GREATER NEW YORK HEALTH CARE FACILITIES ASSOCIATION
519 8th Avenue, 16t Floor, New York, NY, 10018
Phone: 212-643-2828 Fax: 212-643-2956 www.gnvhcfa.org

MEMO 14-53

Administrator, DNS, Medical Director, and QA Committee

FROM: Mary Gracey-White RN, Director of Quality Assurance and
Clinical Compliance

DATE: July 15, 2014

RE: Medication Safety

Medication errors and adverse drug events continue to be a quality of care
issue for nursing homes. On behalf of our members, GNYHCFA is participating
in a Medication Safety Workgroup convened by the NYSDOH. The goal of the
workgroup is to conduct a root cause analysis regarding medication errors
including those resulting in Immediate Jeopardy citations, and to develop
guidance to prevent and reduce medication errors.

The Federal regulation 483.25 Medication Errors requires the facility to
ensure:
1. Be free of medication error rates of 5 percent or greater.

2. Residents are free of any significant medication errors.

A medication error is the observed preparation or administration of drugs or
biologicals which is not in accordance with:
1. Physician’s orders;

2. Manufacturer's specifications regarding the preparation and
administration of the drug or biological,

3. Accepted professional standards and principles which apply to
professionals providing services. Accepted professional standards and principles
include the various practice regulations in each State, and current commonly
accepted health standards established by national organizations, boards, and
councils.

Recent deficiencies, including immediate Jeopardy, cited under F332, F333
have included medications not being available from pharmacy for
new/readmissions, as well as residents with new medication orders and
medications that were not given that were available in facility emergency boxes.
In these situations resulting in immediate Jeopardy citations, physicians were not
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notified. Other medication errors were noted in the area of “high-risk”
medications, including insulin and diabetic management, anticoagulants,
antidepressants, anticonvulsants and cardiac treatment.

Some Common Sense Approaches/ Best Practices include:

e Ensure that your facility has a clear and sound policy regarding the
administration of coumadin. A best practice recommendation is that each
resident receiving coumadin has an order when the next INR is due as
well as a method of tracking/monitoring INR resuits on a flow sheet or
MAR. Documentation should include physician notification and follow up.

e Make sure you facility has a clear and sound policy regarding finger stick
monitoring and emergency treatment for hypoglycemia. Finger stick
monitoring should be monitored by both nurses and PMD. This includes a
review of whether frequent finger stick monitoring is indicated as part of
resident's diabetic management plan. Long term residents may not
require as frequent finger sticks or coverage for finger sticks except when
experiencing an unstable medical condition. A review by the physician in
conjunction with the RN should be done to ensure diabetic management
plan be individualized for each resident utilizing an electronic emar or flow
sheet it is easy to down load finger stick results for all residents. This
should be done on a regular basis

o Have a system in place to check med carts for vials not dated/labeled or
discontinued medications. All medication vials should have a label with
the resident’s name. Having loose vials in the medication cart can lead to
serious and sometimes fatal medication errors.

e Pay close attention to Vendor Pharmacy Reports and ensure that they are
followed up on and that corrections are made as indicated.

¢ Review each resident’s drug regime for unnecessary medications.

¢ Group medications by category to allow a full picture when reviewing the
medication administration record. All diabetic meds shouid be listed under
finger sticks. All anti-hypertensive medication can be listed after one
another, along with necessary monitoring i.e. blood pressure, pulse and
any parameters as ordered by physician,

« Ensure that there is a system in place to identify drugs that are not being
given due to low blood pressure and/or pulse. These drugs may no longer
be warranted or a smaller dose may be needed.

« Atftention must be taken to the allotted time frame for medication
administration. Is the nurse able to complete the med pass within the
allotted time? Can adjustments be made to facilitate medication
administration, i.e. eye drops be administered at night and in early
morning when the resident is in bed. Review inhalers and nebulizer
treatment times to optimize medication administration times. Monitor the
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times that medications are given. Facilities can conduct a Quality
Improvement activity to improve the medication administration process,
thereby promoting medication safety. Involve facility Pharmacy
Consultant in this QI process.

A key component to medication safety is medication reconciliation at
all transitions of care. Reconciliation is imperative with both electronic
medical records and traditional paper medical records. In addition, facilities
must develop and implement policies and procedures regarding unavailable
medications and physician notification for follow up and alternatives as
indicated. We have attached some tools that will assist you in initiating
quality improvement activities and education to promote medication safety.
As part of our commitment to assist members, GNYHCFA also offers onsite
in-service regarding medication administration. Please contact the
Association if you need further information.



Topic:

SAMPLE POLICY/PROCEDURE: Unavailable Medications

Policy: The resident will receive necessary medications as ordered by the
PMD. When the medication is not available the PMD will be
notified. The PMD will adjust medication regime accordingly.

Procedure:

1. The nurse is responsible to notify the PMD when a resident’s medication is
unavailable.

2. The nurse will indicate on the E-Mar that the drug was not given, (DNG) and that
the PMD was notified.

3. The nurse must notify the RN Supervisor. The nurse must notify the pharmacy.

4. The nurse must document in the Progress Notes that the medication is unavailable
and that the PMD has been notified and when indicated the directive for alternate
administration time ordered.

5. The Nurse will input a single dose order on the MAR if the unavailable
medication is to be given at an alternate time as ordered by PMD.

6. The RN Supervisor is responsible to contact pharmacy if there are any problems
regarding delivery of the medication.

7. The nurse must document on the 24 Hour Report Sheet that the medication is
missing to allow for follow up and resolution by the oncoming shifts.

8. All missing medications will be reviewed by IDT at the morning meeting for
follow-up resolution.

9. The PMD will be requested to order an alternative drug and /or change the time of
administration as deemed necessary.

10. When a medication is unavailable for more than one dose the DNS/Designee is to

be notified and pharmacy and PMD will be contacted to identify the root cause of
problem. When necessary the PMD will order and alternative medication.



AUDIT FOR COMPLAINCE WITH FACILITY POLICY REGARDING

UNAVAILABLE MEDICATIONS

RESIDE | MEDICATI | DNG/M | NOTE | ALTERNATE | DOCUMEN | PHARMA | DNS
NT ON D IN TIME FOR TED cy NOTIFIED
NOTIFI | CHAR | ADMINISTRA | 24HOUR IF 2N° DOSE
EDON T TION REPORT CALLED | was
E-MAR UNAVAILA
BLE
Date:

Signature:




Miscommunication of critical information during admission and care transitions has a high potential for placing residents
at risk for medication errors and potential harm.* This toolkit is designed 1o help your organization address factors

that contribute to the difficulty of medication management, such as care transitions and unknown resident medication
histories. Materials provided here can help prevent adverse events by improving medication reconciliation processes,
including efforts to ensure an accurate medication list for each resident, '
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Commeon medication reconciliation checkpoints include:

A ADMISSION

MONTHLY RECONCILIATION

At end of each calendar month, compare the next month’s physician plans of care, and
order sheets and medication administration records (MARs) with the MARs.

prior month's physician orders and MARs,

—') other care setlings.)

Check o ensure that all mec_iication orders are complete and accurate.

TRANSFER (Includes intra-facility transfers as well as transfers from

The toolkit focuses on education and increased resident
involvement to promote ongoing medication reconciliation in
a person-centered care process. iImplementing this process
wili allow providers and residents to work as a team to help:

= Reduce the risk of adverse drug events
»  Improve resident-provider communication
= Promote ongoing resident involvement
= [dentify and prevent potential problems

*Georgia K, Kinney K, Pace A, et al. Ensuring medication reconciliation. Patignt
Safety & Quality Healthcare. November/December 2007; Available at: www.psagh.
com/novdecQ7/medication.html, Accessed December 30, 2010,

EDICATION RECONCILIATION

Each time a patient or resident moves from one setting to another offers a key
opportunity to improve safety through medication reconciliation. STEPS FOR EACH

CHECKPOINT:

1. Review medication
history/previous
medication orders
against new orders

2. |dentify and reconcile
ahy differences.

Compare medication lists, current orders and transfer orders. 3. Engage the resident
DISCHARGE by soliciting input and
m Compare current orders with the discharge orders and home medication providing clarification
list. Educate the patient, caregiver and/or the next provider. and education.
STEPS OF | ICATION RECONCILIATION

The resources on the next page can help your facility address the three steps of medication reconciliation: verification,
clarification, and reconciliation.

" Be sure to keep in mind that medication reconciliation is an ongoing process; verification, clarification, and recongiliation

should all be performed routinely.




igh-alert medications are drugs that bear a heightened risk of
ausing significant patient harm when they are used in error.
Although misiakes may or may not be more common with these
drugs, the consequences of an error are clearly more devastating to
patients, We hope you will use this list to determine which medica-
tians require special safeguards to reduce the risk of errors. This
may include strategies such as standardizing the ordering, storage,

phenylepvine,norepnep

s List of High-Alert Medications

preparation, and administration of these products; improving access

to information about these drugs; limiting access to high-alert

medications; using auxiliary labels and automated alerts; and
employing redundaneies such as autemated or independent double-
checks when necessary. (Note: manuai independent double-checks
are not always the optimal error-reduction strategy and may not be
practical for all of the medications on the list).
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Based on errr reporls submitted to the 1SMP Mational Medication Errors Reporting
Program, reports of harmful errors in the fiterature, and input from practitioners and
safely experts, ISMP created and periodically undates a fist of potential high-alert
medications. Buring Dotober 2011-February 2012, 772 practitionars responded to an
{SMP survey designed to identify which medications were mast frequently consid-
sred high-alert drugs by individuals and organizations, Furiker, to assure relevance
and completeness, the clinical staff at ISMP, members of our advisary board, and
safety experts throughout the US were asked %o raview the potential list. This list of
drugs 2nd drug categories reflects the colfective thinking of all wha provided Input.

© 1SMP 2012, Permission is grantes to reproduce material with proper atiribution for internal use
within healthcare organizations, Other repraduction is prohibited witheut writien permission from
ISMP. Repart actual and potentizf medication errors to the ISMP National Medication Erars
Repsrting Program {ISMP MERP) via the website (www,ismp.org) or by calling 1-800-FAIL-
SAF(E),

ASMP
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PRESCRIBING PRINCIPLES

1.

2.

5
6
7.
8
9

RISK FACTORS

FOR ADVERSE DRUG EVENTS IN ELDERLY PATIENTS

= 6 concurrent chronic diagnoses
> 12 doses of medications per day
2 9 medications (including OTC}
Recent transfer from the hospital
Age = 85 years

Prior adverse drug reaction

Low body weight or BMI < 22kg/m
Creatinine clearance < 50 mL/min

At each encounter, assess your patient’s current drug regimen (including
prescription, OTC, and alternative medications) before prescribing a new medication.

Determine if any current medications are on the Beers List and could be gradually switched to
an alternative, safer therapy.

For medications that have no alternative, monitor your patient closely for adverse effects.

Prescribe as few drugs as possible. Consider if one drug could be prescribed to treat two conditions.
When choosing medication, consider the least frequent dosing interval.

Avoid adding new drugs to treat side effects of current medications.

“Start low and go slow” with new medications, and increase only as needed.

Discuss potential side effects and treatment adherence with patients and caregivers.
Decide if drug therapy is needed or if a non-drug alternative exists.

Determine how often medications on the Beers List, such as diazepam, are used in your elderly
patients through chart review or an electronic health record. Develop systems or reminders to
decrease the use of these medications.

10. Understand the side effect profile and pharmacokinetic properties of medications prescribed to

elderly patients.

11. Discontinue medications without a known benefit or clinical indication. Recommend disposal of

old medications.

12. If a patient develops a new or unexplained medical problem, consider an adverse drug event (ADE)

as a potential cause.

13. Work as an interdisciplinary team (physician, pharmacist, and nurse) to optimize patient outcomes

and improve safety.

14. Provide patients with written information about their medications, and remind patients to carry a

list of their medications with them at all times.

Sources: Fick DM, Coaper JW, Wade WE, et al. Updating the Beers Criteria far potentially inappropriate medication use In cider patients. Arch Intern Med. 2003; 163; 271 6-2724; Fouts M,
Hanlon J, Pieper £, et ak. identification of elderly nursing facifity residents at high risk for medication-related problems. Conswit Pharm. 1997;12: 1103-1111; Noviel} K, Koenig J, White £, et
al. individualized prescribing for the elderly. Pharmacy & Therapeutics. September 2001; Suppl. (26): 1-29; AMA. The physician’s role in medication reconciliation. 2007. Avatlable at: www,
ama-assn,org/go/makingstrides. Accessed November 11, 2010.

Gohlos Mok

Al material presented of referenced herein is Intended for general informational purposes and is not intended te provide or replace the independent judgment
of a gualified healthcare provider freating a particular patient. Ohio KePRO disclaims any representation or wasranly with respect 1o any treatments or course
PRO of treatment based upon information provided, Publication No. 926000-0H-1844-12/2010. This material was prepared by Oklahoma Foundation for Medicat

Clmcally daven, Chent focused. Value hased,

Quality and is distributed by Chio KePRO, the Medicare Quelity Improvement Organization for Chio, under contracs with the Centers for Medicare & Medicaid
Services (CMS), an agency of the U.S, Department of Health and Human Services. The contents presented do net necessarily reflect CMS policy.
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