulty with complex taskds personal finances, paying bills
	· 

	
MODERATE
	5
	Requires some caregiver help in choosing proper clothing for the season or occasion
	· 

	
	6a
	Difficulty in putting clothing on properly without caregiver assistance
	· 

	
	6b
	Unable to bathe properly; requires caregiver assistance
	· 

	
	6c
	Unable to handle mechanics of toileting; requires caregiver assistance
	· 

	
	6d
	Urinary incontinence occasional or more frequent
	· 

	
	6e
	Fecal incontinence, occasional or more frequent
	· 

	SEVERE
	7a
	Ability to speak limited to about half a dozen words in an average day
	· 

	
	7b
	Ability to speak limited to a single intelligible word in an average day
	· 

	
	7c
	Cannot walk without assistance
	· 

	
	7d
	Unable to sit up without assistance
	· 

	
	7e
	Unable to smile
	· 

	
	7f
	Unable to hold head up independently
	· 


	FAST STAGE RESULT:
	· MILD
	· MODERATE
	· SEVERE


NURSE’S SIGNATURE: ________________________________________________ DATE: ________________

Physician Notified of FAST Test Stage by: _________________________________ Date: _________________

FAST Stage documented in CCP by: _______________________________________ Date: _________________

Insert Functional Assessment Staging Test
Insert Functional Assessment Staging Test


CLOCK DRAW TEST

Resident name: __________________________________
Resident ID #___________________________
Date: ___________

1) Inside the circle, please draw the hours of a clock as they normally appear

2) Place the hands of the clock to represent the time: “ten

minutes after eleven o’clock”



[image: image1]
Reproduced from: The Clock Drawing Test in : Palmer RM, Meldon SW. Acute Care. In: Principles of Geriatric Medicine and Gerontology , 5 th edition, 2003. Eds. Hazzard WR et al. McGraw-Hill Pub. pp 157-168. Inouye SK. Delirium in hospitalized older patients. Clin Geriatr Med 1998; 14:745-764
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The Mini-Cog Assessment Instrument for Dementia

The Mini-Cog assessment instrument combines an uncued 3-item recall test with a clock-drawing test (CDT). The

Mini-Cog can be administered in about 3 minutes, requires no special equipment, and is relatively uninfluenced by

level of education or language variations.

Administration

The test is administered as follows:

1. Instruct the patient to listen carefully to and remember 3 unrelated words and then to repeat the words.

2. Instruct the patient to draw the face of a clock, either on a blank sheet of paper, or on a sheet with the clock

circle already drawn on the page. After the patient puts the numbers on the clock face, ask him or her to draw the

hands of the clock to read a specific time, such as 11:20. These instructions can be repeated, but no additional

instructions should be given. Give the patient as much time as needed to complete the task. The CDT serves as the

recall distractor.

3. Ask the patient to repeat the 3 previously presented words.

Scoring

Give 1 point for each recalled word after the CDT distractor. Score 1–3.

A score of O indicates positive screen for dementia.

A score of 1 or 2 with an abnormal CDT indicates positive screen for dementia.

A score of 1 or 2 with a normal CDT indicates negative screen for dementia.

A score of 3 indicates negative screen for dementia.

The CDT is considered normal if all numbers are present in the correct sequence and position, and the hands

readably display the requested time.Source: Borson S, Scanlan J, Brush M, Vitaliano P, Dokmak A. The mini-cog: a

cognitive “vital signs” measure for dementia screening in multi-lingual elderly. Int J Geriatr P s y c h i a t r y 2000;

15(11): 1021–1027.
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Bedhold Medications

Policy


It is the policy of the facility to remove all medications from the medication cart when a resident is not in the facility.

Procedures  

Nurse 






1. If the resident is out of the facility and has Medicare Part D or other 3rd party prescription plan, the medication will be removed from the active supply and placed into storage.

2. The medication will return to active supply, as deemed necessary by physicians’ order, once resident returns from hospital and exhausts Part A stay requirements.

Blister Pack (Unit Dose) Medications

Policy


It is the policy of the facility is to appropriately and safely manage the administration of blister pack medications.

Procedures  

1.  The only medication that will be delivered in vials are:

· Large tablets

· Out on Pass medications

· Any gelatin capsules that do not tolerate the heat need to seal the blister pack.

· Nitroglycerin tablets or other medications requiring original packaging.

2. Pharmacy will dispense medications on demand basis per facility policy.

3. Pharmacy will dispense one tablet/capsule per slot, unless the dose to be administered can be fit into each slot.

4. Multiple cards will be supplied when the total doses needed for a 30 day period exceeds 30.  (i.e. BID = 60; QID =120.  Prescription label on each card will read 60 of __: 2 of ___; etc.)

5. Light resistant bingo cards will be dispensed by the vendor pharmacist for medications listed on the U.S.P. requiring special packaging.

6. The nurse who gives first dose will record date and time.

· Doses are administered in descending numerical order – 28, 27, 26, etc.

· After each dose is removed from the bingo card, nurse will initial and date the card.

7. Management of blister packs:

· All residents will have a plastic divider card with their room number and name.

· Cards are placed in alphabetical order or room number.

· One bingo card for each medication the resident is on will be kept in appropriate drawer behind the plastic divider with the resident’s name.

· Where there are multiple cards of the same medication, each card is identified in sequence; i.e. #1 of 3, #2 of 3, #3 of 3. Use card #1 first.

· Remainder of cards are bound together with a rubber band by medication and kept in locked in medication cart at nurses’ station.

Clarification/Communication Issue Resolution

Policy


It is the policy of the vendor pharmacy to clarify any order that is questionable or missing information.  Furthermore, the pharmacy will communicate drug interactions, contraindications, allergies, or other issues as per Federal and State Regulations. F425 (42 CFR 483.60)

Procedures  

Pharmacist

· Identifies an issue that requires clarification or communication with the nursing facility.

· If the order is the only order on the order sheet, the sheet is marked with an indication of the issue and sent to the triage department.

· If there are multiple orders on the same sheet, a copy of the sheet is made.  The original sheet is used for filling other orders, and the copy is marked with an indication of the issue and sent to the triage department.

Triage Department

· A phone call to the unit nurse, physician, or nursing supervisor is initiated.  The name of the person, date, and time will be documented on the order sheet as well as the steps taken and the resolution of the problem.  OR

· A fax will be sent to the facility asking for clarification prior to dispensing the medication.

· Order will be filled only after clarification is obtained.

Nursing

· Documents in nursing notes the need for order clarification.

· Keeps a copy of the fax for QA purposes.

· Alerts physician of possible delay in treatment.
*IMMEDIATE RESPONSE REQUIRED*
*TIME SENSITIVE ISSUE*

Date____________________





Facility____________________

Floor___________________

Enclosed please find attached orders faxed to the pharmacy. Due to the following problem(s) there may be a delay in delivery of this medication. Kindly address the issue below and contact the pharmacy.

· PATIENT NAME MISSING

· DURG NAME/CLARIFICATION

· STRENGTH MISSING

· FREQUENCY MISSING

· NARCOTIC PRESCRIPTION INCOMPLETE -  

MISSING:  DR STAMP     ADDRESS    DEA#      MAXIMUM QTY       FREQUENCY       QTY

· UNREADABLE FAX

· OTHER: ____________________________________
IF YOU HAVE ALREADY RESOLVED THIS ISSUE RETAIN THIS DOCUMENT FOR Q/A PURPOSES

Cohen-Mansfield Agitation Inventory (CMAI)

Policy


The CMAI short form will be utilized by the facility to determine baseline status as well as to monitor for effectiveness of all anti-psychotics and mood stabilizers.
Procedures  

CMAI short form will be administered to all residents admitted or initiated on anti-psychotics or mood stabilizers. 

Nursing:





-Completes CMAI test within 14 days of admission if resident 






is admitted on antipsychotic or mood stabilizer, OR







-Completes CMAI test prior to initiation of antipsychotic or 






mood stabilizer for baseline status.







-Notifies MD of CMAI results.







-Files CMAI test in psychiatric section of medical record.







-Completes CMAI test quarterly for residents maintained on 






antipsychotics or mood stabilizers.







-All CMAI test scores will be documented on the resident’s 






care plan.

Physician/Designee:



-Takes measures to ensure appropriate and timely treatment of 





resident based on CMAI test results. 

Resident Name:____________________________


Room#____________

	
 FORMCHECKBOX 
 Cohen – Mansfield Inventory (Modified)

	Part A
	Part B

	
	Never
	< Weekly
	Weekly
	Daily
	Check All That Apply

	Screaming
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Wanders

	Verbal Aggression
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Poor self-care

	Spitting
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Restless

	Verbal Sexual Advances
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Impaired memory

	Physical Sexual Advances
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Mild anxiety

	Physical Aggression
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Insomnia

	Temper outbursts
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Unsociable

	Hitting
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Indifference 

	Kicking
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Fidgeting

	Biting
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Nervousness

	Danger to self
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Uncooperative

	Danger to others
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	


	Behavior Pattern:  FORMCHECKBOX 
 No Pattern   FORMCHECKBOX 
 Daytime behaviors worse   FORMCHECKBOX 
 Night time behaviors worse


Assessor’s Name:___________________________

Date:_________________

	 FORMCHECKBOX 
 Cohen – Mansfield Inventory (Modified)

	Part A
	Part B

	
	Never
	< Weekly
	Weekly
	Daily
	Check All That Apply

	Screaming
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Wanders

	Verbal Aggression
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Poor self-care

	Spitting
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Restless

	Verbal Sexual Advances
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Impaired memory

	Physical Sexual Advances
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Mild anxiety

	Physical Aggression
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Insomnia

	Temper outbursts
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Unsociable

	Hitting
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Indifference 

	Kicking
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Fidgeting

	Biting
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Nervousness

	Danger to self
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Uncooperative

	Danger to others
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Behavior Pattern:  FORMCHECKBOX 
 No Pattern   FORMCHECKBOX 
 Daytime behaviors worse   FORMCHECKBOX 
 Night time behaviors worse


Assessor’s Name:___________________________

Date:_________________

CONSULTANT PHARMACIST SERVICES PROVIDER REQUIREMENTS

Policy



Regular and reliable consultant pharmacist services are provided to residents. A written agreement with a consultant pharmacist stipulates financial arrangements and the terms of the services provided.

Procedures 

The facility maintains a written agreement with the consultant pharmacist, signed by the administrator and the consultant.

The consultant pharmacist maintains current licensure and adequate professional liability insurance and provides proof of it to the facility at each contract renewal period.

The consultant pharmacist agrees to render the required service in accordance with local, state, and federal laws, regulations, and guidelines; facility policies and procedures; community standards of practice; and professional standards of practice.  

The facility agrees to notify the consultant pharmacist of each new resident admitted to the facility. 

The consultant pharmacist provides consultation on all aspects of the provision of pharmacy services in the facility. In collaboration with facility staff, the consultant pharmacist helps to identify, communicate, address, and resolve concerns and issues related to the provision of pharmaceutical services.  This includes, but is not limited to:

1) Working with facility staff on the development, implementation, evaluation, and revision of pharmaceutical services procedures, helping assure that the procedures address the needs of the residents and reflect current standards of practice.

2) Evaluating the process of receiving and interpreting prescribers’ orders; acquiring, receiving, storing, controlling, reconciling, compounding, dispensing, packaging, labeling, distributing, administering, monitoring responses to, and using and/or disposing of all medications, biologicals, and chemicals.

3) Assisting in the identification and evaluation of medication-related issues, including the prevention and reporting of medication errors and the provision and monitoring the use of medication-related devices.

4) Advising on the coordination of pharmaceutical services if multiple pharmaceutical service providers are utilized, (e.g., provider pharmacy, infusion services, prescription drug plans).

5) Providing consultation on medication delivery systems and packaging.

6) Identifying one or more current medication references to facilitate the identification of medications and information on contraindications, side effects and/or adverse effects, dosage levels and other pertinent information.

7) Assisting facility in defining schedules for administering medications to maximize the effectiveness, maintain appropriate serum concentrations (e.g., antibiotics, pain medications), to avoid potential medication interactions, and, when possible, considering residents’ choice.

8) When appropriate, reviewing the Resident Assessment Instrument (RAI) or care plan and the Minimum Data Set (MDS), and participating in interdisciplinary care planning sessions.

9) Assisting in the assessment and improvement in nursing staff medication administration through medication pass observation and through medication record reviews.

10) Collaborating with facility leadership in setting standards and developing, implementing, and monitoring policies and procedures for the safe and effective distribution, control, and use of medications and related equipment and services in the facility.

11) Helping develop medication-related documentation procedures.

12) Assisting in establishing quality assurance and continuous quality improvement (CQI) activities regarding the medication use process; prescribing; dispensing; storing; administering; and monitoring of medications in the facility.

13) Developing mechanisms for communicating, addressing, and resolving issues related to pharmaceutical services. 

14) Serving on facility committees as required or requested.

15) Identifying educational and informational needs about medications and medication use

16) Providing information from sources, such as nationally recognized organizations, to the facility staff, practitioners, residents, and families as needed.

17) Participating on the interdisciplinary team to address and resolve medication-related needs or problems.

Specific activities that the consultant pharmacist performs includes, but is not limited to:

18) Reviewing the medication regimen (medication regimen review) of each resident at least monthly, or more frequently under certain conditions, incorporating federally mandated standards of care in addition to other applicable professional standards as outlined in the procedure for medication regimen review and documenting the review and findings in the resident’s medical record.

19) Communicating to the responsible prescriber and the facility leadership potential or actual problems detected and other findings relating to medication therapy orders as well as recommendations for changes in medication therapy and monitoring of medication therapy.

20) Checking the emergency medication supply to ascertain that it is properly sealed and stored and that the contents are not outdated.

21) Checking the medication storage areas and the medication carts for proper storage and labeling of medications, cleanliness, and removal of expired medications.

22) Checking for one or more current medication references to facilitate the identification of medications and information on contraindications, side effects and/or adverse effects, dosage levels and other pertinent information.  If needed, the consultant pharmacist will provide the facility with a list of appropriate references.

23) Submitting a written report and recommendations for each review of medication storage 

24) Reviewing medication administration records (MARs), treatment administration records (TARs) and physician orders to ensure proper documentation of medication orders and administration of medications to residents. 

25) Participating in other facility activities as requested by administrator or director of nursing and as agreeable to both parties.

The consultant pharmacist documents activities performed and services provided on behalf of the residents and the facility.  

1) A written report of findings and recommendations resulting from the activities as described above is given to the administrator and/or director of nursing.

2) Resident-specific recommendations are documented in the resident’s medical record.

Insert Consultant Pharmacist Progress Note in here

Contacting Consultant Pharmacists

Policy


Contacting consultant pharmacists.
Procedures  

President of Long Term Solutions

Lisa Venditti, RPh, FASCP, CGP

Office:  845-208-3328

Cell phone: 914-329-0240

Fax Number: 845-208-3328

Executive Director
Maribeth A. Lavin, Pharm.D, CGP

Office: 917-371-2279

Cell phone: 917-371-2279

Fax Number: 571-659-9062
Controlled Substance Disposal and Destruction

Policy


Controlled substances that are discontinued, or no longer in use will be removed from the nursing unit, and disposed of according to state and federal regulations.  Accountability and security must be maintained at all times.  Retrievability of these records will be maintained.

Procedures  

Responsibilities:



Action

Nursing Supervisor
1.  Transfers the discontinued controlled drugs and their records to the Director of Nursing/designee at least three times weekly.  

Controlled substances that are discontinued and remain on the nursing unit pending supervisor transfer will continue to be counted each shift by nursing staff.

Director of Nursing/designee

1.  Secures storage of the controlled drugs and 





            records, and proper destruction of controlled

    





drugs in accordance with regulations.

Physician

1. Writes medication order to discontinue controlled substance.

· When a resident is discharged or hospitalized the medication is discontinued automatically.

Nurse 



2. Removes the excess/discontinued controlled drugs from the double locked cabinet on the unit, and counts the remaining amount in the presence of the nursing supervisor.

3. Signs declining inventory form upon surrender to Nursing Supervisor.

Nursing Supervisor:

1. Wraps the declining inventory record around the drug container, and surrenders it to the Director of Nursing.

Nursing Supervisor & Director of Nursing:

1. Signs declining inventory upon receipt.

2. Counts the remaining amount together, and records it on the Controlled Drug Substance Form.

Director of Nursing:

1. Stores controlled drug in double door, double locked, narcotic cabinet in the administrative office.

2. When sufficient supply has accumulated, completes Section I of the Request for Approval of On-Site Destruction of Controlled Substances form and corresponding Controlled Drug Surrender forms and requests approval from Bureau of Controlled Substances.  Indicates the method of disposal as being flushing unless facility is geographically located in the watershed area.  Fentanyl patches will be flushed along with tablets and capsules which are crushed and flushed.

3. Files the corresponding controlled drug administration/inventory forms in a retrievable manner and stores for at least 5 years.

4. After receiving written approval by the Bureau of Controlled Substances; destroys by flushing the controlled drugs on the date, time, location and with the proposed witness specified on the Request for Approval of On-Site Destruction of Controlled Substance form.

Note: Once the approval to destroy has been received from the Controlled Substances Bureau, any deviations or changes from the original request must be immediately reported to the Bureau.

5. Completes Statement of On-Site Destruction (Section III form) immediately after destruction and signs together with the approved witness.

6. Mails page 1 (white original) of above completed form to the Bureau of Controlled Substances within 10 days of the approved destruction and keeps page 3 (pink copy) of form on file at least 5 years.

Insert Request for Approval for On-site Destruction form
Insert Page 2 of request for onsite destruction approval
Controlled Substance Emergency Kit

Policy


The facility may, at its discretion, choose to obtain and stock a kit for emergency doses of controlled substances.  This kit shall conform to the following standards:

· The Medical Director, Director of Nursing and the Consultant Pharmacist in conjunction will approve the contents with the Pharmacy committee.

· The kit shall contain no more than 10 medications in unit dose packaging, three of which may be injectable, in no more than a 24 hour supply of each medication.

· The kit shall be a permanently affixed, double locked, metal cabinet, maintained in the nursing office or Director of Nursing’s office.

Procedures  

Obtaining and Using Medications:

1. The kit shall be stocked on the initial approved order of the DNS, Consultant Pharmacist, and Medical Director.

2. Medications may only subsequently be obtained as a replacement for items used, or for items that have impending expirations.

3. Replacement items must be obtained using approved form. Prescriber initiates the STAT order for controlled substance stored in emergency kit.

4. Nurse notifies supervisor of order.

5. Nursing Supervisor:

· Removes medication from emergency supply kit.  Provides medication to nurse for administration with signature for individual resident.

· Completes declining inventory form.

· Counts out medication each shift and documents on change of shift count sheet.

· Makes copy of STAT order and attaches notification and reorder form.

· Places order/requisition form in envelope and sends to Pharmacy.  Does not fax order.

6. The “Notification and Reorder Form” shall clearly indicate the name and location of resident receiving the medication; date and hour of administration of the medication; name and strength of the medication being administered; quantity of medication being administered; name and title of prescriber and date prescribed; name, title and signature of person administering the medication; date and time the medication is being reordered as well as the name, title and signature of person reordering the medication.

7. Forms received by the Pharmacy that are not signed, or are missing any required information will not be honored.

8. Medications will only be removed from the cabinet for administration of single doses on the order of a licensed prescriber.  An oral order for such doses will be immediately reduced to writing and a notation made of the condition that required the emergency administration of the medication.  Such an order shall be signed by the practitioner within 48 hours.  A copy of interim order must be placed along with the reorder form in the controlled emergency binder.

9. Upon removal from the cabinet, the medication will be immediately reordered using the approved form.  The form must be sent to the pharmacy within 24 hours of removal of medication from the cabinet.

Storage and Accountability:

1. The Emergency supply of controlled substances shall be maintained in a double-locked permanently affixed, metal cabinet.
2. Only Nursing Supervisors and/or the Director of Nursing Services shall have access to the keys and the contents of the metal cabinet.
3. The Nursing Supervisors shall maintain a perpetual inventory of cabinet contents, with change of shift counts for each medication in the metal cabinet.
4. Replacement medications received from the Pharmacy must be immediately logged into the perpetual inventory and secured in the metal cabinet.
5. Pharmacy will be notified within 24 hours of each time a medication is removed from the metal cabinet, or the cabinet shows evidence of tampering.
6. Consultant Pharmacist checks kit monthly for expirations/par levels of medication.
Controlled Substance Emergency Kit

Use Notification and Reorder Form
	Facility’s name ________________________

Address _____________________________               ____________________________________

Phone   ______________________________


	
	Pharmacy’s name ______________________

Address _____________________________               ____________________________________

Phone   ______________________________




Procedure:

· Pharmacy will dispense each unit dose of controlled substances with a copy of this form.

· Pharmacy will only re-supply Medication upon receipt of a signed, completed copy of this form, and shall maintain a copy of such of a period of no less than 5 years.

Please note that by law, Pharmacy must be notified of all use of medications from the Controlled Substance emergency kit within 24 hours.
	Resident:

Resident’s Name:_______________________________________________________    Unit Room:____________________

Date and Hour of Administration: __________________________________________

Name of Medication: ________________________   Strength:___________________

 Quantity Administered:______________________



	

	Practitioner Prescribing Controlled Substance:

Name/Title:_______________________________________________________    

Date Prescribed: ___________________________________________________



	

	Person Administering Controlled Substance:

Print Name/Title:_______________________________________________________    

Signature: _________________________________________



	

	Person Reordering Supply for Emergency Kit:

Reorder Date/Time: ____________________________

Reordered by (Print Name/Title): _______________________________________________________    

Reordered by (Signature): __________________________________________


Controlled Substance Log

Policy


A record of all controlled substances will be maintained in the facility to ensure control and accountability of controlled substances.

Procedures  

Responsibility




Actions

Physician

1. Initiates the order for controlled substances.
Pharmacy 



1. Dispenses controlled substances in accordance with Federal and State regulations.  Controlled substances will be delivered directly to the Nursing Supervisor separated from other medications.

Nursing Supervisor:

3. Verifies controlled substance count with prescription labell, entering the following information in the bound controlled substance log book:

a. Date medication received

b. Resident’s name 

c. Name, strength of medication

d. Prescription number 

e. Directions for use

f. Quantity of medication dispensed 

g. Signature of nurse making entry

*Each blister will be entered separately 

4. Delivers medication to medication nurse.

Medication Nurse:

1. Verifies the count with the Nursing Supervisor.  He/she will administer controlled substances in accordance with Physician’s orders.  When the order is discontinued, the medication nurse will return the blister pack to the Director of Nursing or designee. 

Director of Nursing/designee:

1. Reviews the log book periodically to insure proper use.
2. Logs out medication when completed or destroyed.

Insert Controlled Substance Inventory Form
Controlled Substance Loss

Policy


If for any reason, controlled substance accountability is not maintained, the administration and consultant pharmacist shall be notified immediately.  Loss of controlled substance report and complete investigation will be filled with the NYS Health Department.

Procedures  

All controlled substances shall be counted by at least two persons legally authorized to administer medications.
1. Any discrepancy in the count of controlled substances is to be reported in writing immediately to the supervisor, and a signed entry shall be recorded on the page where the discrepancy is found.

       The DNS shall institute an investigation to determine whether or not the dose was administered, refused,   
the reason for not charting, or the reason for the discrepancy in the count. 

2.  The record shall then be updated.

3. The Consultant Pharmacist shall be notified immediately if a discrepancy in the count is detected for any controlled substance regardless of classification.  The pharmacist shall make regular checks of the handling, storage, and disposal procedure for all controlled substances.

4. A ‘Medication Incident and Loss of Controlled Substance’ form will be completed by the Nursing Supervisor and submitted to the DNS and Bureau of Controlled Substances.
INSERT Loss of Controlled Substances Report
INSERT Loss of Controlled Substances Report  page 2

INSERT Notification of Loss of NYS Prescriptions Report
Controlled Substance: Management of Controlled Substance Records

Policy


Controlled substance records will be maintained in such a manner as to insure accountability, security and ready retrievability.

Procedures  

Nurse

1. Adheres to procedures for the ordering, receiving, storing, administering and recording of controlled substance.

Physician/Prescriber:

2. Orders controlled substance on physician’s order sheet and furnishes a written prescription when required by state regulation.

Provider Pharmacy:

3. Dispenses medications.

Nurse Supervisor:
5. On receipt of medication form the pharmacy, counts medication to confirm receipt and logs into controlled drug log.  (see policy entitled Controlled Substance Log)

6. Notifies Pharmacy if there is a discrepancy in the controlled substance count.

Provider Pharmacy:

7. Rectifies discrepancy within 24 hours.

Pharmacy:

8. Supplies declining controlled substance record which contains the following information:

· Resident’s name

· Room number

· Physician’s name

· Medication name and strength

· Prescription number

· Date received

9. One declining substance record is utilized for each medication.
Nurse:

10. Stores all controlled substances in a double locked stationary metal cabinet.

11. Such records shall be reconciled with the physical count of the remaining medication every shift.  This is to be indicated on the verification count record on each unit, by at least 2 persons.
12. Declining inventory records are to be kept in a readily retrievable manner and shall be retained for a period of at least 5 years.

Special considerations for the Director of Nursing and Consultant Pharmacist:

· If an error is made in the correct count on the narcotic count sheet, do not attempt to document the correct count over the number used,  instead circle the number and have medication nurse and supervisor co-sign circled number and place correct number on the next line down. 

Controlled Substance: Access to Narcotics Storage and Locked Drug Areas

Policy


The facility will ensure the security of all drugs and controlled substances.

Procedures  

1. At the beginning and end of each shift, all narcotics and controlled substances will be accounted for by having two nurses (one from the present and one from the oncoming shift) count narcotics and sign the appropriate accountability records.  Any discrepancy will be reported to the Nursing Supervisor immediately.
2. Once narcotics have been accounted for, the narcotic cabinet key shall not be loaned to another person and must remain with the “counting” nurse at all times.  If the narcotic key must be “given up” before the end of the shift, for any reason, the nurse giving up the key must count narcotics with the nurse who is receiving the key, and this must be documented on narcotic change of shift sheet.

Controlled Substance Ordering and Receiving from Pharmacy

Policy


Medications included in the Drug Enforcement Administration (DEA) classification as controlled substances, and medications classified as controlled substances by state law, are subject to special ordering, receipt, and recordkeeping requirements in the facility, in accordance with federal and state laws and regulations.

Procedures  

A. The director of nursing and the consultant pharmacist maintain the facility’s compliance with federal and state laws and regulations in the handling of controlled medications. Only authorized, licensed nursing and pharmacy personnel have access to controlled medications.

B. Controlled medications prescribed for a specific resident are delivered to the facility only if a (written) prescription has been received by the pharmacy prior to dispensing. In an emergency situation, provider pharmacy can accept a telephone order. A follow-up written (original) prescription is sent to the provider pharmacy by the facility or the prescriber within 5 days. A facsimile order may be sent to the provider pharmacy if it is written by the prescriber.

C. The pharmacy dispenses medications listed in Schedules II, III, IV, and V in readily accountable quantities and containers designed for easy counting of contents. When possible, injectable controlled substance medications are dispensed in ampules or vials of the smallest available dosage unit.

D. An individual resident’s controlled substance record is prepared by the pharmacy or the facility for each controlled substance medication prescribed for a resident. The following information is completed:

· Name of resident

· Prescription number

· Drug name, strength (if designated), and dosage form of medication

· Date received

· Quantity received

· Name of person receiving the medication supply

E. A controlled drug record/log is prepared by the facility for each controlled drug.

F.  Medications listed in Schedules II, III, IV, and V are stored under double lock. Alternatively, in a unit dose system, Schedule III, IV, and V medications may be distributed with other medications throughout the cart, while the Schedule II medications are kept under double lock. The access (key/code) to controlled medications is not the same (key/code) that allows access to other medications. The medication nurse on duty maintains possession of a (key/code) to controlled medications. The director of nursing keeps back-up (keys/codes) to all medication storage areas, including those for controlled medications.

G. The facility may designate a particular drug, which is not mandated as a controlled substance by state or federal laws and subject to abuse or diversion, to be handled under these procedures for controlled medications.

H. The facility obtains and keeps current and on file any permits required by state agencies.

Partial Fill of Controlled Substance

Policy


It is the policy of the vendor pharmacy to partially fill prescriptions for controlled substances in an attempt to reduce destruction of unused medications.  

Procedures  

General Information:

· All controlled substance prescriptions must be written on the Official NYS Prescription Form with the serial number and bar code on the front.

· The official NYS prescription form can be written up to 30 days prior to being filled by the pharmacy.

· The pharmacy may fill and dispense controlled substance prescriptions from a faxed copy of the prescription.  However, the original hard copy prescription must be sent to the pharmacy within 72 hours of being faxed.

· Class II drugs (i.e. Percocet, Roxanol, Duragesic) cannot be refilled.

· If the prescriber is using an official NYS prescription that was issued to an institution, the prescriber must rubber stamp their name in the area marked “Imprinted Prescriber Name (Institution Only).

· Partial fill/refill requests must be ordered before the 30th day of the original date of dispensing.

· All prescriptions must include:

· Date

· Dispense Quantity 

· DEA number 

· Maximum Daily Dose

· Signature of prescriber

Responsibility





Action

Prescriber


1. Writes controlled substance prescription.

Nurse: 






1. Forwards prescription to the pharmacy.

2. If requesting a partial fill, attaches prescription to partial fill form

3. Each Wednesday, night shift is responsible for checking controlled substance inventory and reordering or alerting day shift of prescription needed.

Pharmacy:


1. For subacute units, dispenses 15 day supply of all controlled substances. Refills will be honored only for Schedule III and V agents.  Schedule II and IV agents, will have remaining amounts voided and new prescriptions will be completed as necessary.

2. For other units, dispenses quantity requested by physician and honored partial fill requests by nurse. 

Partial Fill Request Form

Resident’s Name:  _________________________________

Medication: ______________________________________

Please provide a 15 day supply only of this medication.

Attach (staple) prescription here, XEROX form and fax to pharmacy.
Signature: ________________________

****This form is to be used ONLY if you want the pharmacy to SEND a 15 day supply of Class II and Class IV medication.  Remainder of medication MUST BE ORDERED BEFORE THE 30th DAY of ORIGINAL DATE OF DISPENSING, AFTER the 30th DAY you will need a new prescription before medication can be dispensed.
Procedure:  
1. Nurse obtains script from physician/nurse practioner.

2. Nurse affixes script to the form.

3. Nurse writes on form resident’s name/name and strength of medication and signs form.

4. Nurse Xeroxes this completed form and faxes immediately to pharmacy.

5. Nurse sends HARD copy of this form to pharmacy with the next routine driver.

6. Nurse should maintain copy of this form for their records.

 ****Please make sure to FAX this to pharmacy and SEND Hard Copy with driver.
Controlled Substance: Storage

Policy


Medications included in the Drug Enforcement Administration classification as controlled substances are subject to special handling, storage, disposal and recordkeeping in the facility in accordance with federal, state and other applicable laws and regulations.
Procedures  

A. The director of nursing and the consultant pharmacist maintain the facility’s compliance with federal and state laws and regulations in the handling of controlled medications. Only authorized licensed nursing and pharmacy personnel have access to controlled medications.

B. Schedule III-V medications and other medications subject to abuse are stored in a permanently affixed compartment separate from all other medications.  Schedule II medications are stored in a separate area under double-lock.  Alternatively, in a unit dose system, these medications may be kept with other medications in the cart if the supply of medication(s) is minimal and a shortage is readily detectable.  The access system to controlled medications is not the same as the system giving access to other medications.  If a key system is used, the medication nurse on duty maintains possession of the key to controlled medication storage areas.  Back-up keys to all medication storage areas, including those for controlled medications, are kept by the director of nursing.
C. A controlled substance accountability record is prepared by the pharmacy for all Schedule II, III, IV, and V medications, including those in the emergency supply.
1. Name of resident, if applicable

2. Prescription number, if applicable

3. Name, strength, and dosage form of medication

4. Date received 

5. Quantity received 

6. Name of person receiving medication supply

D. At each shift change, a physical inventory of all controlled substances, including the emergency supply, is conducted by two licensed nurses and is documented on the controlled medication accountability record.

E. Any discrepancy in controlled substance medication counts is reported to the director of nursing immediately.  The director or designee investigates and makes every reasonable effort to reconcile all reported discrepancies.  The director of nursing documents irreconcilable discrepancies in a report to the administrator.

1. If a major discrepancy or a pattern of discrepancies occurs or if there is apparent criminal activity, the director of nursing notifies the administrator and consultant pharmacist immediately.
Controlled Substance: Wasted Controlled Substances

Policy


An accounting process of wasted controlled substances must be maintained for the safe guarding, accountability and management of these medications.

Procedures  

Nurse 



1. Notifies supervisor whenever a controlled substance is inadvertently dropped, mutilated, spoiled or poured and not administered to the resident. 
2. If retrievable, places the wasted controlled substance within an envelope and documents the name of the medication, dose, quantity of the medication wasted, the prescription number and the name of the resident on the envelope.
3. Surrenders medication to supervisor.

Nursing Supervisor:

1. Acts as a witness to the wasted controlled substance documentation.

2. Writes wasted on the declining controlled substance sheet and signs along with the medication nurse.
3. Subtracts the wastes medication from the ongoing accountability count and new number is written on the line below the wasted count number.
4. If medication is not retrievable, signs along with the medication nurse on the declining accountability record.
5. Disposes wasted controlled substances per policy.

Crushing of Medications

Policy


Medications may be crushed when feasible to facilitate medication administration.

Procedures  

Physician

· Initiates medication order based on resident’s ability to swallow solid oral dosage forms.  Whenever possible, prescribes dosage form or route of administration acceptable to resident.

Nurse

· Reviews medication order.

· Reviews MAR to see if resident preference is specified.

· If medication must be crushed to facilitate administration, verifies that medication may be crushed by contacting pharmacist or checking “DO NOT CRUSH” listing.

· Pours medication into soufflé cup. Places another soufflé cup over first cup and gently crushes medication utilizing pill crusher or mortar and pestle.  Removes top cup and taps excess powder into bottom cup.  
· May also utilize silent knight pill crusher.  Pours medication into silent knight plastic bag.  Crushes medications.

· Transfers powder to plastic cup containing administration vehicle (i.e. applesauce).

· Administers medications to resident.

· Medications for oral administration may be crushed all at once. Medications for enteral administration are to be crushed separately.

MEDICATION CRUSHING GUIDELINES

MEDICATIONS THAT SHOULD NOT BE CRUSHED OR CHEWED  

The solid dosage forms of many medications should not be crushed or chewed for a variety of reasons. When a resident’s condition prohibits the administration of solid dosage forms (tablets, capsules, etc.), the nurse administering the medication should check to see that there is no contraindication to crushing the medications in question by utilizing the facility’s “DO NOT CRUSH” listing or contacting the pharmacy.   If crushing is contraindicated, the nurse should consult the pharmacist for assistance in obtaining the medication in an alternate dosage form, if possible.

The rationale for not crushing some medications includes: 

A. Sublingual and Buccal tablets are designed to dissolve in the oral fluids of the mouth for rapid and more complete absorption than is possible in the stomach. Swallowing, crushing, or chewing will prevent proper absorption of the medication. Many of these medications are destroyed by the gastric juices in the stomach. Some of these medications are available in both oral and sublingual forms, which are formulated differently. If the sublingual form is ordered by the physician, it should be administered sublingually only. If the resident is unable to comply with this dosage form, the physician should be notified and the order changed to the oral form, if possible. 

B. Enteric Coated Tablets are designed to pass through the stomach whole and then dissolve in the intestinal tract. Reasons for this type of formulation include: 

1. to prevent the destruction of the medication by stomach acid, 
2. to prevent the medication from irritating the stomach lining, and 
3. to achieve a prolonged action from the medication. 

C. Timed Release Capsules are designed to release medication over a sustained period, usually 8 to 24 hours. The beads within the capsule are designed to dissolve at different times. These formulations are utilized to reduce stomach irritation in some cases and to achieve prolonged medication action in other cases. It is acceptable to open the capsules and administer the contents in food so long as the beads are not crushed or chewed. A reference should be checked, or the pharmacist consulted before administering in this manner. 

D. Timed Release Tablets are designed to release medication over a sustained period, usually 8 to 24 hours. These formulations are utilized to reduce stomach irritation in some cases and to achieve prolonged medication action in other cases. In either case these tablets should not be crushed. Some specific types of timed release tablets include the following:

1. Slow Release Core: The outer coating may dissolve immediately to provide an initial dose of medication followed by the slow dissolving of the tablet core to provide a prolonged dose of medication. 

2. Mixed Release Granules: a tablet made of individual granules with varying rates of dissolution, compressed together. 

3. Multilayer Tablets: are usually composed of two or three layers with one layer designed to dissolve rapidly to provide immediate action and the remaining layers dissolving at much slower rates to provide sustained release. 

4. Porous Inert Carriers: are plastic or wax matrix tablets with thousands of passages filled with medication. The medication leaches out of the passages very slowly. It should be noted that with some products the plastic or wax tablet may be found in a resident‘s stool. This is a normal finding with this type of formulation.

Insert Medications Not to Be Crushed 

Insert Medications Not to Be Crushed pg 2

Insert Medications Not to Be Crushed page 3
Insert Medications Not to Be Crushed page 4
Depression

Policy


Depression is a mood disorder characterized by disturbances in emotional, cognitive, behavioral and somatic regulation.  The facility recognizes that depression is very often under-diagnosed and under-treated in the elderly.

Depression can have a major effect on the quality of life of long term care facility residents.  The facility acknowledges that admission to a long term care facility is one of the risk factors for depression.  

The facility will screen all residents for depression and possible risk factors that would put them at risk for depression.

Procedures  

All residents admitted to the facility will be evaluated and assessed for the possibility of depression using either the geriatric depression scale or the Cornell depression scale.  Evaluations will be done 6 weeks following date of admission (to allow for adjustment disorders), annually, and as indicated if signs and symptoms arise.  Residents admitted or maintained on an antidepressant will have assessments done on admission or initiation of medication and quarterly thereafter.

Responsibility:

Social Services:





· Reviews all available transfer information, including summaries for history of depression.

· Obtains family and social history.

· Evaluates resident’s cognitive status by administering mini mental examination on admission and annually thereafter.

Interdisciplinary Team:




· Evaluates and assesses resident including observations suggestive of possible depression.

· All signs and symptoms are documented in the clinical record and on the MDS (sections B, E, K)

Social Services:




· Six weeks following admission, administers the Cornell Depression Scale to residents scoring 24 or less on the mini mental and the Geriatric Depression Scale for those residents who score 25 and above on the mini mental.

· On the geriatric depression scale, scores totaling five (5) points or more indicate possible depression.

· On the Cornell depression scale, scores totaling twelve (12) points or more indicate probable depression.

· Documents the total score and the test that was done on the comprehensive care plan in the evaluation column of the appropriate problem/need area.

· Notifies IDC team of a score on either one of the depression scales that indicates depression.

Physician/Designee:





· Takes measure to ensure appropriate and timely treatment, i.e. psychiatric/psychological services, antidepressant medication.

IDC Team:





· Develops individualized plan for problem.

Social Services:


· Repeats depression scale quarterly for residents identified with depression.

Insert Geriatric Depression Scale
Insert Geriatric Depression Scale pg 2

Insert Cornell Scale For Depression in Dementia

Insert Cornell Scale For Depression in Dementia pg 2
Insert MMSE form

Insert MMSE form pg 2

Insert MMSE form pg 3

Disposal of Medications:  Discharge Medications

Policy


Medications are sent with the resident upon discharge only under conditions that protect the resident and assure compliance with applicable state laws.
Procedures  

A. Medications may be sent with the resident on discharge if authorized by the prescriber.
B. The labels of discharge medications are verified for completeness and accuracy by checking them against the most recent physician’s orders.

C. Directions for use are reviewed with the resident or responsible party. If current directions for use are not the same as those on a prescription label, the medication name, strength, and the correct directions for use are written on a separate piece of paper. The correct directions are given to the resident or responsible party, not affixed to the container.
D. If the discharging nurse is unable to answer a question about these medications, the provider pharmacy is called for the information before releasing the medications.
E. The telephone number of the provider pharmacy is given to the resident or responsible party to use in the event that additional information is needed regarding drug therapy.
F. Discharge medication information is entered on the discharge instructions form.

G. The resident or responsible party is informed if the container is not child-resistant. This is documented on the discharge instruction form.
H. If medications were brought into the facility by a resident or responsible party and not returned or destroyed, the nurse returns these medications to the resident and documents return of the medications to the resident or responsible party along with other property or valuables upon discharge.
I. During a Medicare Part A stay, only controlled substances and medications not eligible for pharmacy credit may be discharged with residents.

J. The I-STOP registry must be checked when discharging a resident with a controlled substance unless the following criteria are met:



1.  It is not reasonably possible for the practitioner to  access  the

  


registry in a timely manner 




2.  No other  practitioner  or  designee  authorized  to  access the

 


 registry, pursuant to paragraph of this subdivision,  is  reasonably  available




3. the quantity of controlled substance prescribed does not exceed a

  


five day supply if the controlled substance were used in accordance with

  


the directions for use

Medication Release/Receipt
	                                           Date/Times                                                                                                 Date
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    Leave of Absense  From             To                                          Moves/Out

	Person Responsible for administering Medication



	Name of medication
	RX Number
	# of cards/vials/
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	Total # of Pills/amT of Medication returned

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Special InStructions

	Information about the medication regimen(including dose, frequency and side effects) were reviewed                 YES                      NO

with the family/responsible party by the nurse?  _________________________________________________________________

________________________________________________________________________________________________________



	TeLEPHone Numbers

	Personal Physician #
	Pharmacy #
	Healthcare Facility #



	· Signature of Nurse Completing Form



	Family/Responsible Party Statement

	I understand and accept responsibility of this medication regimen and have taken possession of these medications for the:

      Leave of Absence          Move Out/ Discharge as stated above.  

I understand that medications are not packed in child resistant containers.

· Signature of Family/Responsible Party


	LOA Return Information

	Date/Time Returned


	Any unusual medication related experience 

	Explain:




Resident:____________________________
   ID# ____________
Room #_______                  Physician _______________________ 
Disposal of medication: Destruction of Medication

Policy


Discontinued medications and medications left in the facility after a resident’s discharge, which do not qualify for return to the pharmacy for credit, are destroyed.

Procedures  

A. Hazardous pharmaceutical waste will be separated from non hazardous pharmaceutical waste.

B. Hazardous waste includes but is not limited to:  

	Generic (Brand) 
	Generic (Brand)

	Acetone
	Lindane 

	Benzocaine (Anbesol)
	Leuprolide Acetate (Lupron)

	Arsenic (Trisenox)
	Melphalan (Alkeran)

	Benzyl chloride
	Methanamine (Mandelamine)

	Chloral Hydrate (Aquachloral)
	Methotrexate (Rheumatrex, Trexall)

	Chlorambucil (Leukeran)
	Mercury

	Chloroform 
	Mitomycin C (Mitamycin, Mutamycin)

	Clindamycin Topical Solution  (Cleocin-T)
	Nicotine (Nicotrel, Nicoderm)

	Chromium
	Nitroglycerin (Nitrostat, Nitromist, Nitro-time

	Coal Tar Gel (Betatar, Duplex-T)
	Paclitaxel (Taxol)

	Cyclophosphamide (Cytoxan, Neosar)
	Paraldehyde

	Daunorubicin (Cerudibine)
	Phenacetin (Saridon)

	Dichlorodiflouromethane 
	Phenol

	Diethystilbestrol (DES)
	Phentermine (Adipex-P, Ionamin)

	Epinephrine Base
	Physostigmine (Antilirium, Fysostigmin)

	Erythomycin (E-mycin, EES)
	Reserpine (Serpalan, Serpasil)

	Estradiol, estrone, ethinyl estradiol, mestranol (Estrace, Kelnor, Zovia, Necon)
	Resorcinol

	Etoposide (Etophos, Eposin)
	Saccharin

	Finasteride (Proscar)
	Selenium Sulfide (Selsun Blue)

	Florouracil (Efudex, Fluoroplex)
	Streptozotocin (Streptozocin, Zanosar)

	Flourine
	Strychnine

	Formaldehyde (Methanal)
	Tamoxifen (Nolvadex)

	Hexachlorophene (Nabac)
	Trichloromonofloromethane (All Meterd-Dose Inhalers)

	Influenza Vaccine
	Valrubicin (Valstar)

	Insulins (Humulin, Novolin, Byetta, Symlin, Lantus, Solostar)
	Warfarin (Coumadin)


All of the above agents will be disposed of in hazardous waste containers.

C. Non Hazardous ointments, creams, and similar substances are placed in trash receptacles in the medication room. Tablets, capsules and liquids are washed down the toilet or hopper sink or disposed of  in another acceptable manner. The provider pharmacy is contacted if the facility is unsure of proper disposal methods for a medication.
D. Resident personal information will be obliterated from prescription labels prior to discarding containers into trash .
E. Controlled substances are retained in a securely locked area with restricted access by the facility.  See policy on Controlled Medication Disposal.

F. Medication destruction occurs in the presence of two licensed individuals.

G. The medication disposition form is kept on file in the facility for 2 years.
Medication Disposition Form

Record of physical name count of drugs destroyed that had been prescribed for the individual patient and was not used by that resident.

	Name of Resident
	Name of Drug
	Rx Number
	Amount
	Date of Disposal
	Surrendered for Destruction in red bag
	Picked up for destruction

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Disposal of medication:  Returning Medications to the Pharmacy
Policy


Except for controlled substances or where prohibited by state law, discontinued or unused medications are returned to the provider pharmacy for credit whenever possible.
Procedures  

A. Medications (other than controlled medications or where prohibited by state law) may be returned to the provider pharmacy if the medication is in a sealed package or container (such as a unit-dose package or sealed bottle).
B. For each medication returned, an entry is made on the medication disposition form. The entry includes the date, medication name and strength, quantity, and prescription number.
C. The (medication disposition) form is kept with the medications for return until picked up by pharmacy. The receiving pharmacy representative signs the form to indicate receipt and gives the original to the director of nursing. One copy is kept by the pharmacy.
D. Completed medication disposition forms are kept by the facility for (two) years.
E. The provider pharmacy furnishes the facility with a list of items acceptable for return for credit.
F. The prescription labels will indicate if item, can be returned for credit.  Follow label directions accordingly.

Distribution and Reconciliation of Medication Regimen Reviews (MRRs) & Quality Assurance Sheets (QAs) 


Policy

The Consultant Pharmacist is responsible for distributing Medication Regimen Reviews (MRRs) and Quality Assurance Sheets (QAs) each month. The Consultant Pharmacist or Nurse Consultant is responsible for reconciling the MRRs and QAs during each visit to the facility.


Procedures:


Responsibility: 










Action


DISTRIBUTION OF MRRS AND QAS:


Consultant Pharmacist




1. All MRRs are emailed to the Medical Director or 










designee.










 2. All QAs are emailed to the Director of Nursing or 








designee.










3. All Medication Errors are emailed to the Director 








of Nursing and Medical Director and any other 








designee as determined by the facility.


Director Of Nursing/Designee



1.Prints out emails and distributes to the appropriate 







staff member for correction.  Reviews reports to see 







what trends are prevalent at the facility.









2.Insures corrective action of findings is completed 







within 7 days.
























3. When necessary, completes an investigation into 







the medication error identified and completes 







medication error form.









4.  Places completed QA sheets in the Pharmacy 







mailbox within 7 days of receipt.


Medical Director




1.Prints out emails and distributes to the Primary 







Care Physician. 


Primary Care Physician




1.  Will sign and comment on the MRR form 







indicating whether or not he/she 









agrees/disagrees with the Consultant Pharmacist’s 







recommendation within 14 days.






















2. Primary Care Physician will return the completed 







MRR form to the designated area – ie Medical 







Director’s office.  









3.  Sends completed MRR forms to the Pharmacy 







mailbox within 14 days of receipt of the email

RECONCILIATION OF MRRS AND QAS:


Consultant Pharmacist/



Nursing Consultant




1. Runs a “summary” report at the end of the month 








in Bluwave. This report will serve as a “tickler”.










2. This report will be printed out or emailed to the 








Nursing Consultant for reconciliation at the facility. 








This report will be kept in the MRR/QA binder for 








reference.










3. Files both MRRs and QAs in the binders at the 








facility using the summary sheet










4. If the Nurse Consultant is filing/reconciling, the 








nurse will contact the Consultant Pharmacist of any 








outstanding and/or missing MRRs/QA sheets










5. Consultant Pharmacist reports findings at the 








Pharmacy and Therapeutics Committee meeting 








which include any pending MRRs/QAs and/or 








outstanding issues/concerns

Drug Product and Problem Reporting
Policy


Problems with medication product formulation, packaging, and/or therapeutic effect are reported to the Food and Drug Administration (FDA), in consultation with the dispensing pharmacy.

Procedures  

A. Medications are inspected prior to administration to a resident.

B. If problems are detected with the medication (crumbled tablets, melted or broken capsules, congealed liquid, or other possible indicators of poor quality), the medication is not administered, and the dispensing pharmacy is contacted.

C. In consultation with the dispensing pharmacy, a determination is made of the likely source of the problem (such as manufacturing problem versus incorrect handling of the medication during shipment, repackaging, or storage at the pharmacy or the facility).

D. If determination is made that a manufacturing defect is the most likely problem, an FDA Med Watch Voluntary Report Form is completed by the vendor pharmacy and sent to the FDA.  A copy of the form is retained by the pharmacy so that the information is available in the event of a follow-up request by the FDA.

E. FDA drug quality report forms filed by the provider pharmacy at the facility’s request are reviewed by the (Quality Assessment and Assurance Committee) and acted upon as appropriate.

INSERT FDA MEDWATCH REPORT form

INSERT FDA MEDWATCH REPORT form pg 2

Emergency Medication Supply List

Policy


See Vendor Pharmacy

Procedures  

Electronic Equipment Permission Form
Policy


It is the policy of  Long Term Solutions Inc. that all employees /subcontractors issued electronic equipment complete a permission use form.
Procedures  

Consultant Pharmacist:


· Signs and dates Electronic Equipment Permission Form upon issuance of equipment.

· Returns to Long Term Solutions 

· Examples of equipment:  computers/phones/tablets

ERYTHROPOEITIN STIMULATING AGENTS
Policy


Erythropoeitin stimulating agents (Procrit/Aranesp) will be prescribed as medically necessary and cost effective.
Procedures  

Physician:


· Evaluates resident for ESA need.
· Acceptable diagnoses for ESA may include anemia of chronic kidney disease, oncology diagnosis, HIV diagnosis, or s/p surgery.

· Hemoglobin of 10 requires holding of dose or discontinuation.

· Evaluates patient iron stores and order iron supplementation as necessary.  Serum ferritin should be at least 100 nanograms/ml, and serum transferrin at least 20%.
· Initiates medication order including parameters for holding medication based on hemoglobin.

· Lowest dose of agent will be prescribed to maintain target hemoglobin range no more than 10 and avoid adverse effects.
· Initiates laboratory orders for monitoring of medication:

CBC every 2 weeks for first month then monthly thereafter.

Iron, ferritin, transferrin levels baseline, and every 3 months.

Nurse:

· Notes medication orders

· Stores medication in refrigerator.

· Administers medication based on hold parameters.

· Monitors blood pressure weekly.
Facility Billing
Policy


It is the policy of  Long Term Solutions Inc. that all employees /subcontractors submit facility billing to Long Term Solutions timely.
Procedures  

Consultant Pharmacist:


· Facility billing will be collected using the corporate facility spreadsheet on a daily basis.  The spreadsheet will contain the start and stop time as well as description of all activities for the day by facility.

· The spreadsheet will be forwarded via email to Long Term Solutions on the last day of each month.

New admission spreadsheets will include the number of  progress notes written by facility along with the individual names of the residents
Use of Facsmile machine

Policy


To ensure accuracy and accountability of physician orders and to expedite delivery of services, orders can be faxed to the pharmacy.

Procedures  

ACTUAL LAW:  Paragraph 5 of subdivision (a) of section 63.6 of the Regulations of the Commissioner of Education, effective September 11, 1992.

	“In the cases in which a pharmacy is serving as a vendor of pharmaceutical services based upon a contractual   arrangement with a hospital, nursing home, or other institution approved by the State Board of Pharmacy, a pharmacist may dispense prescriptions based upon receipt of a facsimile copy of the original prescription.

Such contractual arrangement shall provide for a protocol for Security and Periodic verification of facsimile copies.  Such a protocol must be approved by the State Board of Pharmacy within 30 days of the START of the term of the contract.  Protocol must include the following:

a) A mechanism for periodic reconciliation of the pharmacy’s records of prescriptions filled and delivered to the institution and records of the prescriber’s ordering maintained at the institution; and

b) A listing of steps that will be taken to prevent the diversion of drugs.  Prescriptions for controlled substances shall be filled pursuant to the provisions of Article 33 of the Public Health Law”.


General Procedure:
1. Designated facility personnel are given prescription orders to be faxed.

2. A designated personnel faxes orders to the pharmacy.  (It is advised to follow-up with a phone call to ensure that the orders were properly received in the pharmacy).

3. Pharmacy dispenses the medication, as faxed, with a copy of a packaging list.   (This list will include pharmacy name, resident demographics/location, and prescription information.)   To ensure proper delivery:

a) Facility maintains a copy of packing list according to facility policy.

b) Pharmacy maintains a copy of packing list according to pharmacy policy.

4. Upon the receipt of original order, pharmacy verifies faxed copy.
HIPPA and Medication Requirements

Policy


To comply with HIPPA regulations, it is the policy of the facility to protect resident health information (PHI) and medications, specifically blister packs.

Procedures  

Nurse:


· All medications that contain the resident’s name fall under personal health information (PHI).  Therefore, it is the policy of the facility to blacken out the name of the resident prior to disposal of blister packs, vials, bottles or other medication containers.  Only the name needs to be obliterated.
· Cover or close both Medication Administration Record and Treatment Administration Record when left unattended.
Consultant Pharmacist:

· Any electronic medication regimen review will be protected.

House-Supply (Floor Stock) Medications

Policy


The facility maintains a supply of commonly used over-the-counter medications considered as floor stock or house medications as permitted by state regulation.

Procedures  

A. The Pharmacy Services Committee establishes a list of non-prescription (over-the-counter) medications to be utilized as floor stock.

B. The floor stock medication list is posted in medication rooms and provided to the dispensing pharmacy.
C. Floor stock medications are ordered from (the provider/dispensing pharmacy, other store).
D. Floor stock medications are labeled as “floor stock” or “house supply” and kept in the original manufacturer’s container. The manufacturer’s or pharmacy’s label should include the following:

1) Medication name
2) Medication strength
3) Quantity
4) Accessory instructions
5) Lot number
6) Expiration date

Irrigation sOlutions

Policy


Irrigation solutions are used in accordance with label directions for storage, use, and disposal. Aseptic technique is used in the handling and application of irrigation solution.

Procedures  

A. Irrigation solutions are labeled with the date and time immediately upon opening.

B. Solutions prepared by the provider pharmacy, if unopened, are disposed of by the expiration date indicated.  Solutions without an expiration date indicated are not accepted.  Solutions prepared by the provider pharmacy are discarded within 72 hours after opening.

C. Solutions prepared in the facility (such as Neosporin G.U., hydrogen peroxide solutions) are disposed of within 24 hours.

D. Solutions without preservatives, in the original manufacturer’s container (such as water and sodium chloride for irrigation), are disposed of within 24 hours after opening.

E. Aseptic/sterile technique is used in the handling and application of irrigation solutions.

F. When expired, unused solutions are poured down the drain.  It is not necessary to record disposal of partial containers.
Injectable Medications
Policy


Vials and ampules of injectable medications are used in accordance with the manufacturer’s recommendations or the provider pharmacy’s directions for storage, use, and disposal.
Procedures  

A. Vials and ampules sent from the provider pharmacy in a box or container with the label on the outside are kept in that box or container.
B. The date opened and the initials of the first person to use the vial are recorded on multidose vials (on the vial label or an accessory label affixed for that purpose).
C. Ampules and single-use vials (containing no preservative) are discarded immediately after use.
D. The solution in multidose vials is inspected prior to each use for unusual cloudiness, precipitation, or foreign bodies. The rubber stopper is inspected for deterioration.
E. If a multidose vial shows visible evidence of precipitation or contamination or the rubber stopper is deteriorating, it is not used, and it is discarded. A replacement vial is ordered from the provider pharmacy. 
F. Medication in multidose vials may be used (until the manufacturer’s expiration date or for 6 months) if inspection reveals no problems during that time.

Investigational New Drugs

Policy


It is the policy of the facility to follow all protocols from corresponding affiliates in the investigational medication program.

Procedures  

Principal Investigator:

1. Informs the resident, attending physician, nursing and pharmacy of expected drug benefits, and known risks of the investigational drug to be used.

Pharmacy:

1. Maintains a record of facility residents on investigational new drug therapy on the pharmacy medication profile card.

2. Obtains literature on toxicity, correct dosage, side effects, and expected benefits of the specific investigational drug to be used.

3. May store additional supplies of investigational new drug, if required, by Principal Investigative physician.

4. Inspects medical records of resident to determine if a written informed consent has been obtained and is part of the official record.

5. Notifies administration if irregularities are found.

Physician:

1. Closely monitors patient/resident for evidence of side effects, and exhibition of expected benefits.

2. Makes appropriate recommendations concerning dosage to Principal Investigator, in the event of significant side effects.

General Information:

The Principal Investigator obtains a sufficient supply of investigational material required for the FDA approved study, to be conducted from the manufacturer.  Such supplies may consist of the active ingredient to be tested, or a placebo, appropriately disguised as the active ingredient, depending upon the type of study.
IV Infusion

Policy


See IV Manual

Look Alike Sound Alike Medications
Policy


To educate all disciplines about confusing medication names and to incorporate safe medication practices into day to day operations.
Insert Look Alike Sound Alike List (pdf file)
Mail Order Pharmacy

Policy


To allow residents the right to obtain medications from a mail order source.
Procedures  

Physician

1. Writes medication order on approved NYS prescription blanks.

Nurse 



2. Provides prescriptions to resident/responsible party.
Resident:

3. Orders prescriptions from mail order company.

4. Brings medications to facility.

Nurse:
5. Verifies prescription label against physician orders.

6. Stores medications as appropriate.

7. Controlled substances will be counted each shift as per policy. Each dose administered will be recorded on the declining inventory record.  See Management of controlled substance policy.

8. Nurse will alert resident/responsible party when medication supply remaining is 21 days.  This will allow sufficient time to receive refill supply.
9. Nurse will update MAR and Physician Order sheet to reflect that medications are to be ordered from MAIL ORDER PHARMACY
Special considerations:

· All new or interim orders which cannot be obtained from mail order pharmacy, will be ordered from the facility’s vendor pharmacy.  This will allow medications to be started in a timely manner.  Prescriptions can then be obtained from the physician to refill these items via the mail order system.  

· If at any time mail order prescriptions are not available, the facility has the right to order medications from the vendor pharmacy to insure medication therapy in not interrupted.

MAIL ORDER DISPUTE FORM:
To whomever it may concern:

Xxxxxxxx has been in long-term care since x/x/xxx and will reside here for the remainder of his/her (treatment/life/or forever). He/she cannot use the mail order service due to a specific need for his/her medications to be delivered promptly once the doctor has ordered them. Waiting for his/her medications via mail may result in missed doses, and adverse effects. More recently, a law was implemented in the state of New York that has barred insurers from forcing patients to use mail order, except for plans negotiated by unions. This method is especially not suitable in a long term care setting, and I, Dr. Xxxxxxx am requesting that the restriction be lifted for all medications so he/she can continue to fill her medication a local LTC pharmacy.  Thank you for your consideration in this matter.

Material Safety Data Sheets

Policy


The facility will obtain a set of material safety data sheets (MSDS) for all hazardous medications dispensed by

the dispensing pharmacy as defined by the Occupational Safety and Health Administration (OSHA).
Procedures  

A.   The pharmacy provides MSDSs and informational updates, as appropriate. Common medications that are

       considered hazardous include, but are not limited to:

Aldesleukin

Alemtuzumab

Alitretinoin

Altretamine

Amsacrine

Anastrozole

Arsenic trioxide

Asparaginase

Azacitidine

Azathioprine

Bacillus Calmette-Guerin

Bexarotene

Bicalutamide

Bleomycin

Busulfan

Capecitabine

Carboplatin

Carmustine

Cetrorelix acetate

Chlorambucil

Chloramphenicol

Choriogonadotropin alfa

Cidofovir

Cisplatin

Cladribine

Colchicine

Cyclophosphamide

Cytarabine

Cyclosporin

Dacarbazine

Dactinomycin

Daunorubicin HCl

Denileukin

Dienestrol

Diethylstilbestrol

Dinoprostone

Docetaxel

Doxorubicin

Dutasteride

Epirubicin

Ergonovine/methylergonovine
Estradiol

Estramustine phosphate

sodium

Estrogen-progestin combinations

Estrogens, conjugated

Estrogens, esterified

Estrone

Estropipate

Etoposide

Exemestane

Finasteride

Floxuridine

Fludarabine

Fluorouracil

Fluoxymesterone

Flutamide

Fulvestrant

Ganciclovir

Ganirelix acetate

Gemcitabine

Gemtuzumab ozogamicin

Gonadotropin, chorionic

Goserelin

Hydroxyurea

Ibritumomab tiuxetan

Idarubicin

Ifosfamide

Imatinib mesylate

Interferon alfa-2a

Interferon alfa-2b

Interferon alfa-n1

Interferon alfa-n3

Irinotecan HCl

Leflunomide

Letrozole

Leuprolide acetate

Lomustine

Mechlorethamine

Megestrol

Melphalan

Menotropins

Mercaptopurine Methotrexate

Methyltestosterone

Mifepristone

Mitomycin

Mitotane


Mitoxantrone HCl

Mycophenolate mofetil

Nafarelin

Nilutamide

Oxaliplatin

Oxytocin

Paclitaxel

Pegaspargase

Pentamidine isethionate

Pentostatin

Perphosphamide

Pipobroman

Piritrexim isethionate

Plicamycin

Podoflilox

Podophyllum resin

Prednimustine

Procarbazine

Progesterone

Progestins

Raloxifene

RaltitrexedRibavirin Streptozocin

Tacrolimus

Tamoxifen

Temozolomide

Teniposide

Testolactone
Testosterone

Thalidomide

Thioguanine

Thiotepa

Topotecan

Toremifene citrate

Tositumomab

Tretinoin

Trifluridine

Trimetrexate glucuronate

Triptorelin

Trimetrexate glucuronate

Triptorelin

Uracil mustard

Valganciclovir

Valrubicin

Vidarabine

Vinblastine sulfate

Vindesine


Vinorelbine tartrate
Zidovudine
B.    An MSDS must accompany the first delivery of the medication.

C.    After the initial delivery, the MSDS does not have to be redistributed unless there is a change in the MSDS.

Medication Brought to Facility by a Resident or Family Member

Policy


Medications brought into the facility by a resident or family member are used only upon written order by the resident’s attending physician, after the contents are verified, and if the packaging meets the facility’s guidelines. Unauthorized medications are not accepted by the facility.

Procedures  

A. Use of medications brought to the facility by a resident or family member is allowed only when the following conditions are met:

1. The medication name, dosage form, and strength have been verified by: consulting a tablet identification reference (e.g., Physician’s Desk Reference), or calling the dispensing pharmacy for a physical description of the medication.

2. The medication container is clearly labeled in accordance with facility procedures for medication labeling and packaged in a manner consistent with facility guidelines for medications.

3. The medications are received directly from another health care facility, e.g., discharge medications arriving with the resident from an acute hospital in the interim until medications for the resident are received from the provider pharmacy.

B. Medications not ordered by the resident’s physician, or unacceptable for other reasons, are returned to the family or designated agent. If unclaimed within (thirty) days, the medications are disposed of in accordance with facility medication destruction/disposal procedures.

C. The facility is responsible to supply all medications to a resident under Medicare Part A Stay.

Medication or Treatment Errors/Discrepancies/Occurrences

Policy


It is the policy of facility to report all medication and treatment discrepancies, errors and occurrences timely.   

· All medication occurrences investigations will be completed within 24 hours.

· All completed medical occurrence investigation sheets must be returned to DNS.

· Medication occurrences will be tracked/trended by DNS and reported quarterly at the Pharmacy and Therapeutics committee.

This policy is to ensure resident safety and comply with regulatory requirements.

Procedures  

Medication Error:  Any event that may cause or lead to inappropriate medication use or resident harm. 


Types of errors include, but are not limited to:

· Wrong resident

· Wrong dose 

· Wrong medication or treatment

· Wrong time

· Wrong time parameters

· Wrong days

· Wrong route or site

· Failure to document omissions/refusals/holds

· Medication or treatment expired

· Medication given to resident with stated allergy to same

· Unordered medication (substituted medication/treatment)

· Error in order pick-up and transcription

· Omitted charting for standing, prn, stat medication/treatment

· Medication that is administered even though it has been ordered held

· Contra indicators or drug interaction

· Other

Director of Nursing Responsibility:
         1. Complete medication error form





         2. Reportable according to NYS Nursing Home Manual

Have available:

· Witness statement/s

· Resident statement/s

· Accused statement/s

· Facility investigation

· Care plan/s

· Resident cognition evaluation

· Employee personnel and training records

· Report/case ID number from law enforcement, f reported

· Plan to prevent reoccurrence

Medication Error Assessment Form

Resident’s Name: _______________________________________   Unit: __________Room #:________
MR#:  __________________________   
Physician:  ____________________________________
	Types of Error(s):

(  Wrong Resident

(  Wrong Medication

(  Wrong Day(s)

(  Order Transcription or Pick-up 

(  Allergy

(  Wrong Route or Site

(  Contraindication or Drug Interaction

(  Failure to Document Omission/refusal Hold

(  Wrong Dose

(  Wrong Administration Time

(  Expired Medication

(  Failure to Chart Standing/prn/stat

(  Other  __________________________________


	Reason for Error(s):

(  Transcription error

(  Misread Order

(  Miscalculated Dose

(  Mismeasured Dose

(  Pharmacy Error

(  Failure to Identify Resident

(  Other ________________________________



	1. Describe the error  (include name of medication, dose, route and time(s) administered):

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________


	2. Correction action taken:

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________



	3. Outcome to resident to be completed by MD:

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________


	4. Action taken/suggestion to prevent reoccurrence:

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________




______________________________________

___________________________________

Person Making Error




Director of Nursing

______________________________________

___________________________________

Person Making Report




Consultant Pharmacist

______________________________________

___________________________________

Physician/Medical Director



Administrator

Medication Labels

Policy


Medications are labeled in accordance with facility requirements and state and federal laws.  Only the dispensing pharmacy can modify or change prescription labels.

Procedures  

A. Labels are permanently affixed to the outside of the prescription container.  No medication is accepted with the label inserted into a vial.  If a label does not fit directly onto the product, e.g., eye drops, the label may be affixed to an outside container or carton, but the resident’s name, at least, must be maintained directly on the actual product container.

B. Each prescription medication label includes:

1. Resident’s name

2. Specific directions for use, including route of administration

3. Medication name

4. Strength of medication

a. Injectables and Liquids:  strength per ml and the amount to be given in milliliter (ml) equivalents on the label.

b. Example: When furosemide 40 mg is ordered and the pharmacy supplies it in an ampule containing 40 mg/ml, the directions read “Inject 40 mg (1 ml).  

5. Prescriber’s name

6. Date dispensed 

7. Quantity of medication

8. Expiration date of medication

9. Name, address, and telephone number of dispensing pharmacy

10. DEA number of dispensing pharmacy, if required

11. Prescription number

12. Accessory labels indicating storage requirements and special procedures.  Example:  “Shake well,” “Take on an empty stomach,” ” one hour before or 2 hours after meals ”

13. Container number and total number of containers (e.g. 1 of 3 , 2 of 3, 3 of 3) when multiple containers are dispensed for one prescription/order.

14. Initials of dispensing pharmacist

15. Lot number of medication dispensed

C. Each infusion therapy product label contains the following information:

1. Name and volume of solution

2. Resident’s name 

3. Infusion rate

4. Name and quantity of each additive

5. Date of preparation

6. Initials of compounder

7. Date and time of administration

8. Initials of person administering medication if different from the compounder

9. Date after which the mixture must not be used

D. Improperly or inaccurately labeled medications are rejected and returned to the dispensing pharmacy.

E. Nonprescription medications not labeled by the pharmacy are kept in the manufacturer’s original container and identified with the resident’s name.  Facility personnel may write the resident’s name on the container or label as long as the required information is not covered.

F. Medication labels are not altered, modified, or marked in any way by nursing personnel.  Contents are not transferred from one container to another.  Under no circumstances are unattached labels requested or accepted from the pharmacy.  Only the pharmacy may place a label on the medication container.

1. If the physician’s directions for use change or the label is inaccurate, the nurse may place a “Directions changed – refer to chart” label on the container indicating there is a change in directions for use, taking care not to cover important label information.

2. When such a label appears on the container, the medication nurse checks the resident’s medication administration record (MAR) or the physician’s order for current information.

3. The dispensing pharmacy is informed prior to the next refill of the prescription so the new container will show an accurate label.

G. Medication containers having soiled, damaged, illegible, confusing, or makeshift labels are returned to the dispensing pharmacy for re-labeling or destroyed in accordance with the medication.

H. Medications dispensed by physicians must conform to the above labeling requirements.

I. Floor stock medications are kept in the original manufacturer’s container.  The manufacturer’s label should include the following:

1. Medication name

2. Medication strength 

3. Quantity

4. Accessory instructions

5. Lot number

6. Expiration date

J. When medication is ordered for use at the bedside, the medication label contains, in addition to the instructions for use, a notation that it may be self-administered and stored at the bedside.

Medication Labeling of Compounded IV Preparations

Policy


Infusion Therapy products are labeled in accordance with facility requirements and state and federal laws.

Procedures  

Nurse:
· Prepares IV medication for administration.

· Completes Compounded IV Form and hangs from IV pole in a sheet protector.

· Each time a new IV is administered, the form is replaced.  The old form is discarded.
Compounded IV Preparations
Date:   ___________

Start Time:  _______

1. Resident’s Name: _________________________________________________________

2. Name and volume of solutions:  _____________________________________________

3. Infusion rate: ____________________________________________________________

4. Name and quantity of each additive: __________________________________________

5. Date of preparation:  ______________________________________________________

6. Initials of compounder: ____________________________________________________

7. Date and time of administration: _____________________________________________

8. Initials of person administrating medication if different than compounder 

(see MAR):______________________________________________________________

9. Ancillary precautions:  _____________________________________________________

10. Expiration date:__________________________________________________________

Medications and Laboratory MOnitoring

Policy


Laboratory monitoring of medication effects will be performed by the facility.

Procedures  

Physician:






· Orders labs per policy

· Documents abnormal lab results in medical record.

MEDICATIONS REQUIRING LABORATORY MONITORING

	Acetaminophen in doses greater than 4 G per day
	Liver Function Tests
	Every 6 months



	NSAIA/COX 2 if used routinely
	BUN/Creatinine
	Every 6 months

	Aminoglycosides
	BUN/Creatinine
	Upon initiation of therapy

	Warfarin
	PT/INR
	Monthly

	Anticonvulsants
	Liver Function Tests, CBC, serum levels
	Every 6 months

	SSRI’s
	Sodium levels
	Every 6 months

	Tricyclic Antidepressants
	EKG
	Annually

	Antidiabetic medications
	HGA1C 
	Every 3 months

	Metformin
	Creatinine
	Every 6 months

	Lithium
	Serum level and electrolytes
	Every 3 months

	Atypical Antipsychotics
	Blood glucose monitoring
	Every 3 months

	Amiodarone
	Thyroid function tests, Liver Function tests
	Every 6 months

	ACE Inhibitors/ARB’s
	Serum Potassium
	Every 6 months

	Avandia/Actos
	Liver Function Tests
	Every 3 months

	Digoxin
	Digoxin levels
	Every 6 months

	Diuretics
	Electrolytes
	Every 6 months

	Antilipidemics
	Liver Function Tests/Lipid Panel
	Prior to initiation/at 12 weeks following initiation or dose change/then every 6 months

	Fibrates
	Liver Function Tests/CBC/Lipid panel
	 LFT/Lipids prior to initation of therapy, 12 weeks after start or dose increase and then every 6 months, CBC prior to initiation and every 6 months

	Niacin
	Liver Function Tests/Blood glucose/Lipid panel
	Every 6 months

	Erythropoetin stimulation
	Iron/Transferrin/CBC
	Baseline serum iron/transferring/CBC then CBC every 2 weeks

	Folic Acid
	CBC, homocysteine level, folate level
	Annually

	Heparin
	PPT > 1.5 normal
	Baseline monthly

	INH
	Liver Function Tests
	Monthly

	Iron
	Iron/Transferrin/CBC
	Baseline and every 6 months

	Theophylline
	Theophylline levels
	Every 6 months

	Thyroid Medications
	Thyroid Function Tests
	Annually

	Chlorpromazine
	Hba1C and Lipid panel
	Every 6 months

	Fluphenazine
	Hba1C and Lipid panel
	Every 6 months

	Haloperidol
	Hba1C and Lipid panel
	Every 6 months

	Loxapine
	Hba1C and Lipid panel
	Every 6 months

	Mesoridazine
	Hba1C and Lipid panel
	Every 6 months

	Molindone
	Hba1C and Lipid panel
	Every 6 months

	Perphenazine
	Hba1C and Lipid panel
	Every 6 months

	Promazine
	Hba1C and Lipid panel
	Every 6 months

	Thioridazine
	Hba1C and Lipid panel
	Every 6 months

	Thiothixene
	Hba1C and Lipid panel
	Every 6 months

	Trifluoperazine
	Hba1C and Lipid panel
	Every 6 months

	Triflupromazine
	Hba1C and Lipid panel
	Every 6 months

	Aripiprazole
	Hba1C and Lipid panel
	Every 6 months

	Clozapine
	Hba1C and Lipid panel
	Every 6 months

	Olanzapine
	Hba1C and Lipid panel
	Every 6 months

	Quetiapine
	Hba1C and Lipid panel
	Every 6 months

	Risperidone
	Hba1C and Lipid panel
	Every 6 months

	Ziprasadone
	Hba1C and Lipid panel
	Every 6 months

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Medications Orders
Policy


Medications are administered only upon the clear, complete, and signed order of a person lawfully authorized to prescribe. Verbal orders are received only by licensed nurses or pharmacists and confirmed in writing by the prescriber within 48 hours.

Procedures  

A. Elements of the Medication Order:

1. Medication orders specify the following:

· Name of medication

· Strength of medication, where indicated

· Dose and dosage form

· Time or frequency of administration

· Route of administration

· Quantity or duration of therapy. 

· Diagnosis or indication for use

2. PRN (as needed) orders clearly delineate the condition for which they are being administered, for example, “as needed for pain,” or “as needed for sleep.”

B. Any dose or order that appears inappropriate considering the resident’s age, condition, allergies, or diagnosis is verified with the attending physician.

C. The prescriber is contacted to verify or clarify an order (e.g., when the resident has allergies to the medication, there are contraindications to the medication, the directions are confusing).

D. The prescriber is contacted for direction when delivery of a medication will be delayed or the medication is not or will not be available.

E. Documentation of the Medication Order

1. Each medication order is documented in the resident’s medical record with the date, time, and signature of the person receiving the order. The order is recorded on the physician order sheet  or the telephone order sheet if it is a verbal order, and on the Medication Administration Record or Treatment Administration Record.

· New Handwritten Orders:

1) By the prescriber while present in the facility

a) The nurse on duty at the time the order is received enters it on the (physician order sheet /telephone order sheet) if not written there by the prescriber, and notes the order as follows: (“Noted 3:00 p.m., 5/17/06, M. Jones, R.N.”).

b) If necessary, the order and the indication for its use are clarified and the prescriber’s signature is obtained before the prescriber leaves the nursing station.

2) Sent with the resident from an office visit/or consultant physician orders

a) The nurse on duty at the time the order is received enters it on the (physician order sheet /telephone order sheet) and notes the order as follows: (“Noted 3:00 p.m., 5/17/-06 M. Jones, R.N.”).

b) If the order is from a prescriber other than the attending physician, the order is verified with the current attending physician.

· New Verbal Orders:

1) The nurse documents the verbal order and the reason for its use on the (telephone order sheet/ physician’s order sheet) as follows: (“Noted 3:00 p.m. 5/17/06, M. Jones, R.N.”) and completes the following steps.

a) Faxes the appropriate copy of the telephone order form to the attending physician for signing.

b) Transmit the appropriate copy to the pharmacy for dispensing.

c) Obtain prescriber signature within (48) hours.

2) Place the signed copy on the designated page in the resident’s medical record.
3) Verbal orders are read back to prescriber for accuracy.
· Renewed or Recapitulated (Recapped) Orders (to continue a medication therapy beyond a previous order with limited duration)

1) The prescriber renews the order either by repeating the entire order process or with a statement such as (“continue XXX for ten days.”) The prescriber writes a new order for continued therapies that require a change in directions, dosage form, or strength.

2) Medication orders are recapped on a (monthly) basis when the prescriber signs the physician order summary. A designated nurse reviews the order summary before giving it to the prescriber to sign.

· Orders Faxed From the Physician’s Office

1) The nurse on duty at the time the order is received notes the order and enters it on the physician order sheet.

2. The following steps are initiated to complete documentation and receive the medications:

· Clarify the order,

· Call, fax, or electronically transfer the medication order to the provider pharmacy.

· Transcribe newly prescribed medications on the MAR or TAR. When a new order changes the dosage of a previously prescribed medication, discontinue the previous entry by (writing “DC’d” and the date and highlighting the entry in yellow). Enter the new order on the MAR/TAR.

· After completion, document each medication order entered on the appropriate form with date, time, and signature. (Example: “Noted 1:15 p.m., 5/17/06. M. Jones, R.N.”).

F. Scheduling New Medication Orders on the Medication Administration Record (MAR)

1. Non-Emergency Medication Order

· The first dose of medication is scheduled to be given after the next regularly scheduled dose.
2. Emergency/STAT Medication Order (Medication Contained in Emergency Supply)

· Schedule the appropriate number of doses to be administered prior to the regularly scheduled pharmacy delivery. Thereafter, doses are scheduled according to facility policy.*

3. Emergency/STAT Medication Order (Medication not Contained in Emergency Medication Supply)

· An emergency/STAT order is placed with the provider pharmacy, and the medication is scheduled to be given as soon as received or within (2) hours, whichever is sooner.  Subsequent doses are scheduled according to facility policy.

Medications Orders: Renewals
Policy


Physician’s orders are accurately transcribed and executed in a timely manner.

Procedures  

A. Physicians Order Sheet:

1. The physician order sheet is the legal authorization for medications and other types of resident care. 

2. When the physician signs the order sheet he/she is authorizing anything that is listed for that particular resident, therefore, the form must be totally up-to-date and correct prior to the signature of the physician.

3. Any changes made to a current sheet, must be made on the right side of the sheet and accompanied with a date and a signature of the person making the change(s) and counter-signed by the doctors (if he/she is not writing the change, as in the case of a telephone order).

4. Sheet information (basis resident information).  The resident basic information appears at the bottom of the sheet:  name, room, allergies, diagnosis, doctor, sex, date of birth.

5. The orders on the MD Order Sheet appear in the following format:  routine (chronic) orders, PRN orders, treatment, and literal orders such as activities, consults, etc.

6. The physician order sheet is a two copy form, composed of NCR (carbonless) copy paper – therefore, anything written upon it must be clear and with adequate pressure to ensure a legible copy (care must also be taken not to place two forms on top of each other – thus creating overprints).

7. Doctor’s signature will appear on the correct area (substitution permissible) as is the facility’s policy.  The second copy is the pharmacy’s prescription and therefore must bear an original doctor’s signature.  

B. Medication Administration Record (MAR):

1. The MAR contains the same “preprinted” information as the physician order sheet.

2. (All “Literal” orders such as consults which do not require signing for administration will not be on the MAR).

3. The MAR also lists the medications (chronic and PRN) and space to record administration.

C. Generation of Physician Order sheets and Mar sheet: 

1. Monthly prior to physician scheduled visit, the pharmacy sends orders, medication sheets and physician progress notes to the facility.
2. The 11-7 shift Nurse RN/LPN will be responsible for editing (checking) all forms (physician’s orders, MAR) for accuracy.  When editing ALL orders, i.e. medications as well as all orders on literal side of MD mark (√) on the left side of everything that was checked on the new order sheet.  The nurse then signs in the appropriate area.  
3. Once they are checked and deemed ready for physician’s signature, they will be put in the resident’s chart.
4. Any changes, additions and/or deletions to be made on these sheets prior to physician’s visit date and after they have been checked in the chart is the responsibility of the nurse receiving and/or noting the new order.
5. The physician signs orders every 30 days.
MEDICATION REGIMEN REVIEW 

Policy


The consultant pharmacist performs a comprehensive medication regimen review (MRR) at least monthly.  The MRR includes evaluating the resident’s response to medication therapy to determine that the resident maintains the highest practicable level of functioning and prevents or minimizes adverse consequences related to medication therapy. Findings and recommendations are reported to the director of nursing and the attending physician, and if appropriate, the medical director and/or the administrator.
Procedures  

B. The facility assures that the consultant pharmacist has access to residents and the residents’ medical records; the provider pharmacy’s resident medication profiles, if requested; the facility’s records of medication receipt and disposition; medication storage areas; and controlled substances records and supplies.

The consultant pharmacist reviews the medication regimen of each resident at least monthly. 

26) A more frequent review may be deemed necessary, e.g., if the medication regimen is thought to contribute to an acute change in status or adverse consequence, or the resident is not expected to stay 30 days. 
While MRRs are generally conducted in the facility, off-site MRRs are acceptable when a review is requested and the following conditions are met: 1) the consultant pharmacist is not present in the facility, and 2) it is not possible for the consultant pharmacist to visit the facility within a reasonable time frame. If a consultation is needed when the pharmacist is off-site:
C. The facility notifies the consultant pharmacist of need for a review.
27) The consultant pharmacist works with facility personnel and electronic records to gather pertinent information related to the resident’s status.
28) The findings are phoned, faxed, or e-mailed to the facility and documented and stored with the other consultant pharmacist recommendations in the resident’s medical record
29) The prescriber and/or medical director is notified if needed of any irregularities.

In performing medication regimen reviews, the consultant pharmacist incorporates federally mandated standards of care, in addition to other applicable professional standards, such as the American Society of Consultant Pharmacists (ASCP) Practice Standards, and clinical standards such as the Agency for Healthcare Research and Quality (AHRQ) Clinical Practice Guidelines and American Medical Directors Association (AMDA) Clinical Practice Guidelines.

The consultant pharmacist identifies irregularities through a variety of sources including: Medication Administration Records (MARs); prescribers’ orders; progress notes of prescriber, nurses, and/or consultants; the Resident Assessment Instrument (RAI); laboratory and diagnostic test results; behavior monitoring information; the facility staff; the attending physician, and from interviewing, assessing, and/or observing the resident. The consultant pharmacist’s evaluation includes, but is not limited to reviewing and/or evaluating the following:
1) A written diagnosis, indication, or documented objective findings support each medication order.
2) As needed (PRN) orders include indications for use.

3) Indications for use and therapeutic goals are consistent with current medical literature and clinical practice guidelines.

4) Documentation by physician, nurse, and/or consultants indicating progress toward or maintenance of goals of therapy.

5) Laboratory results, diagnostic studies, or other medication therapy measurements are obtained by staff/physician and acted upon.

6) Potential or actual medication errors.

7) Duplication of medication orders includes a written rationale for the duplication and evidence of monitoring for both efficacy and cumulative adverse medication effects.

8) Resident is monitored for cumulative effects of multiple medications with anticholinergic side effects .
9) Resident is monitored for adverse consequences when there is an addition or deletion of a medication, or a change in dose.

10) When there is a recent change in resident’s condition or an emergence of new signs or symptoms, the physician and/or staff rule out medication as a cause .
11) Route of administration is appropriate for the resident, considering absorption, bioavailability, onset of action, metabolism and excretion.

12) Dosage form is compatible with the resident’s needs, considering texture, taste, and ability to consume.

13) The prescribed dose is appropriate to the resident’s clinical status.

14) The administration schedule is appropriate for the resident, considering side effects (such as sedation), compatibility with other medications and diet, and manufacturer’s recommendations.

15) The duration of therapy is indicated and is appropriate for the resident.

16) When possible, non-pharmacologic interventions are considered before initiating a new medication.

17) Side effects, adverse reactions, and interactions (drug-drug, drug-diet, drug-lab test and drug-disease) are evaluated, and modifications or alternatives are considered.

18) Medical condition and response to drug therapy are evaluated to assure the appropriateness of the medication regimen.

19) Timeliness of acquisition and administration of medications.

20) Presence of a clinical condition that might warrant initiation of medication therapy.
Resident-specific irregularities and/or clinically significant risks resulting from or associated with medications are documented on a Medication Regimen Review form  and reported to the Director of Nursing, and/or physician as appropriate.
1) Notification mode is dependent on severity of irregularity.
2) If no irregularities are found, consultant pharmacist also documents this in the resident’s medical record via a progress note and signs and dates such documentation.

3) If a continuing irregularity is deemed to be clinically insignificant, or evidence of a valid clinical reason for rejecting the recommendation is provided, the consultant pharmacist will reconsider whether to report the irregularity again or make a new recommendation on an annual basis.
Recommendations are acted upon and documented by the facility staff and or the prescriber.
1) Physician accepts and acts upon suggestion or rejects and provides an explanation for disagreeing.

2) If there is potential for serious harm and the attending physician does not concur, or the attending physician refuses to document an explanation for disagreeing, the consultant pharmacist contacts the medical director.

a. If the attending physician who disagrees is also the medical director, the consultant pharmacist will bring this to the attention of the administrator.
3) The director of nursing or designated licensed nurse address and document recommendations that do not require a physician intervention, e.g., monitor blood pressure.
The consultant pharmacist compiles and analyzes data collected during MRR and presents findings to the (Quality Assessment and Assurance Committee or Administrator) as a part of the facility continuous quality improvement (CQI) program.
Insert Request for Supplemental Medication Regimen Review
Insert Long Term Solutions, Inc

Drug Regimen Review

NEW ADMISSION REVIEW PROCESS
Policy


All residents that are admitted or readmitted to a facility will have a regimen review completed by the consultant pharmacist within 7 days of admission or readmission.

Procedures  

Consultant Pharmacist:


OMNIVIEW /WEST RIVER/CHEM RX/PRIMECARE PROCESS

· Resident medication profiles are printed and faxed three times a week from secretary and sent to those consultants that are responsible for doing the reviews.

· New admission progress notes will be completed and sent to the facility within 7 days of admission or readmission to a facility

· Any irregularities will be documented as a medication regimen review

· Progress notes and irregularities will be emailed  to the appropriate person at the facility through longtermsolutions@gmail.com
SIGMACARE PROCESS

· The Sigmacare website will be accessed and reviews completed  3 times a week by the consultant Pharmacist
· New admission regimen reviews will be completed as a progress note in the progress note section of the website.

· Any irregularities will be documented as a medication regimen review and emailed to the appropriate person at the facility through longtermsolutions@gmail.com
A spreadsheet for all new admissions will be completed including month/resident name for tracking and billing purposes.

Nurse/Clerk:

· New Admission Progress notes will be placed the residents chart

·  Medication Regimen Reviews will be given to the attending MD for completion

Physician:

· Physician will address any irregularities in a timely fashion

Medication Samples
Policy


No medication samples will be used at the facility.

Procedures  

Nurse:

1. Removes any sample medication given to residents by family or medical staff.

2. Disposes of medications as per facility policy.

3. Orders medications from provider pharmacy.
Administration and Prescribing of Methadone

Policy


Methadone shall be prescribed in writing by the attending physician, well versed in conversion ratios, and in consultation with the Pharmacist & Pain Management Team, and/or Hospice Medical Director; for residents being treated for palliative pain management issues which are unresolved with other pain medications.  

Procedures  

Methadone shall only be used in the facility, as a means of pain management; under the supervision of the prescribing physician and in accordance with New York State Pharmacy regulations.  

Methadone is a synthetic analgesic and should be prescribed only by those who know its pharmacology, due to its potentially dangerous drug interactions.   Routes of administration include: oral, intramuscular, intravenous, subcutaneous, epidural, and intra-thecal use.

PRECAUTIONS: 

· Methadone can increase concentrations of desipramine and zidovudine (AZT).  Its clearance is inhibited by fluconazole, ketoconazole, diazepam, fluoxetine, fluvoxamine, and ciprofloxacin.  Clearance is induced by: carbamazepine, Phenobarbital, phenytoine, fucidic acid, rifampin, verapamil, ritonavir, indinavir and nevirapine.   It can cause a prolonged Q-T interval and the phenomenon known as “Torsades de Pointes”; ( a rapid, unstable form of ventricular tachycardia).

· Methadone has a rapid onset of analgesic effect (within 30 minutes); and has a long half-life, (8 -75 hours); requiring infrequent dosing; and therefore a long duration of action.  Renal and hepatic disease/impairment does not affect the clearance of methadone.

1. Residents using methadone as treatment for addiction shall not be admitted to facility or will utilize clinic supply of methadone.  

2. Routes of administration in the Nursing facility shall be limited to:  

· Oral

· Intramuscular

· Intravenous

· Subcutaneous use

3. The available strengths are 5mg and 10mg tablets; 10mg/5ml and 5mg/5ml oral solution; 10mg/ml injection and 10mg/ml concentrate.

4. The attending physician must write an order for Methadone in the chart which includes the dose, route, time(s) of administration; and must write a NYS prescription form for the medication which is dispensed by the facility’s vendor pharmacy.

5. Residents admitted with a methadone prescription; may use their own medication until the prescription arrives from the vendor pharmacy.   Documentation of this and reconciliation of the narcotic count is still required for Nursing. 

6. Calculations for the use of methadone in cancer pain having a poor response to other opioids; uses the J.S. Morley & M.K. Makin calculations.

Steps in calculating the starting dose for Methadone:

Attending Physician:





1. Stop morphine (or other strong opioid).Order a fixed dose of methadone that is 1/10 of the 24-hour p.o. morphine dose, when the total 24-hour dose is < 300mg; OR when the total 24-hour morphine dose is >  300mg; the fixed dose of methadone should be 30 mg.

2. The fixed dose is given by mouth every 12 hours, and prn; but not more frequently that every 3 hours prn 

3. On day 6, the amount of methadone taken over the previous 2 days is averaged, and converted into a regular q 12-hour dose.  

4. If PRN medication continues to be needed, increase the dose of methadone 1/2  - 1/3 every 4-6 days; (i.e.,  10 mg BID TO 15mg; BID; 30 mg BID TO 40 mg BID) etc.

5. Writes the order for methadone on the  physician’s order sheet including the dose, route and time(s) of administration.  

6. Writes this order on a NYS prescription form.

Administering medication and assessment of efficacy:

Licensed Nurse:






1. Transcribes the physician‘s order for Methadone, exactly as written to the Medication Administration Record (MAR).

2. Faxes the order to the pharmacy; Calls pharmacy to clarify order as needed.

3. Sends the NYS prescription form to the pharmacy.

4. Assesses patient’s level of pain/discomfort using the Wong-Baker scale, and document on MAR.  Write in pain level, and/or description  of pain, including any             non-verbal signs or symptoms prior to administering pain medication.

5. Administers the methadone dosage exactly as ordered by the physician.  Calls physician for clarification of orders if/when necessary and if order(s) are unclear.

6. Reassess patient’s level of pain 30 – 60
minutes after he/she receives medication and document objective & subjective response on MAR &  nurse’s notes.

7. Updates physician if patient’s pain is unrelieved, or if showing any adverse response to medication.

8. Continues medication regimen as ordered, reassess patient’s pain at least q shift; or more frequently as needed.

9. Reassesses pain management after 48 hours, and complete new pain assessment form.  

10. Updates physician regarding need for additional prn, dosing, vital signs, response to pain medication etc.

Attending Physician





1. Reevaluates methadone pain medication regimen & adjust,  if indicated.

2. Discontinues previous pain management orders, and write new orders for methadone administration for pain management, including dose, route, and time(s) of administration.  

3. Consults with Pharmacist, Pain Management Specialist, and/or Hospice Medical Director, as needed to verify doses and conversion calculations.

	          MODIFICATION OF MORLEY-MAKIN METHADONE CONVERSION 

	PHYSICIAN  GUIDELINES:

DAY 1:

· Stop morphine or opioid equivalent.

· Calculate starting methadone dose based on the patient’s current opioid dosage regimen.  “If the oral morphine equivalent dose is < 300 mg/24-hours; then the methadone equivalent dose = 1/10 of the 24-hour oral morphine or opioid equivalent dose.   "If the oral morphine equivalent dose is > 300 mg/24-hours; then the methadone dose = 30 mg.

· Give the calculated methadone dose every 12 hours around the clock (ATC); PLUS the calculated methadone dose every 3 hours p.r.n.; (e.g., 15 mg q 12-hours & 15mg q 3hrs p.r.n.).

· Instruct the patient and/or caregiver to call the Hospice Nurse two (2) hours after the first methadone dose was given; and then check at the end of Day 1, to assess the patient’s response to methadone and evaluate the pain control.

DAYS 2 - 5:

· Continue the same dosage schedule as Day 1, unless the patient is overly sedated, or pain is not adequately controlled (Consult with the Clinical Pharmacist or Hospice Medical Director).

DAY 6:

· Add up the total amount of methadone given on Day 5, (i.e., q 12-hour doses plus the p.r.n. doses).  For example:  the total methadone dose given on day 5 was 90mg in 24hours.

· Divide that amount by 2, and give that new calculated dose q 12-hours around-the-clock (ATC).  Example:  give 45mg orally q 12-hrs.

· New p.r.n. or breakthrough dose = 10% of the 24-hour dose from Day 5, q 3-hours.  Example:  90mg/24hours; then break-through dose will be  equal to 9 or 10 mg q 3 hrs p.r.n. for pain.


Metric System

Policy


The use of the metric system will be encouraged in the labeling of all prescriptions and floor stock medications.

Procedures  

Provider Pharmacist:

1. Utilizes the metric system in all labeling, whenever possible.

2. Provides conversion chart for all nursing stations.

Consultant Pharmacist:

1. Aides in the in-service education of the nursing staff regarding the use of the system.

Insert 
Tables for Pharmacy Calculations 
Form
Non-Availability of Medications

Policy


Medications will be available to meet the needs of each resident in a timely manner.

Procedures  

Nursing:


· Orders medications from pharmacy.

· Copy of medication order will be kept until all ordered medications are received from pharmacy.

· Checks off medications received.  Any medication not delivered will be called into the pharmacy immediately. 

· If medications are not available during medication administration, nurse notifies pharmacy and obtains appropriate order from attending physician.


Physician:

· Orders alternate medication or orders medication to be administered at a later time if possible.

OR

· Authorizes use of emergency kit.

Pharmacy:

· Delivers medications to facility prior to next scheduled administration time.

Nursing Station Evaluation

Policy


All nursing stations will be inspected monthly by the pharmacist.

Procedures  

Provider Pharmacist:

1. Inspects nursing stations monthly.
2. Completes nursing station evaluation form.

Nurse:

1. Reviews nursing station evaluation form and makes corrections where necessary.

Nursing Station Evaluation

Date: ____________





        Unit : ____________

Medication Nurse on duty :  ______________________________       Consultant Pharmacist/Nurse : ___________________

	
	Yes
	No
	N/A
	Comments

	Reference Materials:
	
	
	
	

	1.  Are metric and apothecary conversion charts posted or accessible to nurse?      
	
	
	
	

	Labeling and Packaging: 
	
	
	
	

	1. Are all medications labeled properly; are labels current and are they clean and legible?
	
	
	
	

	2. Is unit dose packaging secure and in date?
	
	
	
	

	3. Is the start date and time on the blister card?
	
	
	
	

	4. Are multiple dose vials dated as per manufactures recommendations when opened?
	
	
	
	

	5. Are all medications in date including overflow blisters?
	
	
	
	

	Notes: 


	
	
	
	

	Medication Emergency Kit:        

BOX#           Expires: 
	Yes
	No
	N/A
	Comments

	1. Is the box secure/locked in Med Room & accessible to nurses?
	
	
	
	

	2. Is the seal intact?
	
	
	
	

	3. Expiration sticker within date?
	
	
	
	

	Notes: 


	
	
	
	

	Refrigeration:
	Yes
	No
	N/A
	Comments

	1. Is medication refrigerator locked?
	
	
	
	

	2. Is the temperature between 36-46 degrees Farenheit?
	
	
	
	

	3. Does the refrigerator contain only drugs, biological, and items required for medication administration?
	
	
	
	

	4. Are all drugs which require refrigeration stored properly, including controlled substances?
	
	
	
	

	5. Are medications within date?
	
	
	
	

	6. Does refrigerator contain Control Substance Box?
	
	
	
	

	Notes: 



	Controlled Substance On Unit
	Yes
	No
	N/A
	Comments

	1.   Is administration of controlled substances properly recorded on controlled drug administration records?
	
	
	
	

	2.   Is the change of shift narcotic sheet accurately completed?  (no gaps)
	
	
	
	

	       3.   Is the bound controlled substance book in use,  

Up to date & disposition completed?
	
	
	
	

	4. Does controlled substance cabinet contains

only narcotics?
	
	
	
	

	5. Are D/C narcotics removed from box in a

timely manner?
	
	
	
	

	6. Are the controlled substances stored in a stationary, metal double door, double locked cabinet?
	
	
	
	

	Notes: 



	Storage/Cleanliness/Security:
	Yes
	No
	N/A
	Comments

	1. Are all drug/supply storage areas clean, organized?
	
	
	
	

	2.  Are medication administration/treatment carets clean, organized?
	
	
	
	

	3.  Are all carts secured when not in use?
	
	
	
	

	4. Is medication room locked?
	
	
	
	

	5. Are carts locked unless in use be nurse?
	
	
	
	

	6. Are externals separated from internals?
	
	
	
	

	7. Are D/C meds removed from unit in a timely manner? 
	
	
	
	

	8. Is med room temperature below 86 degrees?
	
	
	
	

	Notes: 




Total Score:   ____________/28
Percent:         ____________

Nursing Supervisor Office Evaluation

Date: ____________





          
Nursing Supervisor on duty :  ______________________________       Consultant Pharmacist/Nurse : __________________

	Controlled Substances(Emergency Stock) in Nursing Supervisor Office: 
	Yes
	No
	N/A
	Comments

	1. Is inventory properly recorded on controlled drug list?
	
	
	
	

	2. Is the inventory audit being signed by two nurses at each change of shift?
	
	
	
	

	3. Are all controlled substances logged on the narcotic/sedative record into binder?
	
	
	
	

	4. Does narcotic/sedative record reflect current disposition of listed medications?
	
	
	
	

	5. Are controlled substances under double lock and key?
	
	
	
	

	Notes:


	
	
	
	

	Emergency Box
	
	
	
	

	6. Are medications outdated?
	
	
	
	

	7. Are Par levels maintained?
	
	
	
	

	8. Are all medications in the box on current, approved list?
	
	
	
	

	9. Are swing boxes available and in date?
	
	
	
	

	10. Are IV Box maintained and in date?
	
	
	
	

	11. Are IV ABT maintained and in date (if applicable)?
	
	
	
	

	Notes:


	Refrigeration:
	Yes
	No
	N/A
	Comments

	12. Is the refrigerator locked?
	
	
	
	

	13. Is the temperature between 36-46 degrees Farenheit?
	
	
	
	

	14. Does the refrigerator contain only drugs, biological, and items required for medication administration?
	
	
	
	

	15. Are all drugs which require refrigeration stored properly, including controlled substances?
	
	
	
	

	16. Are medications outdated?
	
	
	
	

	17. Medications to be returned to Pharmacy are stored appropriately and labeled?
	
	
	
	

	Notes: 


ordering and Receiving Medications from Dispensing Pharmacy

Policy


Medications and related products are received from the dispensing pharmacy on a timely basis. The facility maintains accurate records of medication order and receipt.

Procedures  

Ordering Medications from the Dispensing Pharmacy

1. Medication orders are written on a medication order form (i.e. telephone order sheet, reorder form, etc.) provided by the pharmacy, written in the chart by the physician, and transmitted to the pharmacy. 

The written entry includes:

a. Date ordered

b. Whether the order is new or a repeat order (refill). If the order is a repeat order (refill), include the prescription number.

c. Resident’s name and other identifying information, when necessary

d. Medication name and strength, when indicated

e. Directions for use, if a new order, or direction changes to a previous order with indication as to whether a new supply is needed from the pharmacy

f. Name of pharmacy supplier if other than provider pharmacy

2. If not automatically refilled by the pharmacy, repeat medications (refills) are (written on a medication order form/ordered by peeling the top label from the physician order sheet and placing it in the appropriate area on the order form provided by the pharmacy for that purpose and) ordered as follows:

a. Reorder medication (three to four) days in advance of need to assure an adequate supply is on hand. When reordering medication that requires special processing (such as Schedule II controlled substances, Department of Veterans Affairs prescriptions), order at least (seven days) in advance of need.

b. The nurse who reorders the medication is responsible for notifying the pharmacy of changes in directions for use or previous labeling errors.

c. The refill order is called in, faxed, or electronically transmitted to the pharmacy.

3. New medications, except for emergency or “stat” medications, are ordered as follows:

a. If needed before the next regular delivery, phone the medication order to the pharmacy immediately upon receipt. Inform pharmacy of the need for prompt delivery and request delivery by the next scheduled dose.

b. Timely delivery of new orders is required so that medication administration is not delayed.  The emergency kit is used when the resident needs a medication prior to pharmacy delivery.

4. “Stat” and emergency medications are ordered as follows:

a. During regular pharmacy hours, the emergency or “stat” order is phoned and faxed to the pharmacy. If available, the initial dose is obtained from the emergency kit, when necessary.

b. After regular hours, utilize after hours phone numbers to contact pharmacy.

5. When phoning or faxing a medication order to the pharmacy, the following information is given:

a. Resident’s name and other identifying information when necessary

b. Prescription number if a refill

c. Complete order if a new medication order or direction changes to a previous order

d. Name of prescriber for a new order, if different than the attending physician

e. Indication for use

f. Name of person calling in order

Receiving Medications from the Pharmacy

1. A licensed nurse:

a. Receives medications delivered to the facility and documents that the delivery was received and was secure (on the medication delivery receipt).

b. Verifies medications received and directions for use with the medication order form.

c. Promptly reports discrepancies and omissions to the issuing pharmacy and the charge nurse/supervisor.

d. Immediately delivers the medications to the appropriate secure storage area (or a designee under the direct supervision of the licensed nurse).

e. Assures medications are incorporated into the resident’s specific allocation prior to the next medication pass.
OUT-ON-PASS Medications

Policy


The facility assures that residents have their necessary medications before leaving the facility on pass or therapeutic leave.

Procedures  

A. When receiving a physician’s order for a resident to go out on pass, the charge nurse on duty reviews the resident’s medication orders and directions for use (with the physician). It may be possible to alter administration times to eliminate the need for out-on-pass medications if the resident’s physician concurs and gives an order to do so.

B. All medications provided to the resident or responsible party for administration while on pass are properly labeled with full directions for use. At least (twenty-four hours) notice is given to the provider pharmacy so that the medications can be prepared. If an entire medication container is to be taken on pass, the resident or responsible party must sign for supply on a record of medication release/receipt.
K. The I-STOP registry must be checked when a resident goes out on pass  with a controlled substance unless the following criteria are met:




1.  It is not reasonably possible for the practitioner to  access  the

  


registry in a timely manner 




2.  No other  practitioner  or  designee  authorized  to  access the

 


 registry, pursuant to paragraph of this subdivision,  is  reasonably  availabl




3. the quantity of controlled substance prescribed does not exceed a

  


five day supply if the controlled substance were used in accordance with

  


the directions for use
C. Current medication orders and directions for use are reviewed with the resident or responsible party before the resident leaves the facility. If there is a question about the medication that the charge nurse is unable to answer, the provider pharmacy is called for the information before releasing the medication.

D. If the provider pharmacy has advance notice of the resident’s intent to go out on pass when dispensing the regular medication supply, the pharmacy may provide a portion of the resident’s medication in a separate container for that purpose. In no case will a nurse repackage medications in this manner, since this constitutes dispensing.

E. The medication nurse will chart that resident is out on pass for any doses not administered at the facility during the resident’s leave of absence from the facility.
Medication Release/Receipt
	                                           Date/Times                                                                                                 Date
    Leave of Absense  From             To                                          Discharge

	Person Responsible for administering Medication



	Name of medication
	RX Number
	# of cards/vials/

other
	Total # of 

cards/vials/

other


	Total # of Pills/amt of Medication returned

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Special InStructions

	Information about the medication regimen(including dose, frequency and side effects) were reviewed                 YES                      NO

with the family/responsible party by the nurse?  _________________________________________________________________

________________________________________________________________________________________________________



	TeLEPHone Numbers

	Personal Physician #
	Pharmacy #
	Healthcare Facility #



	· Signature of Nurse Completing Form



	Family/Responsible Party Statement

	I understand and accept responsibility of this medication regimen and have taken possession of these medications for the:

      Leave of Absence           Discharge as stated above.  

I understand that medications are not packed in child resistant containers.

· Signature of Family/Responsible Party


	LOA Return Information

	Date/Time Returned


	Any unusual medication related experience 

	Explain:




Resident:____________________________
   ID# ____________
Room #_______                  Physician _______________________ 

Pharmacy and Therapeutics Committee Agenda/Minutes
Policy


It is the policy of Long Term Solutions Inc. that all employees /subcontractors prepare pharmacy and therapeutic committee agenda and minutes in a comprehensive, timely and consistent manner.
Procedures  

Consultant Pharmacist:


· Prepares pharmacy and therapeutic agendas as follows:

Review of  last meeting minutes (attach)

Review of medication errors found since the last meeting

Review of adverse effects found since the last meeting

Review of QA trends in the facility broken down by pharmacy provider/physician/nursing services

Review of MRR/QA statistics

Review of  Nursing Station Inspection Findings

Review of any regulatory/informational data received by corporate since last meeting

Annual review of stock/emergency lists 

· Submits agenda to corporate office one week prior to scheduled meeting date

· Completes minutes to meeting using corporate template

· Submits minutes to facility and Long Term Solutions within one week of meeting date.

Photosensitivity


Policy


It is the policy of the facility that residents taking certain medications be protected from the adverse conditions that may prove harmful due to the resident’s drug regimen.

Procedures  

Consultant Pharmacist:

1. Provides facility with the following information.
· The medications listed below have a tendency to increase the danger of sunburn.  Prolonged exposure (more than one hour) should be avoided.

· If prolonged exposure is unavoidable, a sunscreen lotion with a SPF of 15 or greater should be used.

A list of medications which may increase a resident’s photosensitivity reaction is included.  This list is for quick reference only and is not all inclusive.

Drugs that may cause Photosensitivity
	ANTIDEPRESSANTS

clomipramine (Anafranil)

isocarboxazid (Marplan)

maprotiline (Ludiomil)

mirtazapine (Remeron)

sertaline (Zoloft)

TRICYCLIC AGENTS, eg., Elavil, Asendin, Norpramin, Sinequan, Tofranil, Aventyl,

Vivactil, Surmontil, venlafixine (Effexor)

ANTIHISTAMINES

astemizole (Hismanal)

cetirizine (Zytec)

cyproheptadine (Periactin)

dimenhydrinate (Dramamine)

diphenhydramine (Benadryl)

hydroxyzine (Atarax, Vistaril)

loratadine (Claritin)

terfenadine (Seldane)

ANTIMICROBIALS

azithromycin (Zithromax)

griseofulvin (Fulvicin, Grisactin)

*nalidixic acid (NegGram)

QUINOLONES, eg., Cipro, Penetrex, Levaquin, Floxin, *Maxaquin, Noroxin, *Zagam sulfasalazine (Azulfidine)

*SULFONAMIDES, eg.,Gantrisin, Bactrim, Septra
TETRACYCLINES, eg., *Declomycin, Vibramycin, Minocin, Terramycin

ANTIPARASITICS

*bithionol (Bitin)

chloroquine (Aralen)

mefloquine (Lariam)

pyrvinium parnoate (Povan,Vanquin) 

quinine

ANTIPSYCHOTICS

chlorprothixene (Taractan, Tarasan)

haloperidol (Haldol)

*PHENOTHIAZINES, eg., Compazine, Mellaril, Stelazine, Phenergan, Thorazine

risperidone (Risperdal)

thiothixene (Navane)
	CANCER CHEMOTHERAPY

*dacarbazine (DTIC)

fluororacil (5-FU)

methotrexate (Mexate)

procarbazine (Matulane, Natulan)

vinblastine (Velban, Belbe)

CARDIOVASCULARS (see also Diuretics)

ACE INHIBITORS, eg., Capoten, Vasotec, Monapril, Accupril, Altace, Univasc

*amiodarone (Cordarone)

diltiazem (Cardizem

disopyramide (Norpace)

losartan (Hyzaar)

lovastatin (Mevacor)

nifedipine (Procardia)

pravastin (Pravachol)

quinidine (Quinaglute)

simvastatin (Zocor)

sotalol (Betapace)

DIURETICS (see also Cardiovasculars)

acetazolamide (Diamox)

amiloride (Midamor)

furosemide (Lasix)

metolazone (Diulo, Zaroxolyn)

*THIAZIDES, eg., HydroDiuril, Naturetin,

*HYPOGLYCEMIC SULFONYLUREAS

acetohexamide (Dymelor)

chlorpropamide (Diabinese)

glimepiride (Amaryl)

glipzide (Glucotrol)

glyburide (DiaBeta, Micronase)

tolazamide (Tolinase)

tolbutamide (Orinase)

NSAIDs

All nonsteroidal anti-inflammatory

drugs, eg., ibuprofen (Motrin), naproxen (Anaprox, Naproxyn), Orudis, Feldene, Voltaren, etc.

The new NSAID agents include:

etodolac (Lodine), nabumetone (Relafen),

oxaprozin (Daypro)
	SUNSCREENS

*benzophenones (Arimis,Clinique)

cinnamates (Arimis, Estee Lauder)

dioxbenzone (Solbar Plus)

oxybenzone (Eclipse, PreSun, Shade)

PABA (PreSun)

*PABA esters (Block Out, Sea & Ski, Eclipse)

MISCELLANEOUS

benzocaine

benzoyl peroxide (Oxy 10)

carbamazepine (Tegretol)

chlordiazepoxide (Librium)

coal tar, eg., Tegrin, Zetar)

CONTRACEPTIVES, oral 

estazolam (ProSom)

*etretinate (Tegison)

felbamate (Felbatol)

gabapentin (Neurontin)

gold salts (Myochrysine, Ridaura, Solganal)

hexachlorophene (pHisoHex)

hypericum (St. John's Wort)

interferon beta-1b (Betaseron)

*isetretinoln (Accutane)

masoprocol (Actinex)

olsalazine (Dipentum)

*PERFUME OILS, eg., bergamot, citron, lavender, sandalwood, cedar, musk

*PSORALENS selegiline (deprenyl, Eldepryl) *tretinoin (Retin-A, Vitamin A

Acid)

zolpidem (Ambien)

Items with an asterisk (*) are more likely to cause photosensitivity reactions. Overall, the drugs listed above cause reactions in less than 1% of patients. Tell clients that get an unusual "sunburn" or allergic or eczematous reaction in skin areas exposed to light to let their physician or pharmacist know about the problem.

Photosensitivity data from Pharmacist's Letter.


Poison control
Policy


It is the policy of this facility to have sufficient information available to handle any possible emergency poison control situation, to protect residents and staff against any possible problems arising from intoxication due to medications, food, or other substances.

Procedures  

Consultant Pharmacist:



1. Provides facility with phone number of national poison control center.

2. 800 - 222 - 1222 

Special considerations for the Director of Nursing and Consultant Pharmacy:

· Phone number of regional poison control center should be readily accessible to all personnel.  Phone number may be posted at telephone and bulletin boards throughout the facility.

Profile of Resident Medication 

Policy


A resident medication profile, which is a list of all current medications comprising the resident’s medication regimen, will be kept in the pharmacy for all residents to monitor for potential interactions, adverse effects, and contraindications of the medication regimen.

Procedures  

Provider Pharmacist:



1. Checks orders against resident medication profile for possible interactions, adverse effects and contraindications.
2. Informs nurse immediately if any potential interactions are evident.

Nurse:

1. Informs physician of any medication interactions noted by the provider pharmacist.

2. Notes any new medication order.

Provider Pharmacist:

1. Lists on resident’s medication profile the following information for each medication dispensed:

a) Resident’s name

b) Nursing unit, room

c) Name of physician

d) Date order filled

e) Prescription number

f) Name of medication/strength

g) Directions for use

h) Number of units dispensed, and

i) Dispensing pharmacist

PRN Medication (As Needed Medication)

Policy


It is the policy of the facility that medications ordered on a prn (as needed) basis be properly prescribed and administered.

Procedures  

Attending Physician:



1. Initiates medication order specifying:

a) Name and strength of medication

b) Dose

c) Route of administration 

d) Dosage form

e) Frequency of administration

f) Indication for use

Nurse:

1. Notes any new medication order.

2. Monitors resident for symptoms requiring prn medication administration.

3. Administers medication when necessary in accordance with physician’s order.

4. Documents administration on medication administration record.  Documents date, time, reason and effectiveness medication administered.

Consultant Pharmacist:
1. Reviews medication regimen monthly.
2. Monitors frequency of prn medication use.
3. Reports to attending physician if prn medication has not been utilized and recommends discontinuation or reports if medication has been utilized continuously.

Psychiatric Consults

Policy


Residents will be evaluated by the interdisciplinary team for underlying causes of behavioral symptoms (medical, psychosocial, environmental).  Non-pharmacologic interventions to reduce behaviors will be attempted prior to initiation of psychopharmacologic medications.  Psychiatric consults will be ordered as necessary. 

Procedures  

Nurse:




1. Identifies mood/behavioral changes.

2. Completes Part I, II, III and IV of the Interdisciplinary Behavior/Psychiatric Assessment (see attachment).

3. Notifies primary physician/designee

Primary Care Physician:

1. Assesses resident and reviews assessment.  

2. Determines if psychiatric consultation is appropriate.  If appropriate, orders psychiatric consultation.  If not appropriate, considers other interventions including, referral for psychological services.

Psychiatrist:

1. Evaluates resident and completes Interdisciplinary Behavior Psychiatric Assessment. 

Interdisciplinary Team including MD:

1. Reviews psychiatric recommendations. 

Interdisciplinary Behavior/Psychiatric Assessment

Resident Name _____________________________________ Room # _____________

Instructions: Parts I, II, and III to be completed by the facility at the time that the consult is requested. Remainder is to be completed by the psychiatrist during the consultation.

Reason for Request:
 FORMCHECKBOX 
 Initial Evaluation   FORMCHECKBOX 
 Follow-up   FORMCHECKBOX 
 Change in Condition   FORMCHECKBOX 
 Other

_____________________________________________________________________________________
_____________________________________________________________________________________
Part I: Current behavior profile (to be completed by the nursing staff prior to consultation service):

	Cohen – Mansfield Inventory (Modified)

	Part A
	Part B

	
	Never
	< Weekly
	Weekly
	Daily
	Check All That Apply

	Screaming
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Wanders

	Verbal Aggression
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Poor self-care

	Spitting
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Restless

	Verbal Sexual Advances
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Impaired memory

	Physical Sexual Advances
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Mild anxiety

	Physical Aggression
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Insomnia

	Temper outbursts
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Unsociable

	Hitting
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Indifference 

	Kicking
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Fidgeting

	Biting
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Nervousness

	Danger to self
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Uncooperative

	Danger to others
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	


Behavior Pattern:  FORMCHECKBOX 
 No Pattern   FORMCHECKBOX 
 Daytime behaviors worse   FORMCHECKBOX 
 Night time behaviors worse

Part II: Current mood (Check all that apply):

	 FORMCHECKBOX 
 Anxiety; anxious expression or worrying        FORMCHECKBOX 
 Sadness; sad expression or voice, tearful

 FORMCHECKBOX 
 Lack of reaction to pleasant events                  FORMCHECKBOX 
 Irritability; annoyed, short tempered

 FORMCHECKBOX 
 Agitation; restless                                             FORMCHECKBOX 
 Retardation; slow speech or reactions

 FORMCHECKBOX 
 Loss of interest in usual activities                    FORMCHECKBOX 
 Appetite loss; eating less than usual

 FORMCHECKBOX 
 Weight loss                                                       FORMCHECKBOX 
 Lack of energy

 FORMCHECKBOX 
 Diurnal pattern (mood worse in morning)        FORMCHECKBOX 
 Sleep disturbance

 FORMCHECKBOX 
 Suicidal; feels life is not worth living               FORMCHECKBOX 
 Poor self esteem; self-depreciation

 FORMCHECKBOX 
 Pessimism; anticipation of the worst                FORMCHECKBOX 
 Delusion; delusions of poverty, illness, loss


	Part III: Non-pharmacologic Interventions
	Effective
	Comments

	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	

	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	

	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	


Completed By: _________________Signature: ___________________Date:________

Part IV – Psychopharmacologic Medications

Antipsychotic:   List Medication(s): ___________________________Date of last reduction: ___________

                            If dosage reduction is contraindicated, explain reason: ____________________________

                            ________________________________________________________________________

Antianxiety:      List Medication(s): ___________________________Date of last reduction: ___________

                            If dosage reduction is contraindicated, explain reason: ____________________________

                            ________________________________________________________________________

Mood Stabilizer: List Medication(s): ___________________________Date of last reduction: __________

                            If dosage reduction is contraindicated, explain reason: ____________________________

                            ________________________________________________________________________

Antidepressant: List Medication(s): ___________________________Date of last reduction: ___________

                            If dosage reduction is contraindicated, explain reason: ____________________________

                            ________________________________________________________________________

Sedative/Hypnotic: List Medication(s): ________________________Date of last reduction: ___________

                            If dosage reduction is contraindicated, explain reason: ____________________________

                            ________________________________________________________________________
Part V: Psychiatry Assessment and Plan

Mental Status

________________________________________________________________________________________________________

Session Content

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Abnormal Involuntary Movement Scale

(Check all that apply)

 FORMCHECKBOX 
 Abnormal movements of facial muscles               FORMCHECKBOX 
 Abnormal movements of the extremities

          FORMCHECKBOX 
 Lips                                                                    FORMCHECKBOX 
 Upper extremities (excluding tremors) 

          FORMCHECKBOX 
 Jaw                                                                     FORMCHECKBOX 
 Lower extremities

          FORMCHECKBOX 
 Tongue

 FORMCHECKBOX 
 Incapacitation due to abnormal movements          FORMCHECKBOX 
 Abnormal movements of the trunk

 FORMCHECKBOX 
 Resident distressed by movement disorder                   FORMCHECKBOX 
 Neck

 FORMCHECKBOX 
 Usually wears dentures                                                  FORMCHECKBOX 
 Shoulders

 FORMCHECKBOX 
 Has been having problems with dentures                      FORMCHECKBOX 
 Hips

 FORMCHECKBOX 
 No abnormalities regarding AIMS testing. No changes required based on AIMS testing.

Laboratory Values: ______________________________________________________________

Diagnosis/ Plan/ Risk: Benefit Analysis/ Recommendations:

________________________________________________________________________________________________________________________________________________________________________________________________________________

Regarding the plan above (please check one of the following)


 FORMCHECKBOX 
 A gradual dose reduction of at least one psychoactive medication is ordered 


      as per recommendations stated above 


 FORMCHECKBOX 
 No gradual dose reduction is planned at this time for reasons stated above

Psychiatrist Signature: ___________________________ Date: _____________________

Attending M.D. Signature: _______________________  Date: _____________________
Recall of Medications

Policy


The dispensing pharmacy maintains a record of all medications dispensed to the facility. In the event of a recall by the manufacturer or the Food and Drug Administration (FDA), the facility is notified by the dispensing pharmacy to return the affected product to the dispensing pharmacy for disposition.

Procedures  

A. The dispensing pharmacy maintains a record of all medications dispensed to the residents of the facility in sufficient detail to enable a recall, if necessary (e.g. documentation of lot numbers dispensed).

B. Upon receipt of a recall notice from the manufacturer or FDA, the dispensing pharmacy sends a written notification to the facility with instructions for the return of the affected drug product to the dispensing pharmacy.

C. The facility is responsible for locating and returning the affected product to the dispensing pharmacy. The dispensing pharmacy is responsible for the disposition of the affected product as directed by the manufacturer or FDA.

D. The dispensing pharmacy replaces the recalled drug product with a new supply, if available. In the event a replacement supply is not available, the dispensing pharmacy contacts the prescriber(s) and the facility to discuss alternative medication therapy.

E. If alternative drug therapy is to be implemented, the nurse obtains instructions from the prescriber, including a new order for alternative medication therapy, if appropriate.

F.  If the recall information indicates that prior use of the recalled drug product may result in adverse consequences, the resident or responsible party is provided this information by the prescriber or the facility. The nurse documents this in the resident’s medical record, including to whom the information was given.

G. The facility will educate the staff on the medication recall and maintain a copy of the notice from the vending pharmacy or access the recall notice from the computerized physician order entry system when necessary.
Reconciliation of Medication Orders

Policy


All medications ordered from the pharmacy will be reconciled against deliveries to insure timely administration of medication to residents.

Procedures  

Nursing:

1. Completes requisition for medication from pharmacy.   This is either a refill requisition, interim order sheet, or monthly renewal.

2. Faxes medication order to pharmacy or transmits electronically.

Pharmacy

3. Dispenses medications per orders.

4. Delivers medications per facility cut off times

Nursing

5. Nurse receiving medications will reconcile contents with requisition sheets.

6. Nurse will notify pharmacy of any medication not received as ordered.  If medication will not be available for medication administration, nurse will contact physician for instructions.

7. Once medication is received, nurse will forward original requisition to pharmacy.

References Sources

Policy


Current medication reference sources are available in the facility.

Procedures  

Pharmaceutical Services Committee:  
Reviews available reference materials on an annual basis.

Quality Assurance Committee:

Recommends reference materials when necessary.

Consultant Pharmacist/Administrator:
Insures facility has current and sufficient reference sources.

Examples of reference materials include:

· Nurses Drug Handbook

· Physician’s Desk Reference

· Medication Prescribing Reference

ReFusal/Held/Wasted Medications

Policy


To insure strict accountability, all refused, held, wasted medications will be clearly documented.

Procedures  

· If medication is refused, held or wasted, nurse will chart medication and circle initials on the medication sheet.

· On the back of the medication record, the nurse will document status of the medication.

· Physician will be notified if medication is held or refused for 3 consecutive doses.

· Wasted doses are also documented on the blister pack.

Removal of Records from Facilities
Policy


It is the policy of  Long Term Solutions Inc. that no records may be removed from the facility.
Procedures  

Consultant Pharmacist:


· Performs all necessary data collection via electronic medical record or in house records for medication regimen reviews/statistics.   Records are never removed  from the facility.

Self-Administration of Medications

Policy


It is the policy of the facility that those residents deemed capable, and who desire to self-administer their medications, will be permitted to do so, after appropriate counseling and with the specific order of the resident’s physician.

Procedures  
Criteria for Participation:

1. Physically able to manage dispensing medication as supplied by pharmacy.

2. Mentally able to understand and carry our self-administration of medications.

3. Able to cooperate with nursing staff regarding refilling medication/storage requirements.

General Procedure:

1. Resident will be initially evaluated to determine if criteria for self-administration is met by the CCP team.

2. Self-administration of medications is allowed only with a specific written order of the physician.

3. Pharmacist will dispense labeled medication with 7 point label of NYS and self-administer notation.

4. Nurse:

a) Receives supply from pharmacy.

b) Initates self-administration of medication accountability form.  Updates form whenever medication is ordered.

c) Initially counsels nurse’s residents.

d) On a monthly basis will audit and review resident’s usage of medication and document on the resident’s accountability form/self-medicated review form.

a) Any discrepancies will be reported to the Physician.

5. Physician will renew or discontinue order for self-medication as indicated by resident’s physical, mental and/or emotional capabilities.

6. Resident’s compliance will be reviewed during routine CCP schedule.

7. Nitroglycerin tablets and or bronchodilating inhalers ordered for a resident may be carried by the resident during waking hours.  At night, they may be kept at the bedside.   Careful monitoring of such items to ascertain appropriate use will be done daily on all shifts.

Self Administration of Medication

Resident’s Counseling Form
Date: __________

I _______________________________ HAVE BEEN COUNSELED ABOUT THE FOLLOWING MEDICATIONS/TREATMENT:

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

I KNOW:

1. The name of the medication/treatment and its action.

2. When to take it or use it

3. How to take it and use it

4. When to notify nurse immediately if I take a Nitroglycerine Pill.

5. To keep the medication/treatment in a locked drawer at all times.

6. To ask questions if I am not sure of procedure.

______________________________________ 

RESIDENT’S SIGNATURE

______________________________________

Nurse’s Signature

Self Medication Review

Resident’s Name: ____________________ 
Room#: ____   Date:________

Nurse’s Signature: ____________________________


List of Medications Self-Administered:

	
	

	
	

	
	

	
	



Questions:







           YES
	1.  Does the resident give his/her meds to anyone else?
	          

	2. Has resident returned all unused, old, expired, extra meds to the nurse?
	

	3. Are there over the counter drugs in the resident’s room not prescribed by the MD?
	    

	4. Does the resident have meds filled by an outside pharmacy?
	

	5. Can the resident name all drugs and their actions?
	

	6. Does the resident follow written and oral instructions of pharmacists?
	

	7. Does the resident have any drugs other than those prescribed within the last 60 days?
	

	8. Is the resident being treated by other than the house physician?
	

	9. Are medications stored according to label?
	

	10. Does resident comply with special MD orders such as BP, BIW, etc?
	

	11. Is resident accepting of instructions given by a professional nurse?
	

	12. Is resident aware that all adverse reaction to meds should be immediately reported to the nurse?
	

	13. Is resident familiar with rules of self-medication program?
	

	14. Resident returns the medication container for refill?
	

	15. Has the resident’s status changed so that resident should become nurse medicated?
	


Resident has been interviewed and appears to be adhering to the rules of the self-med 
program, and should be allowed to continue the program.

Comments:

______________________________________________________________________

______________________________________________________________________

Medication Self-Administration Accountability 
RESIDENT: ___________________
                                                           date: _____________
	Issue

Date
	Drug/Dose
	Amt.

Used
	Review

Date
	Amt.

left
	Administered

Properly y/n
	Comments
	Nurse’s

Signature

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


SigmaCare passwords
Policy


It is the policy of  Long Term Solutions Inc. that all staff with access to sigmacare update their password every 60 days.
Procedures  

Consultant Pharmacist:


· Schedules password reset for ALL accounts that are accessible by Sigmacare every 60 days to avoid deactivation of account.

Please note this includes accounts that consultant has not been assigned to in recent months

State Surveys
Policy


It is the policy of Long Term Solutions Inc. that all staff with be accessible to facilities during CMS/State Surveys.
Procedures  

Consultant Pharmacist:


· Will contact DNS or administrator on first day of survey and request the following:

-Team members

-Anticipated Exit Date

· Will notify nurse consultant staff and determine their availability to visit facility.

· Will call DNS/Administrator daily for progress updates.

· Will refigure schedule to visit facility during survey process and attend exit conference.

· Will be available as needed to answer survey questions (live or via telephone).

· When requested to speak to surveyor, will obtain preliminary information on issue at hand prior to interview with surveyor.

· Interview questions will be answered succinctly.  Surveyors may be shown QA sheets if necessary to avoid a deficiency.  Pharmacist may direct surveyor   to speak directly to other members of the clinical team as necessary. 

Storage of Medications

Policy


Medications and biologicals are stored safely, securely, and properly, following manufacturer’s recommendations or those of the supplier. The medication supply is accessible only to licensed nursing personnel, pharmacy personnel, or staff members lawfully authorized to administer medications.

Procedures  

A. The provider pharmacy dispenses medications in containers that meet legal requirements, including standards set forth by the United States Pharmacopeia (USP). Medications are kept in these containers. Transfer of medications from one container to another is done only by the pharmacy.

B. Only licensed nurses, pharmacy personnel, and those lawfully authorized to administer medications (such as medication aides) are allowed access to medications. Medication rooms, carts, and medication supplies are locked or attended by persons with authorized access.

C. Orally administered medications are kept separate from externally used medications, such as suppositories, liquids, and lotions.

D. Intravenously administered medications are kept separate from orally administered medications.

E. Eye medications are kept separate from ear medications.

F. Except for those requiring refrigeration, medications intended for internal use are stored in a medication cart or other designated area.

G. Medications labeled for individual residents are stored separately from floor stock medications when not in the medication cart.

H. Potentially harmful substances (such as urine test reagent tablets, household poisons, cleaning supplies, disinfectants) are clearly identified and stored in a locked area separately from medications.

I. Medications requiring storage at “room temperature” are kept at temperatures ranging from 15ºC (59ºF) to 30ºC (86ºF). Medications requiring “refrigeration” or “temperatures between 2ºC (36ºF) and 8ºC (46ºF)” are kept in a refrigerator with a thermometer.

J. Medications requiring storage “in a cool place” are refrigerated unless otherwise directed on the label.

K. Refrigerated medications are kept in closed and labeled containers, with internal and external medications separated and separate from fruit juices, applesauce, and other foods used in administering medications. (Other foods such as employee lunches and activity department refreshments are not stored in this refrigerator.)

L. Outdated, contaminated, or deteriorated medications and those in containers that are cracked, soiled, or without secure closures are immediately removed from stock, disposed of according to procedures for medication disposal reordered from the pharmacy, if a current order exists.

M. Medication storage areas are kept clean, well-lit, and free of clutter and extreme temperatures.

N. Medication storage conditions are monitored on a (monthly) basis and corrective action taken if problems are identified.
O. Controlled substances requiring refrigeration are stored in a permanently affixed locked box in the refrigerator.
Syringe/Needle Accountability
Policy


Syringes and needles accountability will be maintained by the facility.

Procedures  

Central Supply:

1. Keep perpetual inventory in bound book of all syringe/needles.

2. Documents date, type of syringe/needle, amount received, initials amount dispensed, unit, balance.

3. Dispenses syringes/needles as ordered.

Licensed Nurse:

1. Syringes/needles are accounted for when used.

2. Documentation will be maintained on the control record of syringes.

3. Syringes and needles are counted at the initiation and completion of each shift by the nursing staff.

4. Floor stock should be kept to a minimum.

Perpetual Inventory Sheet

Types of Syringe/Needle_________________________              Balance Forward __________

	Date
	Resident Name
	Quantity
	Nurse’s Signature
	Balance

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Syringe Control and Usage Record
Floor _________





Balance Brought 


     Nurse’s
Syringe Type ___________   
Forward__________
Date __________  Signature _____________

	Date
	time
	resident
	amt. used
	nurse
	balance
	 shift
	Change
	

	
	
	
	
	
	
	DAYS 
	EVES
	NIGHtS

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


Telephone Orders

Policy


All medications and treatments administered to residents will be ordered by the physician unless circumstances justify a verbal or telephone order given only to a qualified licensed nurse.

In the event a verbal or telephone order is given, the order will be immediately reduced to writing, signed by the nurse taking the order, and countersigned by the physician within 48 hours.

All telephone orders will be flagged by the nurse for MD signature.

The Nurse accepting the telephone order will make a notation in the resident’s medical record indicating the rationale for the order, the physician making the order, and continued monitoring of the resident’s condition as warranted.

Procedures  

Licensed Nurse:

1. Notifies physician of resident’s conditions

2. Accepts telephone order and reduces order in writing on the telephone order sheet specifying:

a. Name of physician giving the treatment

b. Date and time of telephone order

c. Specific medication/treatment, including name/strength, dose, route, frequency in 24 hour period, parameters for administration of, as needed, orders, duration

d. His/her name (licensed nurse accepting order)
3. Nurse reads back telephone order to verify order for accuracy and then completes order.
4. Picks up telephone order.

5. Transcribes order as given by the physician onto the medication/treatment administration record.
6. Flags order for signature.

7. Documents, resident’s condition, name of physician contacted, telephone order given and other information in the resident’s record.

8. Contacts vendor pharmacist for delivery of medication/treatment as necessary.

9. At the end of a 48 hour period, notifies the director of nursing of any telephone order not countersigned.

Pharmacist Vendor:

1. Delivers medication for the facility after receipt of order.

Physician:
1. Gives nurse specific telephone order after being informed of resident’s condition.
2. Dates and signs order within 48 hours.
3. Evaluate resident at the time telephone order is countersigned for further treatment, etc., and makes notation in resident’s medical record.
Transport of Medications From Pharmacy to Facility

Policy


It is the policy of the vendor pharmacy to transport medications from the pharmacy to the facility in a manner consistent with the manufacturer’s specifications, state and federal requirements, and standards of professional practice to prevent contamination, degradation, and diversion of medications.

Procedures  

General information:

· Packaging of medications for transport, will be done in compliance with manufacturer’s specifications. (i.e. refrigeration/storage). 

· The driver will keep all medications in a secure manner when in transport.

· The driver will keep all protected health information from unauthorized disclosure by limiting access to that information.

· A delivery manifest will accompany all medication deliveries, and will include a list of all medications that are included on that delivery route and any special instructions for handling or storage of medications.

· The delivery manifest will include a signature for receipt of delivery, to be signed by the nurse receiving the medications.

· Medications will be delivered to the nursing unit or a central location and handed to a licensed nurse, nurse supervisor or pharmacist.

· Medications returned by the facility to the pharmacy will be transported in a proper and secure manner.

Unnecessary Drugs

Policy


It is the policy of the facility that all residents will be free from unnecessary drugs. An unnecessary drug is defined as any drug used in excessive dose (including duplicative therapy), in excessive duration, without adequate monitoring, without an adequate indication for use, or in the presence of adverse consequences which warrant discontinuation of the drug.

Procedures  

Physician/Designee:

· Orders medications in accordance with relevant standards of practice and accepted clinical guidelines.  

· Documents therapeutic goal of medication therapy and monitors resident for progress towards or maintenance of that goal.

· Documents indication for medication use.

· Monitors resident for adverse consequences of medication therapy.

· Documents specific benefits of medication versus risks of  continued therapy.

· Is familiar with “Medications of Particular Relevance in Long Term Care” (see attached) and follows recommendations when prescribing OR documents rationale for use outside of these guidelines.

· Considers changes in resident’s condition as possible side effect of medication therapy.

· Gradual dose reductions of medications are attempted as per guidelines (see attached).
· For new admissions, completes an evaluation by Day 14 documenting clinical necessity or begins a gradual dose reduction.

· For acute episodes: the order will have a maximum duration of 7 days, documenting clinical rationale and necessity
Consultant Pharmacist

· Initiates Medication Regimen Review form for medications that are potentially unnecessary. (See Medication Regimen Review Policy).

MEDICATIONS OF PARTICULAR RELEVANCE IN 
LONG TERM CARE
CMS has identified the following medications as ones that have the potential to cause clinically significant adverse consequences, may have limited indications for use, require specific monitoring, and warrant careful consideration of relative risks and benefit. The list is not all-inclusive and other references should be consulted. When doses used are higher than the suggested doses in this table, documentation demonstrating that the dose was necessary to maintain or improve the resident’s function and quality of life should be included in the resident’s active record.

Note:  Content of this table was taken from the revised advance copy of the State Operations Manual, Appendix PP and Guide to Surveyors (see full citation at end of table).  In this appendix, “Table 2” refers to the content of Appendix 5: MEDICATIONS WITH SIGNIFICANT ANTICHOLINERGIC PROPERTIES and the term “Guidance” refers to the Guidance to Surveyors.

	Medication
	Issues and Concerns

	Analgesics
	

	acetaminophen
	Dosage / Adverse Consequences
· Daily doses greater than 4 grams/day from all sources (alone or as part of combination products) may increase risk of liver toxicity 

Monitoring

· For doses greater than the maximum recommended daily dose, documented assessment should reflect periodic monitoring of liver function and indicate that benefits outweigh risks

	Non-Steroidal Anti-Inflammatory Drugs (NSAIDs) 

Non-selective NSAIDs, e.g.,

· aspirin

· diclofenac

· diflunisal

· ibuprofen

· indomethacin

· ketorolac

· meclofenamate

· naproxen

· piroxicam

· salicylates

· tolmetin

Cyclooxygenase-II (COX-2) inhibitors, e.g.,

· celecoxib
	Indications

· NSAID, including COX-2 inhibitors, should be reserved for symptoms and/or inflammatory conditions for which lower risk analgesics (e.g., acetaminophen) have either failed, or are not clinically indicated

Exception:  Use of low dose aspirin (81–325 mg/day) as prophylactic treatment for cardiovascular events such as myocardial infarct or stroke may be appropriate

Interactions

· Aspirin may increase the adverse effects of COX-2 inhibitors on the gastrointestinal (GI) tract

· Some NSAIDS (e.g., ibuprofen) may reduce the cardioprotective effect of aspirin

 Monitoring 
· Monitor closely for bleeding when ASA > 325 mg/day is being used with another NSAID or when NSAIDS are used with other platelet inhibitors or anticoagulants (See 42 CFR 483.60(c) F428 for Table of Common Medication-Medication Interactions in Long Term Care)
Adverse Consequences

· May cause gastrointestinal (GI) bleeding in anyone with a prior history of, or with increased risk for, GI bleeding.  Compared to nonselective NSAIDs, COX-2 inhibitors may reduce––but do not eliminate––risk of gastrointestinal bleeding

· May cause bleeding  in anyone who is receiving warfarin, heparin, other anticoagulants, or platelet inhibitors (e.g., ticlopidine, clopidogrel, and dipyridamole)

· Any NSAID may cause or worsen renal failure, increase blood pressure, or exacerbate heart failure

· Prolonged use of indomethacin, piroxicam, tolmetin, and meclofenamate should be avoided because of central nervous system side effects, e.g., headache, dizziness, somnolence, confusion

	Opioid analgesics 

Short-acting, e.g.,

· codeine

· fentanyl

· hydrocodone

· hydromorphone

· meperidine

· morphine

· oxycodone

Long-acting, e.g.,

· fentanyl, transdermal

· methadone

· morphine sustained release

· oxycodone, sustained release

	Indications
· The initiation of longer-acting opioid analgesics is not recommended unless shorter-acting opioids have been tried unsuccessfully, or titration of shorter-acting doses has established a clear daily dose of opioid analgesic that can be provided by using a long-acting form

· Meperidine is not an effective oral analgesic in doses commonly used in older individuals

Adverse Consequences

· May cause constipation, nausea, vomiting, sedation, lethargy, weakness, confusion, dysphoria, physical and psychological dependency, hallucinations and unintended respiratory depression, especially in individuals with compromised pulmonary function.  These can lead to other adverse consequences such as falls

· Meperidine use (oral or injectable) may cause confusion, respiratory depression even with therapeutic analgesic doses 

· Active metabolite of meperidine (normerperidine) accumulates with repeated use and has been associated with seizures

	pentazocine
	Indications

· Limited effectiveness because it is a partial opiate agonist-antagonist; is not recommended for use in older individuals

Adverse Consequences

· This opioid analgesic causes central nervous system side effects (including confusion and hallucinations) more commonly than other opioid analgesics

· May cause dizziness, lightheadedness, euphoria, sedation, hypotension, tachycardia, syncope

	propoxyphene and combination products with aspirin or acetaminophen 
	Indications
· Offers few analgesic advantages over acetaminophen, yet has the adverse effects, including addiction risk, of other opioid medications; is not recommended for use in older individuals

Adverse Consequences 

· May cause hypotension and central nervous system effects (e.g., confusion, drowsiness, dizziness) that can lead to other adverse consequences such as falls

	Antibiotics
	

	All antibiotics

	Indications

· Use of antibiotics should be limited to confirmed or suspected bacterial infection  
Adverse Consequences 

· Any antibiotic may cause diarrhea, nausea, vomiting, anorexia, and hypersensitivity/allergic reactions
· Antibiotics are non-selective and may result in the eradication of beneficial microorganisms and the emergence of undesired ones, causing secondary infections such as oral thrush, colitis, and vaginitis SEQ CHAPTER \h \r 1

	Parenteral vancomycin and aminoglycosides, e.g., 

· amikacin

· gentamycin/gentamicin

· tobramycin
	Monitoring
· Use must be accompanied by monitoring of renal function tests (which should be compared with the baseline) and by serum medication concentrations

· Serious adverse consequences may occur insidiously if adequate monitoring does not occur

Exception:  Single dose administration prophylaxis

Adverse Consequences
· May cause or worsen hearing loss and renal failure

	nitrofurantoin
	Indications  
· It is not the anti-infective/antibiotic of choice for treatment of acute urinary tract infection or prophylaxis in individuals with impaired renal function (CrCl <60 ml/min) because of ineffectiveness and the high risk of serious adverse consequences 

Adverse Consequences  

· May cause pulmonary fibrosis (e.g., symptoms including dyspnea, cough) and peripheral neuropathy 

	Fluoroquinolones, e.g., 

· ciprofloxacin

· levofloxacin

· moxifloxacin

· ofloxacin


	Indications

· Use should be avoided in individuals with prolonged QTc intervals or who are receiving antiarrhythmic agents in class Ia (e.g., procainamide), class Ic (e.g., flecainide) or class III (e.g., amiodarone)

Adverse Consequences

· May cause prolonged QTc interval

· May increase risk of hypo- or hyperglycemia in individuals age 65 or older, and in individuals with diabetes mellitus, renal insufficiency (CrCl < 60 ml/min), or those receiving other glucose-altering medications

· May increase risk of acute tendonitis

	Anticoagulants
	

	warfarin
	Monitoring
· Use must be monitored by Prothrombin Time (PT)/International Normalization Ratio (INR), with frequency determined by clinical circumstances, duration of use, and stability of monitoring results

Adverse Consequences
· Multiple medication interactions exist (See 42 CFR 483.60(c) F428 for Table of Common Medication-Medication Interactions in Long Term Care), which may:
· Significantly increase PT/INR results to levels associated with life-threatening bleeding, or

· Decrease PT/INR results to ineffective levels, or

· Increase or decrease the serum concentration of the interacting medication

	Anticonvulsants
	

	All anticonvulsants, e.g.,

· carbamazepine

· gabapentin

· lamotrigine

· levetiracetam

· oxcarbazepine

· phenobarbital

· phenytoin 

· primidone

· valproic acid
	Indications

· In addition to seizures, may also be used to treat other disorders, such as bipolar disorder, schizoaffective disorder, chronic neuropathic pain, and for prophylaxis of migraine headaches

· Need for indefinite continuation should be based on confirmation of the condition (for example, distinguish epilepsy from isolated seizure due to medical cause or distinguish migraine from other causes of headaches) and its potential causes (medications, electrolyte imbalance, hypocalcemia, etc.)

Duration

· If used to manage behavior, stabilize mood, or treat a psychiatric disorder, refer to Section V – Tapering of a Medication Dose/Gradual Dose Reduction (GDR) in the guidance 

Monitoring

· Serum medication concentration monitoring is not required or available for all anticonvulsants.  Only the following anticonvulsants should be monitored with periodic serum concentrations: phenytoin, phenobarbital, primidone, divalproex sodium (as valproic acid), and carbamazepine

· Serum medication concentrations may help identify toxicity, but significant signs and symptoms of toxicity can occur even at normal or low serum concentrations.

· When anticonvulsants are used for conditions other than seizure disorders (e.g., as mood stabilizers), the same concerns exist regarding the need for monitoring for effectiveness and side effects; but evaluation of symptoms––not serum concentrations––should be used to adjust doses.  High or toxic serum concentrations should, however, be evaluated and considered for dosage adjustments
· Symptom control for seizures or behavior can occur with subtherapeutic serum medication concentrations

Adverse Consequences
· May cause liver dysfunction, blood dyscrasias, and serious skin rashes requiring discontinuation of treatment

· May cause nausea/vomiting, dizziness, ataxia, somnolence/lethargy, incoordination, blurred or double vision, restlessness, toxic encephalopathy, anorexia, headaches.  These effects can increase the risk for falls

	Antidepressants
	

	All antidepressants classes, e.g.,

Alpha-adrenoceptor antagonist, e.g.,

·  mirtazapine

Dopamine-reuptake blocking compounds, e.g., 

· bupropion

Monoamine oxidase inhibitors (MAOIs)
Serotonin (5-HT 2) antagonists, e.g.,

· nefazodone

· trazodone

Selective serotonin-norepinephrine reuptake inhibitors (SNRIs), e.g., 

· duloxetine 

· venlafaxine
Selective serotonin reuptake inhibitors (SSRIs), e.g., 

· citalopram

· escitalopram

· fluoxetine

· fluvoxamine

· paroxetine

· sertraline

Tricyclic (TCA) and related compounds
	Indications

· Agents usually classified as “antidepressants” are prescribed for conditions other than depression including anxiety disorders, post-traumatic stress disorder, obsessive compulsive disorder, insomnia, neuropathic pain (e.g., diabetic peripheral neuropathy), migraine headaches, urinary incontinence, and others

Dosage 

· Use of two or more antidepressants simultaneously may increase risk of side effects; in such cases, there should be documentation of expected benefits that outweigh the associated risks and monitoring for any increase in side effects

Duration

· Duration should be in accordance with pertinent literature, including clinical practice guidelines 

· Prior to discontinuation, many antidepressants may need a gradual dose reduction or tapering to avoid a withdrawal syndrome (e.g., SSRIs, TCAs)

· If used to manage behavior, stabilize mood, or treat a psychiatric disorder, refer to Section V – Tapering of a Medication Dose/Gradual Dose Reduction (GDR) in the guidance
Monitoring

· All residents being treated for depression with any antidepressant should be monitored closely for worsening of depression and/or suicidal behavior or thinking, especially during initiation of therapy and during any change in dosage

Interactions/Adverse Consequences

· May cause dizziness, nausea, diarrhea, anxiety, nervousness, insomnia, somnolence, weight gain, anorexia, or increased appetite.  Many of these effects can increase the risk for falls 

· Bupropion may increase seizure risk and be associated with seizures in susceptible individuals

· SSRIs in combination with other medications affecting serotonin (e.g., tramadol, St. John’s Wort, linezolid, other SSRI’s) may increase the risk for serotonin syndrome and seizures

	Monoamine oxidase inhibitors (MAOIs), e.g.,

· isocarboxazid

· phenelzine

· tranylcypromine


	Indications/Contraindications
· Should not be administered to anyone with a confirmed or suspected cerebrovascular defect or to anyone with confirmed cardiovascular disease or hypertension

· Should not be used in the presence of pheochromocytoma

· MAO Inhibitors are rarely utilized due to their potential interactions with tyramine or tryptophan-containing foods, other medications, and their profound effect on blood pressure

Adverse Consequences

· May cause hypertensive crisis if combined with certain foods, cheese, wine

Exception:  Monoamine oxidase inhibitors such as selegiline (MAO-B inhibitors) utilized for Parkinson’s Disease, unless used in doses greater than 10 mg per day
Interactions

· Should not be administered together or in rapid succession with other MAO inhibitors, tricyclic antidepressants, bupropion, SSRIs, buspirone, sympathomimetics, meperidine, triptans, and other medications that affect serotonin or norepinephrine

	Tricyclic antidepressants (TCAs), e.g., 

· amitriptyline

· amoxapine

· doxepin

· combination products, e.g.,

· amitriptyline and chlordiazepoxide

· amitripytline and perphenazine     
	Indications
· Because of strong anticholinergic and sedating properties, TCAs and combination products are rarely the medication of choice in older individuals

Exception:  Use of TCAs may be appropriate if:

· The resident is being treated for neurogenic pain (e.g., trigeminal neuralgia, peripheral neuropathy), based on documented evidence to support the diagnosis; and

· The relative benefits outweigh the risks and other, safer agents including non-pharmacological interventions or alternative therapies are not indicated or have been considered, attempted, and failed

Adverse Consequences
· Compared to other categories of antidepressants, TCAs cause significant anticholinergic side effects and sedation (nortriptyline and desipramine are less problematic)

	Antidiabetic medications
	

	Insulin and oral hypoglycemics, e.g.,

· acarbose

· acetohexamide

· chlorpropamide 

· glimepiride

· glipizide

· glyburide 

· metformin

· repaglinide

· rosiglitazone

· tolazamide

· tolbutamide

Including combination products, e.g.,

· rosiglitazone/metformin

· glyburide/metformin

· glipizide/metformin

· pioglitazone/metformin


	Monitoring
· Use of anti-diabetic medications should include monitoring (for example, periodic blood sugars) for effectiveness based on desired goals for that individual and to identify complications of treatment such as hypoglycemia, impaired renal function

NOTE:
Continued or long-term need for sliding scale insulin for non-emergency coverage may indicate inadequate blood sugar control

· Residents on rosiglitazone should be monitored for visual deterioration due to new onset and/or worsening of macular edema in diabetic patients

Adverse Consequences

· Metformin has been associated with the development of lactic acidosis (a potentially life threatening metabolic disorder), which is more likely to occur in individuals with:

· serum creatinine ≥ 1.5 mg/dL in males or ≥ 1.4 mg/dL in females

· abnormal creatinine clearance from any cause, including shock, acute myocardial infarction, or septicemia
· age ≥ 80 years unless measurement of creatinine clearance verifies normal renal function

· radiologic studies in which intravascular iodinated contrast materials are given

· congestive heart failure requiring pharmacological management

· acute or chronic metabolic acidosis with or without coma (including diabetic ketoacidosis)
· Rosiglitazone and pioglitazone have been associated with edema and weight gain; therefore, their use should be avoided in residents with Stage III or Stage IV heart failure

· Sulfonylureas can cause the syndrome of inappropriate antidiuretic hormone (SIADH) and result in hyponatremia

	chlorpropamide

glyburide 
	Indications

· Chlorpropamide and glyburide are not considered hypoglycemic agents of choice in older individuals because of the long half-life and/or duration of action and increased risk of hypoglycemia

Adverse Consequences 

· May cause prolonged and serious hypoglycemia (with symptoms including tachycardia, palpitations, irritability, headache, hypothermia, visual disturbances, lethargy, confusion, seizures, and/or coma)

	Antifungals
	

	Imidazoles for systemic use, e.g.,

· fluconazole

· itraconazole

· ketoconazole


	Indications
· Should be used in lowest possible dose for shortest possible duration, especially in anyone receiving other medications known to interact with these medications

Interactions/Adverse Consequences
· Interaction with warfarin can cause markedly elevated PT/INR, increasing bleeding risk

· Multiple potentially significant medication interactions may occur, for example:
· These medications when administered concurrently may increase the effect or toxicity of phenytoin, theophylline, sulfonylureas (hypoglycemics)
· Other medications such as rifampin and cimetidine may decrease the effect of these antifungals

· May cause hepatotoxicity, headaches, GI distress

Monitoring

· Enhanced monitoring may be required to identify and minimize adverse consequences when these antifungals are given with the following:

· warfarin (PT/INR)

· phenytoin (serum phenytoin levels)

· theophylline (serum theophylline levels) 

· sulfonylureas (fasting blood glucose)

	Antimanic medications
	

	Lithium
	Indications
·  SEQ CHAPTER \h \r 1Should generally not be given to individuals with significant renal or cardiovascular disease, severe debilitation, dehydration, or sodium depletion

Monitoring
·  SEQ CHAPTER \h \r 1Toxic levels are very close to therapeutic levels. Serum lithium concentration should be monitored periodically, and dosage adjusted accordingly

Interactions/Adverse Consequences 
· May cause potentially dangerous sodium imbalance  

·  SEQ CHAPTER \h \r 1Adverse consequences may occur at relatively low serum concentrations (1–1.5 mEq/L)

· Serum lithium concentration levels can be affected by many other medications, e.g., thiazide diurectics, ACE inhibitors, NSAIDs

	Antiparkinson medications
	

	All classes, e.g., 

Catechol-O-Methyl Transferase (COMT) Inhibitors, e.g.,

· entacapone


	Adverse Consequences

· May cause significant confusion, restlessness, delirium, dyskinesia, nausea, dizziness, hallucinations, agitation
· Increased risk of postural hypotension and falls, especially when given in conjunction with antihypertensive medications

	Dopamine agonists, e.g.,

· bromocriptine

· ropinirole

· pramipexole

MAO inhibitors, e.g.,

· selegiline

Others, e.g.,

· amantadine

Various dopaminergic combinations, e.g.,

· carbidopa/levodopa

· carbidopa/levodopa/ entacapone
	

	Antipsychotic medications 
	

	All classes, e.g.,

First generation (conventional) agents, e.g.
· chlorpromazine 

· fluphenazine 

· haloperidol 

· loxapine 

· mesoridazine 

· molindone 

· perphenazine 

· promazine 

· thioridazine 

· thiothixene 

· trifluoperazine 

· triflupromazine 

Second generation (atypical) agents, e.g.
· asenapine

· aripiprazole 

· clozapine
· iloperidone

· lurasidone 

· olanzapine
· paliperidone 

· quetiapine 

· risperidone 

· ziprasidone 


	 SEQ CHAPTER \h \r 1Indications
A. CONDITIONS OTHER THAN DEMENTIA
· An antipsychotic medication should generally be used only for the following conditions/diagnoses as documented in the record and as meets the definition(s) in the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Training Revision (DSM-IV TR) or subsequent editions):

· Schizophrenia

· Schizo-affective disorder
· Schizophrenifrom disorder
· Delusional disorder

· Mood disorders (e.g. bipolar disorder, severe depression refractory to other therapies and/or with psychotic features)

· Psychosis in the absence of dementia
· Medical illnesses with psychotic symptoms (e.g., neoplastic disease or delirum) and/or treatment related psychosis or mania (e.g. high-dose steroids)
· Tourette’s Disorder

· Huntington disease

· Hiccups (not induced by other medications)

· Nausea and vomiting associated with caner or chemotherapy

B.  BEHAVIORAL OR PSYCHOLOGICAL SYMPTOMS OF DEMEINTA (BPSD)
(Use this guidance in conjunction with guidance at 483.25 F309 Quality of Care, Review of Care and Services for a Resident with Dementia. Also consier 483.10(d)(2) F154, Right to be informed in advance about care and treatment; F155, Right to refuse treatment; and 483.10(d)(3) F280, Right to participate in planning care and treatment.
Antipsychotic medications are only appropriate for elderly residents in a small minority of circumstances (unless the antipsychotic is prescribed to treat preciously diagnosed mental illness such as schizophrenia or possibly other conditions listed above). All antipsychotic medications carry a Food and Drug Administration (FDA) Black Box Warning. Since June 16, 2008, FDA warned healthcare professionals that both conventional and atypical antipsychotics are associated with an increased risk of death in elderly patients treated for dementia-related psychosis. 

Antipsychotic medications may be considered for elderly residents with dementia but only after medical, physical, functional, psychological, emotional, psychiatric, social and environmental causes have been identified and addressed. Antipsychotic medications must be prescribed at the lowest possible dosage for the shortest period of time and are subject to gradual dose reduction and re-review.

INADEQUATE INDICATIONS:

Antipsychotic medications in persons with dementia should not be used if the only indication is one or more of the following
· Wandering

· Poor self-care

· Restlessness

· Impaired memory

· Mild anxiety

· Insomnia

· Inattention or indifference to surroundings

· Sadness or crying alone that is not related to depression or other psychiatric disorders

· Fidgeting

· Nervousness

· Uncooperativeness (e.g. refusal of or difficulty receiving care).

CRITERIA:

All of the above highlight conditions diagnoses where antipsychotic medications may possibly be appropriate, but diagnoses alone do not warrant the use of an antipsychotic unless the following criteria are also met:

· The behavioral symptoms present a danger to the resident or others

AND one or both of the following:

· The symptoms are identified as being due to mania or psychosis (such as: auditory, visual, or other hallucinations; delusions, paranoia or grandiosity);

OR
· Behavioral interventions have been attempted and included in the plan of care, except in an emergency.

Additional Criteria:

ACUTE SITUATIONS/EMERGENCY:

When an antipsychotic medication is being initiated or used to treat an emergency situation(i.e. acute onset or exacerbation of symptoms or immediate threat to health or safety of resident or others) related to one or more of the aforementioned conditions/diagnosis, the use must meet the above criteria and all of the following additional requirements:

1. The acute treatment period is limited to seven days or less; AND

2. A clinician in conjunction with the interdisciplinary team must evaluate and document the situation within 7 days to identify and address any contribution and underlying causes of the acute condition and verify the continuing need for an antipsychotic medication. 
3. If the behaviors persist beyond the emergency situation, pertinent non-pharmacological interventions must be attempted, unless clinically contraindicated, and documented following the resolution of the acute psychiatric event.

Additional Criteria:

ENDURING CONDITIONS

Antipsychotic medications may be used to treat an enduring (i.e., non-acute; chronic or prolonged) condition, if the clinical condition/diagnosis meets the criteria in section B above.

In addition, before initiating or increasing an antipsychotic medication for enduring conditions, the target behavior/s must be clearly and specifically identified and documented. Monitoring must ensure that the behavioral symptoms are:

1. Not due to a medical condition or problem (e.g., pain, fluid or electrolyte imbalance, infection, obstipation, medication side effect or polypharmacy) that can be expected to improve or resolve as the underlying condition is treated or the offending medication(s) are discontinued;

AND
2. Not due to environmental stressors alone (e.g., alteration in the resident’s customary location or daily routine, unfamiliar care provider, hunger or thirst, excessive noise for that individual, inadequate or inappropriate staff response), that can be addressed to improve the symptoms or maintain safety;
AND
3. Not due to psychological stressors alone (e.g., loneliness, taunting abuse) anxiety or fear stemming from misunderstanding related to his or her cognitive impairment (e.g., the mistaken belief that this is not where he/she lives or inability to find his or her clothes or glasses, unaddressed sensory deficit that can be expected to improve or resolve as the situation is addressed;

AND
4. Persistent. In this case, there must be clear documented evidence in the medical record that the situation or condition continues or recurs over time (persists) and that other approaches that have been attempted have failed to adequately address the behavioral/psychological symptoms and that the resident’s quality of life is negatively affected by the behaviors/symptoms as described above. 
NEW ADMISSIONS:

Many residents are admitted to as SNF/NF already on an antipsychotic medication. The medication may have been started in the hospital or the community, which can make it challenging for the facility and clinical team to identify the indication for use. However, the facility is responsible for:

· Preadmission screening for mentally ill and intellectually disabled individuals, and;

· Obtaining physician’s orders for the resident’s immediate care.

The PASRR screening (F285) should provide pertinent information including appropriate clinical indications for the use of an antipsychotic. 

For residents who do not require PASRR screening and are admitted on an antipsychotic medication, the facility must re-evaluate the use of the antipsychotic medication at the time of admission and/or within two weeks of admission (at the time of the initial MDS assessment) and consider whether or not the medication can be reduced (tapered) or discontinued.

	
	Dosage

· When dosing an antipsychotic, the treatment should be at the lowest possible dose to improve the target symptoms being monitored. It is important to note that doses for acute indications (e.g. delirium or acute psychosis) may differ from those used for long-term treatment of various conditions. 
· The table below is provided only as a general guide for residents with dementia who have met all of the criteria outlined above. Orders for doses greater that those that appear in the table warrant closer review for adverse effects and risk/benefit evaluation. However, also note that in some cases, residents may require lower doses than those listed on the table. This is an individual, clinical decision based on a number of complex factors. 
Daily Dose Thresholds for Antipsychotic Medications Used to Treat Residents with BPSD
Generic Medication

Dosage


First Generation

First Generatio or Typical Agents

chlorpromazine

75 mg

fluphenazine

4 mg

haloperidol

2 mg 

loxapine

10 mg

molindone

10 mg

perphenazine

8 mg

thioridazine

75 mg*
thiothixene

7 mg

trifluoperazine

8 mg



	
	Generic Medication

Dosage

Second Generation or Atypical
aripiprazole

10 mg

clozapine

 50 mg

olanzapine

5mg
quetiapine

150 mg

risperidone

2 mg

ziprasidone

**
Paliperidone
**
Asenapine

**

Iloperidone 

**

Lurasidone

**

*Due to additional black box warnings of QTC prolongation, its use should be avoide.
** No studies have been conducted or have results available to assess the drug’s safety or efficacy in oldr adults with dementia.
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	Duration

· Refer to Section V – Tapering of a Medication Dose/Gradual Dose Reduction (GDR) in the guidance. 

	
	Monitoring
· When monitoring antipsychotics, it is important to not only evaluate ongoing effectiveness and potential adverse consequences, as discussed below, but also to evaluate the use of any other psychopharmacological medications (e.g., mood stabilizers, benzodiazepines) being given to the resident. 
Effectiveness: 

After initiating or increasing the dose of an antipsychotic medication, the behavioural symptoms must be re-evaluated periodically (at least during quarterly care plan review, but often more frequently, depending on the residents’ response to the medication) to determine the effectiveness of the antipsychotic and the potential for reducing or discontinuing the dose based on target symptoms and any adverse effects or functional impairment.

Potential Adverse Consequences:

The facility assures that residents are being adequately monitored for adverse consequences such as:

· GENERAL: anticholinergic effects, falls, excessive sedation

· CARDIOVASCULAR: cardiac arrhythmias, orthostatic hypotension

· METABOLIC: increase in total cholesterol and triglycerides, unstable or poorly controlled blood sugar, weight gain

· NEUROLOGIC: akathisia, neuroleptic malignant syndrome (NMS), parkinsonism, tardive dyskinesia, cerebrovascular event (e.g., stroke, transient ischemic attack (TIA)) in individuals with dementia

If the antipsychotic medication is identified as probably causing or contributing to adverse consequences as identified above, the facility must act upon this. In some cases the benefits of treatment will still be considered to outweigh the risks or burdens of treatment, so the medication may be continued; however, the facility and prescriber must document the rationale for the decision and also that the resident, family member or legal representative is aware of and involved in the decision to continue the medication.

	Anxiolytics
	

	All Anxiolytics

Benzodiazepines, Short-acting, e.g.,

· alprazolam

· estazolam

· lorazepam

· oxazepam

· temazepam

Benzodiazepines, Long acting, e.g., 

· chlordiazepoxide

· clonazepam 

· clorazepate 

· diazepam

· flurazepam  

· quazepam 

buspirone 

Other antidepressants except bupropion
	Indications

· Anxiolytic medications should only be used when: 

· Use is for one of the following indications as defined in the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Training Revision (DSM-IV TR) or subsequent editions:

a.
Generalized anxiety disorder

b.
Panic disorder

c.
Symptomatic anxiety that occurs in residents with another diagnosed psychiatric disorder 

d.
Sleep disorders (See Sedatives/Hypnotics)

e.
Acute alcohol or benzodiazepine withdrawal

f. Significant anxiety in response to a situational trigger

g.
Delirium, dementia, and other cognitive disorders with associated behaviors that:

· Are quantitatively and objectively documented; 

· Are persistent;  

· Are not due to preventable or correctable reasons; and

· Constitute clinically significant distress or dysfunction to the resident or represent a danger to the resident or others
· Evidence exists that other possible reasons for the individual’s distress have been considered; and 

· Use results in maintenance or improvement in the individual’s mental, physical or psychosocial well-being (e.g., as reflected on the MDS or other assessment tools); or  

· There are clinical situations that warrant the use of these medications such as:

· a long-acting benzodiazepine is being used to withdraw a resident from a short-acting benzodiazepine 
· used for neuromuscular syndromes (e.g., cerebral palsy, tardive dyskinesia, restless leg syndrome or seizure disorders) 

· symptom relief in end of life situations

Dosage

· Dosage is less than, or equal to, the following listed total daily doses unless higher doses (as evidenced by the resident’s response and/or the resident’s clinical record) are necessary to maintain or improve the resident’s function

Total Daily Dose Thresholds for Anxiolytic Medications

Generic Medication

Dosage

flurazepam

15 mg

chlordiazepoxide

20 mg

clorazepate

15 mg

Diazepam

5 mg

clonazepam

1.5 mg

Quazepam

7.5 mg

Estazolam

0.5 mg

alprazolam

0.75 mg

Oxazepam

30 mg

Lorazepam

2 mg

Duration

· If used to manage behavior, stabilize mood, or treat a psychiatric disorder, refer to Section V – Tapering of a Medication Dose/Gradual Dose Reduction (GDR) in the guidance

 Adverse Consequences

· May increase risk of confusion, sedation, and falls

	diphenhydramine and hydroxyzine
	Indications

· Not appropriate for use as an anxiolytic

	meprobamate
	Indications

· Highly addictive and sedating medication; not indicated for use in older individuals

Dosage/Duration

· Those who have used meprobamate for prolonged periods may be physically and/or psychologically dependent and may need to be withdrawn slowly

	Cardiovascular medications (including antihypertensives)
	

	All antiarrhythmics


	Adverse Consequences 

· Cardiac antiarrhythmics can have serious adverse effects in older individuals, including impaired mental function, falls, appetite, behavior, and heart function

	amiodarone
	Indications

· Only approved indication for use is to treat documented life-threatening recurrent ventricular arrhythmias that do not respond to other antiarrhythmic agents or when alternative agents are not tolerated

· Common off-label use to treat atrial fibrillation; however, literature suggests that in many higher risk individuals, alternative approaches to managing atrial fibrillation (rate control and anticoagulation) are equally effective and less toxic*

* Goldschlager, N., Epstein, A.E., Naccarelli, G., Olshansky, B., & Singh, B. (2000).  Practical guidelines for clinicians who treat patients with amiodarone.  Archives of Internal Medicine, 160, pp. 1741-1748.

* Denus, S., Sanoski, C.A., Carlson, J., Opolski, G., & Spinler, S.A. (2005).  Rate vs rhythm control in patients with atrial fibrillation:  A meta-analysis. Archives of Internal Medicine, 165, pp. 258-262.

Dosage/Monitoring

· It is critical to carefully consider risks and benefits, to use the lowest possible dose for the shortest possible duration, to closely monitor individuals receiving long-term amiodarone, and to seek and identify adverse consequences

Interactions/Adverse Consequences

· May cause potentially fatal toxicities, including pulmonary toxicity (hypersensitivity pneumonitis or interstitial/alveolar pneumonitis) and hepatic injury.  May cause hypothyroidism, exacerbate existing arrhythmia, and worsen heart failure.  Can also impair mental function and behavior

· May cause clinically significant medication interactions; for example, with digoxin and warfarin

· Toxicity increases with higher doses and longer duration of use

	disopyramide 
	Adverse Consequences

· Disopyramide has potent negative inotropic effects (decreased force of heart contraction), which may induce heart failure in older individuals, and is also strongly anticholinergic

	All antihypertensives 
	Dosage/Monitoring

· Doses of individual antihypertensives may require modification in order to achieve desired effects while minimizing adverse consequences, especially when multiple antihypertensives are prescribed simultaneously

· When discontinuing some antihypertensives (e.g., clonidine, beta blockers), gradual tapering may be required to avoid adverse consequences caused by abrupt cessation

Interactions/Adverse Consequences

· May cause dizziness, postural hypotension, fatigue, and an increased risk for falls

· Many other medications may interact with antihypertensives to potentiate their effect (e.g., levodopa, nitrates)

	Alpha blockers, e.g.,

· alfuzosin 

· doxazosin 

· prazosin 

· tamsulosin
· terazosin 
	Adverse Consequences

· Doxazosin, prazosin, and terazosin can cause significant hypotension and syncope during the first few doses. Therefore, these medications should be initiated at bedtime with a slow titration of dose

· Prazosin can cause more CNS side effects and generally should be avoided in older individuals

	Angiotensin converting enzyme (ACE) inhibitors, e.g.,

· benazepril

· captopril

· enalapril

· fosinopril

· lisinopril

· ramipril
Angiotensin II receptor blockers, e.g., 

· candesartan

· eprosartan

· irbesartan

· losartan

· olmesartan

· valsartan

	Monitoring

· Monitoring of serum potassium is necessary especially in individuals receiving ACE inhibitors with potassium, or potassium sparing diuretics

Adverse Consequences

· May cause angioedema (signs and symptoms of immediate hypersensitivity), chronic persistent nonproductive cough, or may worsen renal failure

· Potential for life-threatening elevation of serum potassium concentrations when used in combination with potassium supplements, potassium-sparing diuretics including spironolactone

	Beta adrenergic blockers,  SEQ CHAPTER \h \r 1e.g.,

Nonselective, e.g., 

· propranolol 

Cardioselective, e.g.,

· atenolol

· esmolol

· metoprolol

· nadolol

· timolol 
	Adverse Consequences

·  SEQ CHAPTER \h \r 1May cause or exacerbate:

· Bradycardia, especially in individuals receiving other medications that affect cardiac conduction (e.g., calcium channel blockers);

· Dizziness, fatigue; depression, bronchospasm (especially, but not exclusively, propranolol); or

· Cardiac decompensation that may require adjusting dose in residents with acute heart failure

· May mask tachycardia associated with symptomatic hypoglycemia 

· May have increased effect or may accumulate in individuals with hepatic impairment

	Calcium channel blockers, e.g.,

· nifedipine

· isradipine

· amlodipine

· nisoldipine

· diltiazem

· verapamil
	Adverse consequences

· May cause clinically significant constipation

· May cause peripheral edema

· Some agents may cause generalized aching, headache, muscle pain

· Short acting/immediate release nifedipine increases the risk of cardiac complications and should not be used

	methyldopa 

Including combination products such as methyldopa/ hydrochlorothiazide 
	Indications

· Alternate treatments for hypertension are preferred
Adverse Consequences

· May cause bradycardia and excessive sedation; may exacerbate depression in older individuals

	digoxin
	Indications

· Digoxin is indicated only for the following diagnoses: congestive heart failure, atrial fibrillation, paroxysmal supraventricular tachycardia, or atrial flutter

·  SEQ CHAPTER \h \r 1Should be used with caution in individuals with impaired renal function

Dosage

·  SEQ CHAPTER \h \r 1Daily doses in older individuals should ordinarily not exceed 0.125 mg/day except when used to control atrial arrhythmia and ventricular rate

Monitoring

· Must be used cautiously in individuals with renal failure or fluid and electrolyte imbalance, with close monitoring for adverse consequences and monitoring, as indicated, of both renal function and serum medication concentration (“digoxin level”)

· Adverse consequences may occur even with therapeutic serum concentration, especially in older individuals

Interactions/Adverse Consequences

·  SEQ CHAPTER \h \r 1May interact with many other medications, possibly resulting in digoxin toxicity or elevated serum concentrations of other medications 

·  SEQ CHAPTER \h \r 1May cause significant bradycardia, especially when used in individuals taking other medications affecting cardiac conduction

·  SEQ CHAPTER \h \r 1Toxicity may cause fatigue, nausea, vomiting, anorexia, delirium, cardiac arrhythmia

	Diuretics, e.g., 

· bumetanide 

· ethacrynic acid

· furosemide

· hydrochlorothiazide

· metolazone

· spironolactone

· torsemide 

· triamterene

	Adverse Consequences

· May cause fluid and electrolyte imbalance (hypo/hypernatremia, hypo/hyperkalemia, dehydration, etc.), hypotension; may precipitate or exacerbate urinary incontinence, falls

	Nitrates, e.g.,

· isosorbide mononitrate 

· isosorbide dinitrate
· nitroglycerin
	Adverse Consequences

· May cause headaches, dizziness, lightheadedness, faintness, or symptomatic orthostatic hypotension, especially when initially started or when taken in combination with antihypertensive medications  

	Cholesterol lowering medications 
	

	HMG-CoA Reductase Inhibitors (“statins”), e.g.,

· atorvastatin

· fluvastatin

· lovastatin

· pravastatin

· rosuvastatin

· simvastatin


	Monitoring

· Liver function monitoring should be performed consistent with manufacturer’s recommendations, generally accepted as:

· Prior to initiation of therapy, at 12 weeks following both initiation of therapy and any increase in dose, and periodically (e.g., semiannually) thereafter

Adverse Consequences 

· May impair liver function; liver function tests should be monitored as indicated above

· May cause muscle pain, myopathy, and rhabdomyolysis (breakdown of skeletal muscle) that can precipitate kidney failure especially in combination with other cholesterol lowering medications. 

	cholestyramine
	Interactions

· May reduce the absorption of other medications being taken concurrently. Other medications, including diuretics, beta-blockers, corticosteroids, thyroid hormones, digoxin, valproic acid, NSAIDs, sulfonylureas, and warfarin should be administered one hour before or four hours after cholestyramine administration to avoid this interaction

Adverse Consequences 

· May cause constipation, dyspepsia, nausea or vomiting, abdominal pain

	fibrates, e.g.,

· fenofibrate

· clofibrate
	Monitoring

· Fenofibrate and clofibrate require regular monitoring of liver tests as well as evaluating the complete blood count (CBC) prior to and after initiation

	Niacin
	Monitoring

· Monitor glucose and liver function tests regularly

Adverse Consequences

· Interferes with glucose control and can aggravate diabetes

· Can exacerbate active gallbladder disease and gout

· Flushing is common

	Cognitive Enhancers
	

	Cholinesterase inhibitors, e.g., 

·  SEQ CHAPTER \h \r 1donepezil

· galantamine

· rivastigmine 
	Indications

· As the underlying disorder progresses into advanced stages, the continued use of the medication should be reevaluated

Adverse Consequences 

·  SEQ CHAPTER \h \r 1May affect cardiac conduction, especially in individuals who already have a cardiac conduction disorder or who are taking other medications that affect heart rate

· May cause insomnia, dizziness, nausea, vomiting, diarrhea, anorexia, and weight loss

· Should be used with caution in individuals with severe asthma or obstructive pulmonary disease

	NMDA receptor antagonists, e.g.,

· memantine
	Indications

· As the underlying disorder progresses into advanced stages, the continued use of the medication should be reevaluated

Adverse Consequences

· May cause restlessness, distress, dizziness, somnolence, hypertension, headache, hallucinations, or increased confusion

	Cough, cold, and allergy medications 
	

	All cough, cold, allergy medications  
	Indications/Duration

· Should be used only for a limited duration (less than 14 days) unless there is documented evidence of enduring symptoms that cannot otherwise be alleviated and for which a cause cannot be identified and corrected

	Antihistamine H-1 blockers, e.g.,

· chlorpheniramine

· cyproheptadine

· diphenhydramine

· hydroxyzine 

· meclizine

· promethazine 
	Indications

· H-1 blocker antihistamines have strong anticholinergic properties and are not considered medications of choice in older individuals

· If appropriate and effective, topical instead of oral diphenhydramine should be considered for allergic reactions involving the skin

Dosage/Duration

· Should be used in the smallest possible dosage for the shortest possible duration, especially in individuals who are susceptible to anticholinergic side effects or who are receiving other medications with anticholinergic properties (see Table II)

Adverse Consequences

· May cause excessive sedation, confusion, cognitive impairment, distress, dry mouth, constipation, urinary retention.  These may lead to other adverse consequences such as falls

	Oral decongestants, e.g.,  

· pseudoephedrine
	Adverse Consequences

· May cause dizziness, nervousness, insomnia, palpitations, urinary retention, elevated blood pressure

· Should be used with caution in individuals who have insomnia or hypertension

	Gastrointestinal medications  
	

	Phenothiazine-related  antiemetics, e.g.,

· prochlorperazine

· promethazine


	Indications

· Use with caution in individuals with Parkinson’s disease, narrow-angle glaucoma, BPH, seizure disorder

Adverse Consequences

· May cause sedation, dizziness, drowsiness, postural hypotension, and neuroleptic malignant syndrome

· May lower seizure threshold 

· Promethazine and prochlorperazine may cause anticholinergic effects, such as constipation, dry mouth, blurred vision, urinary retention

· May cause extrapyramidal symptoms, including medication-induced parkinsonism, acute dystonic reactions, akathisia, and tardive dyskinesia

· May alter cardiac conduction or induce arrhythmias

	trimethobenzamide 


	Adverse Consequences

· Relatively ineffective antiemetic that can cause significant extrapyramidal side effects in addition to lethargy, sedation, confusion

Exception:  May be indicated in patients with Parkinson’s Disease taking apomorphine

	metoclopramide 
	Indications

· High-risk medication with limited clinical indication and limited demonstrated effectiveness*

· Not recommended for first-line treatment of gastroesophageal reflux disease, especially in older individuals

· When used for diabetic gastroparesis, or other indications, relative benefits and risks should be assessed and documented

* Lata, P.F., Pigarelli, D.L. (2003). Chronic metoclopramide therapy for diabetic gastroparesis. Ann Pharmacotherapy, 37(1), pp. 122-126.

Adverse Consequences

· Especially in older individuals, metoclopramide may cause restlessness, drowsiness, insomnia, depression, distress, anorexia, and extrapyramidal symptoms, and may lower the seizure threshold

· May increase seizures in individuals with seizure disorders or exacerbate symptoms in individuals with Parkinson’s Disease

Monitoring

· It is essential to closely monitor at-risk individuals for adverse consequences

	Proton pump inhibitors (PPI), e.g.,

· esomeprazole

· lansoprazole 

· omeprazole

· rabeprazole 

H-2 antagonists, e.g.,

· cimetidine

· famotidine 

· ranitidine
	Indications

· Indication for use should be based on clinical symptoms and/or endoscopic findings

· When used to treat or prevent NSAID-induced gastritis or esophagitis, documentation should exist that other, less GI-toxic analgesics have been tried or were not indicated

Duration

· If used for greater than 12 weeks, clinical rationale for continued need and/or documentation should support an underlying chronic disease (e.g., GERD) or risk factors (e.g., chronic NSAID use)

Dosage

· Dosing of histamine-H2 antagonists should be based on renal function

Interactions

· Cimetidine has higher incidence of medication interactions and should be avoided in older individuals

Adverse Consequences 

· May cause or exacerbate headache, nausea, vomiting, flatulence, dysphagia, abdominal pain, diarrhea, or other gastrointestinal symptoms

· H-2 antagonists may cause confusion 

· PPIs may increase the risk of clostridium difficile colitis

	Glucocorticoids
	

	All glucocorticoids (except topical or inhaled dosage forms), e.g.,

· dexamethasone

· hydrocortisone

· methylprednisolone

· prednisone
	Duration/Monitoring

· Necessity for continued use should be documented, along with monitoring for and management of adverse consequences

Adverse Consequences 

· Intermediate- or longer-term use may cause hyperglycemia, psychosis, edema, insomnia, hypertension, osteoporosis, mood lability, or depression

	Hematinics
	

	Erythropoiesis stimulants, e.g.,

· darbepoetin

· erythropoietin
	Indications

· Assessment of causes and categories of anemia should precede or accompany the use of this medication

Monitoring

· Use must be monitored according to specific manufacturer’s instructions including blood pressure, baseline serum iron or ferritin level, and frequent complete blood count (CBCs) to permit tapering or discontinuation when hemoglobin/hematocrit reaches or exceeds target ranges 

Adverse Consequences

· May cause or worsen hypertension 

· Excessive dose or duration can lead to polycythemia, dangerous thrombotic events including myocardial infarction and stroke

	Iron
	Indications

· Iron therapy is not indicated in anemia of chronic disease when iron stores and transferrin levels are normal or elevated

Dosage/Duration

· Clinical rationale should be documented for long-term use (greater than two months) or administration more than once daily for greater than a week, because of side effects and the risk of iron accumulation in tissues

Monitoring

· Baseline serum iron or ferritin level and periodic CBC or hematocrit/ hemoglobin 

Adverse Consequences 

· May cause constipation, dyspepsia

· Can accumulate in tissues and cause multiple complications if given chronically despite normal or high iron stores

	Laxatives
	

	All categories including bulk producing laxatives, hyperosmolar agents, saline laxatives, stimulant laxatives, emollient laxatives
	Adverse Consequences

· May cause flatulence, bloating, abdominal pain 

· Bulk forming laxatives and stool softeners may cause accumulation of stool and possible bowel obstruction, if not used with adequate fluids or in individuals with other causes of impaired bowel motility

	Muscle relaxants
	

	All muscle relaxants, e.g.,

· baclofen

· carisoprodol

· chlorzoxazone

· cyclobenzaprine

· dantrolene

· metaxalone

· methocarbamol

· orphenadrine


	Indications/Adverse Consequences

· Most are poorly tolerated by older individuals due to anticholinergic side effects (see Table II), sedation, or weakness

· Long-term use in individuals with complications due to multiple sclerosis, spinal cord injuries, cerebral palsy, and other select conditions may be indicated, although close monitoring is still warranted

· Abrupt cessation of some muscle relaxants may cause or predispose individuals to seizures or hallucinations

Exception:  Periodic use (once every three months) for a short duration (not more than seven days) may be appropriate, when other interventions or alternative medications are not effective or not indicated

	Orexigenics (appetite stimulants)
	

	All appetite stimulants, e.g.,

· megesterol acetate 

· oxandrolone 

· dronabinol 


	Indications

· Use should be reserved for situations where assessment and management of underlying correctable causes of anorexia and weight loss is not feasible or successful, and after evaluating potential benefits/risks

Monitoring

· Appetite and weight should be monitored at least monthly and agent should be discontinued if there is no improvement. 

Adverse Consequences 

· Megesterol acetate may cause fluid retention, adrenal suppression, and symptoms of adrenal insufficiency

· Oxandrolone may cause virilization of females and feminization of  males, excessive sexual stimulation, and fluid retention

· Dronabinol may cause tachycardia, orthostatic hypotension, dizziness, dysphoria, and impaired cognition, which may lead to falls

	Osteoporosis medications 
	

	Bisphosphonates, e.g.,

· alendronate

· ibandronate

· risedronate


	Dosage

· These medications must be taken according to very specific directions, including time of day, position, and timing relative to other medications and food
Monitoring

· Individuals receiving these medications should be monitored closely for gastrointestinal complications, including esophageal or gastric erosion 
Adverse Consequences 

· Potential to cause gastrointestinal symptoms including dysphagia, esophagitis, gastritis, or esophageal and gastric ulcers, especially when given to individuals who are also taking oral corticosteroids, aspirin or other nonsteroidal anti-inflammatory drugs (NSAIDs)

	Platelet inhibitors
	

	All platelet inhibitors, e.g.,

· dipyridamole

· dipyridamole extended-release and aspirin (as fixed-dose combination)

· aspirin 

· clopidogrel
	Interactions/Adverse Consequences 

· May cause thrombocytopenia and increase risk of bleeding

· Common side effects include headache, dizziness, and vomiting

· See discussion at NSAIDs regarding aspirin

· Concurrent use with warfarin or NSAIDs may increase risk of bleeding

	ticlopidine


	Indication

· Use may be appropriate in individuals who have had a previous stroke or have evidence of stroke precursors (i.e., transient ischemic attacks (TIAs)), and who cannot tolerate aspirin or another platelet inhibitor

Adverse Consequences

· Associated with more severe side effects and considerably more toxic than other platelet inhibitors; use should be avoided in older individuals

· Most serious side effects involve the hematologic system, including potentially life-threatening neutropenia

· May also cause nausea, vomiting, and diarrhea 

	Respiratory medications 
	

	theophylline
	Interactions

· Potentially significant interactions with many other medications may occur, especially various antibiotics, seizure medications, and cardiac medications 

Monitoring/Adverse Consequences 

· There should be monitoring for signs and symptoms of toxicity, such as arrhythmia, seizure, GI upset, diarrhea, nausea/vomiting, abdominal pain, nervousness, headache, insomnia, distress, dizziness, muscle cramp, tremor 

· Periodic monitoring of serum concentrations helps identify or verify toxicity

	Inhalant medications classes, e.g.,

Anticholinergic, e.g.,

· ipratropium

· tiotropium

Beta 2 agonists, e.g.,

· albuterol

· formoterol

· pirbuterol acetate

· salmeterol

Corticosteroids, e.g.,

· beclomethasone

· budesonide

· flunisolide

· fluticasone
· triamcinolone acetonide

Miscellaneous, e.g.,

· cromolyn

· nedocromil sodium
	Adverse Consequences

· Inhaled anticholinergics can cause xerostomia (dry mouth)

· Inhaled beta agonists can cause restlessness, increased heart rate, and anxiety
· Inhaled steroids can cause throat irritation and oral candidiasis, especially if the mouth is not rinsed after administration

	Sedatives/Hypnotics (sleep medications)
	

	All hypnotics

Benzodiazepine hypnotics, e.g.,

· estazolam

· flurazepam

· quazepam 

· temazepam

· triazolam

Non-benzodiazepine hypnotics, e.g.,

· eszopiclone

· zaleplon

· zolpidem


	Indications

· Most cases of insomnia are associated with underlying conditions (secondary or co-morbid insomnia) such as psychiatric disorders (e.g., depression), cardiopulmonary disorders (e.g., COPD, CHF), urinary frequency, pain, obstructive sleep apnea, and restless leg syndrome.  Insomnia may be further described by the duration of symptoms

· Before initiating medications to treat insomnia, other factors potentially causing insomnia should be evaluated, including, for example:

· environment, such as excessive heat, cold, or noise; lighting

· inadequate physical activity

· facility routines that may not accommodate residents’ individual needs (e.g., time for sleep, awakening, toileting, medication treatments)

· provision of care in a manner that disrupts sleep

· caffeine or medications known to disrupt sleep
· pain and discomfort

	Melatonin receptor agonists, e.g.,

· ramelteon

Other hypnotics, e.g.,

· chloral hydrate

Miscellaneous agents used for sleep, e.g.,

· sedating antidepressants (e.g., trazodone)

· sedating antihistamines (e.g., hydroxyzine)


	· underlying conditions (secondary or co-morbid insomnia) such as psychiatric disorders (e.g., depression), cardiopulmonary disorders (e.g., COPD, CHF), urinary frequency, pain, obstructive sleep apnea, and restless leg syndrome

· It is expected that interventions (such as sleep hygiene approaches, individualizing the sleep and wake times to accommodate the person’s wishes and prior customary routine, and maximizing treatment of any underlying conditions) are implemented to address the causative factor(s)

· These guidelines apply to any medication that is being used to treat insomnia. Initiation of medications to induce or maintain sleep should be preceded or accompanied by other interventions to try to improve sleep.  All sleep medications should be used in accordance with approved product labeling; for example, timing and frequency of administration relative to anticipated waking time

· The use of sedating medications for individuals with diagnosed sleep apnea requires careful assessment, documented clinical rationale, and close monitoring
Exceptions:  

· Use of a single dose sedative for dental or medical procedures 

· During initiation of treatment for depression, pain or other comorbid condition(s), short-term use of a sleep medication may be necessary until symptoms improve or the underlying aggravating factor can be identified and/or effectively treated
Dosage

Daily Dose Thresholds For Sedative-Hypnotic Medications

Generic Medication

Oral Dosage

chloral hydrate*

500 mg

diphenhydramine*

25 mg

estazolam

0.5 mg

eszopiclone

1 mg

flurazepam*

15 mg

hydroxyzine*

50 mg

lorazepam

1 mg

oxazepam

15 mg

quazepam*

7.5 mg

ramelteon

8 mg

Generic Medication

Oral Dosage

temazepam

15 mg

triazolam*

0.125 mg

zalepon

5 mg

zolpidem IR
5 mg

zolpidem CR
6.25 mg
* These medications are not considered medications of choice for the management of insomnia, especially in older individuals.

Reference:
www.ahrq.gov/downloads/pub/evidence/pdf/insomnia/insomnia.pdf
Duration

If used to induce sleep or treat a sleep disorder, refer to  Section V – Tapering of a Medication Dose/Gradual Dose Reduction (GDR) in the guidance

	Barbiturates, e.g.,

· amobarbital

· butabarbital

· pentobarbital

· secobarbital

· phenobarbital

· amobarbital-secobarbital

· barbiturates with other medications
	NOTE:
Refers to barbiturates used to induce sleep or treat anxiety disorder
Indications

· Barbiturates should not be initiated in any dose for any individuals to treat anxiety or insomnia; as they are highly addictive and cause numerous adverse effects, especially in older individuals

Exception:  These guidelines do not apply to the use of phenobarbital to treat seizure disorders (see Anticonvulsant section)

Interactions/Adverse Consequences

· May increase the metabolism of many medications (e.g., anticonvulsants, antipsychotics), which may lead to decreased effectiveness and subsequent worsening of symptoms or decreased control of underlying illness 

· May cause hypotension, dizziness, lightheadedness, “hangover” effect, drowsiness, confusion, mental depression, unusual excitement, nervousness, headache, insomnia, nightmares, and hallucinations 

· May increase the risk for falls

	Thyroid medications
	

	All thyroid medications, e.g.,

· levothyroxine
· triiodothryonine
	Interactions

· Many clinically significant medication interactions have been identified; therefore, re-evaluation of medication doses is indicated

Dosage

· Initiation of thyroid supplementation should occur at low doses and be increased gradually to avoid precipitating cardiac failure or adrenal crisis

Monitoring

· Assessment of thyroid function (e.g., TSH, serum T4 or T3) should occur prior to initiation and periodically thereafter, including when new signs and symptoms of hypo- or hyperthyroidism are present

	Urinary incontinence medications
	

	Urinary Incontinence Types and Agents, e.g.,

Urge incontinence:


Anticholinergics, e.g.,

· darifenacin

· oxybutynin

· tolterodine

· trospium


Tricyclic antidepressants, e.g.,

· desipramine

· imipramine

Stress incontinence:


Alpha adrenergic agonists, e.g.,

· pseudoephedrine

Mixed incontinence, e.g.,

· estrogen replacement agents

· imipramine

Overflow incontinence, e.g.,

· alpha adrenergic antagonists (see antihypertensives)

· bethanechol chloride
	Indications

· Before or soon after initiating medication(s) to manage urinary incontinence, assessment of underlying causes and identification of the type/category of urinary incontinence needs to be documented

· These medications have specific, limited indications based on the cause and type/category of incontinence

Monitoring

· Ongoing assessments of the effects of the medication on the individual’s urinary incontinence as well as lower urinary tract symptoms should be done periodically

Adverse Consequences

· Anticholinergics and TCAs may cause anticholinergic effects (see Table II)

· Estrogen Replacement Agents: oral agents may cause systemic side effects and increased risks (e.g., deep venous thrombosis, breast cancer); therefore, topical agents may be preferred  

· Bethanechol may cause hypotension, increased sweating and salivation, headache, cramps, diarrhea, nausea and vomiting, and worsening of asthma


Reference: Centers for Medicare and Medicaid Services.  Transmittal 22, December 15, 2006.  Available at http://www.cms.hhs.gov/transmittals/downloads/R22SOMA.pdf
Warfarin Monitoring with Interacting Agents

Policy


PT/INR will be monitored for those residents on warfarin who are prescribed interacting agents in the following groups:  Penicillins, Sulfa, Quinolones, Macrolides, Metronidazole.

Procedures  

Nursing:





PT/INR will be monitored daily for those residents prescribed 






one of the above medications while on warfarin therapy.







Abnormal results will be communicated to physician for 






appropriate dose titration.

Antibiotics that can affect INR 

Quinolones:
Cipro

Ciprofloxacin



Levaquin
Levofloxacin



Avelox

Moxifloxacin



Tequin

Gatifloxacin



Factive

Gemifloxacin



Maxaquin
Lomefloxacin



Zagam

Sparfloxacin



Trovan

Trovafloxacin

Macrolides:
Zithromax
Azithromycin



Biaxin

Clarithromycin



Erythromycins
ALL



Dynabac

Cirithromycin

Sulfonamides:
Bactrim

Sulfamethoxazole/Trimethoprim



Septra



Gantrisin
Sulfisoxazole

Penicillins:
ALL

Ampicillin

Amoxicillin



Flagyl

Metronidazole

Insert 
 FLOWSHEET

vital Signs Monitoring

Policy


It is the policy of the facility to monitor blood pressure and pulse rates for residents maintained on specific medication.

Procedures  

Nurse:


1. Monitors blood pressures and pulse rate of resident where appropriate.

2. Obtains blood pressure and/or pulse rate daily prior to the first dose of the day for the first month of therapy and weekly thereafter.

3. Records blood pressure and/or pulse on the administration record.

4. Withholds medications if the pulse rate is below 60 beats per minute. A systolic blood pressure of less than 100 or a diastolic blood pressure of less than 60 will be used to determine withholding of medications unless otherwise specified by prescriber.

5. Notifies physician/prescriber if medications are held for three consecutive doses.

Examples of medications requiring blood pressure and pulse rate monitoring will include but are not limited to the following:

Beta –Adrenergic Blocking Agents – hold if pulse is less than 50:

Generic Name



Brand Name

Acebutolol



Sectral

Atenolol




Tenormin

Betaxolol



Kerlone, Betopic

Levobunolol



Betagan

Metoprolol



Lopressor

Nadolol




Corgard

Penbutolol



Levatol

Pindolol




Visken

Propranolol



Inderal

Timolol




Blocadren/Timoptic

Carvedilol



Coreg

Labetalol



Trandate

Calcium Channel Blocking Agents:

Generic Name



Brand Name

Diliazem



Cardizem

Nicardipine 



Cardene

Nifedipine



Procardia, Adalat

Verapamil
 


Nimotop

Amlodipine



Norvasc

Examples of medications requiring pulse rate monitoring will include but are not listed to:

Cardiotonic Agents:


Generic




Brand Name

Digoxin




Lanoxin

Anti-Arrythmics:


Generic




Brand Name

Amidarone



Cordarone

Disopyraminde



Norpace

Encainide



Enkaid

Flecainide



Tambocor

Mexiletine



Mexutil

Procainamide



Procan

Quinidine 



quinaglute

Examples of medications requiring blood pressure rate monitoring will include but are not limited to:

Diurectics:

Generic




Brand Name

Acetazolamide



Diamo

Amiloride



Midamor

Bendroflumenthiazide


Naturetine

Bumetanide 



Bumex

Chlorothiazide 



Diuril

Chlorthalidone



Hygroton

Dichlorphenamide


Daranide

Ethacrynate



Edecrin

Furosemide



Lasix

Hydrochlurothiazide


Hydrodiuril

Hydroflormethiazide


Saluron

Inadapamide



Lozide

Methazolamide



Neptazene

Methyclothiazide



Enduron

Metolazone



Zaroxolyn

Polythiazide



Renese

Spironolactone



Aldactone

Triamterene



Dyrenim

Trichlormethiazide


Naqua

Anti-Hypertensive:


Generic




Brand Name

Captopril



Capoten

Clonidine



Catapres

Enalapril



Vasotec

Guanabenz



Wytensin

Guanethidine



Ismelin

Guanfacine



Tenex

Hydralzine



Apresoline

Lisinopril



Prinivil

Methyldopa



Aldromet

Minioxidil



Loniten

Phenoxybenzanine


Dibenzyline

Phentolamine



Regitine

Prazonsin



Minipres

Reserpine



Serpasil

Terazosin



Hytrin

Special Considerations for the Director of Nursing/Consultant Pharmacist:

· The attending physician may stipulate blood pressure and pulse parameters when writing medications orders.  If so, nursing should follow prescriber’s orders.
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