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Long-term outcomes for transcathe-
ter aortic valve replacement (TAVR) 
haven’t been well studied until rela-

tively recently, yet the procedure is being 
performed with increasing frequency for 
aortic stenosis in patients who are too 
high risk to undergo conventional surgi-
cal aortic valve replacement. Although it 
may be a welcome addition to the PA/
LTC physician’s armamentarium, the 
procedure is not without risks. Caring 
for the Ages looks at some of  the most 
recent TAVR research, and how it applies 
to geriatric medicine.

Death Rate After 1 Year
David R. Holmes Jr., MD, of  the Mayo 
Clinic, Rochester, MN, and his associates 
assessed 1-year outcomes by analyzing 
administrative data from the Centers for 
Medicare & Medicaid Services and clini-
cal data from the Transcatheter Valve 
Therapy (TVT) registry, an initiative 
of  the Society of  Thoracic Surgeons 
(STS) and the American College of  
Cardiology. The study involved 12,182 
patients who underwent TAVR at 299 
medical centers across the country dur-
ing a 19-month period. The patients’ 
median age was 84 years; 95% were 
white and 52% were women. The trans-
femoral approach was used in just over 
half  of patients; alternative approaches 
were used in roughly 44%. 

As expected for an elderly, high-risk 
study population, baseline functional 
status was poor and comorbidities were 

common. They included reduced left 
ventricular ejection fraction (26% of  
patients), prior stroke (12%), moder-
ate or severe lung disease (28%), renal 
failure (16%), peripheral vascular dis-
ease (32%), and atrial fibrillation (42%), 
Dr. Holmes and his associates reported 
(JAMA 2015;313:1019-28). 

The researchers found that 1 year after 
TAVR, the overall mortality was 23.7%, the 
stroke rate was 4.1%, and the composite 
outcome of  death and stroke was 26.0%. 

Additionally, the 1-year rate of  one 
rehospitalization was 24.4%, that of  two 
rehospitalizations was 12.5%, and that 
of  three or more rehospitalizations was 
11.6%. The 1-year readmission rate spe-
cifically for stroke, heart failure, or repeat 
aortic valve intervention was 18.6%. 
These are important considerations for 
elderly, fragile patients because rehos-
pitalizations indicate “an unacceptable 
quality-of-life outcome” and are very 
costly, the investigators noted. 

Several baseline characteristics, includ-
ing male sex, severe chronic obstructive 
pulmonary disease, dialysis-dependent 
end-stage renal disease, older age, higher 
STS Predicted Risk of  Operative 
Mortality (PROM) score, a history of  
atrial fibrillation/flutter, and use of  an 
access route (other than transfemoral), 
were found to be independently associ-
ated with higher 1-year mortality. Thus, 
“It may be possible to identify patients 
who may not benefit from this procedure 
and who should be counseled accord-
ingly.” For example, in this study there 
was a small (77 patients), very high-risk 
subset of  patients — age 85-94 years, 

dependent on dialysis, and having an STS 
PROM score greater than 15% — whose 
1-year mortality was 53.5%. 

Post-TAVR Brain Health
In a recent presentation at the 
Annual Cardiovascular Conference in 
Snowmass, CO, Dr. Holmes said that 
new-onset brain lesions arising after 
TAVR are the largely unacknowledged 
elephant in the room with regard to the 
popular procedure.

Multiple studies utilizing diffusion-
weighted MRI have shown roughly a 70% 

TAVR a Welcome Addition to Armamentarium
BY BRUCE JANCIN, AMY KARON, 

AND MARY ANN MOON

See The TAVR Option • page 8

See Avoid Liability • page 19

In 2014, the Centers for 
Medicare & Medicaid Ser-
vices and the National Part-

nership to Improve Dementia 
Care set new targets to reduce  
antipsychotic prescribing for 
2015 and 2016. Skilled nursing 
facilities are expected to reduce  
prescribing of  antipsychotics 
by 25% by the end of  2015, 
and by 30% the following year. 
Eleven states met the previous 
2012 goal of  15% reduction. 
Although less may be more 
when it comes to antipsychotic 
use in elders, cost savings and 
quality care are also part of  the 
CMS initiative.

“Last year, it was estimated 
that, because of  the CMS ini-
tiative that began in July 2012, 
about 30,000 fewer residents 
received antipsychotics than 
would have otherwise received 
them,” said Alan C. Horowitz, 
BSN, JD, in his presentation, 
“Avoiding Legal Liability for 
Prescribing Antipsychotics” 
at the AMDA 2015 Annual 
Conference in Louisville, KY.

Antipsychotics are not 
approved for behavioral symp-
toms in dementia, which is chal-
lenging for physicians because 
there are no psychotropic med-
ications approved for behav-
ioral symptoms. However, 
“there is some evidence 

supporting the cautious use of  
antipsychotics in low doses,” 
said Mr. Horowitz, partner 
at Arnall Golden Gregory in 
Atlanta. “Still, I would caution 
against prescribing antipsy-
chotics in an off-label manner.” 
Using antipsychotic drugs in 
long-term care facilities can 

be potentially life-threatening, 
particularly when they are 
used off-label and as a first-line 
treatment for behavioral issues 
in patients with dementia. In 
many instances, treatment 
with antipsychotics is sim-
ply “convenience drugging,” 
Mr. Horowitz said. 

CMS Guidelines
The issue of  using antipsychot-
ics in long-term care is twofold, 
Mr. Horowitz said. CMS views 
antipsychotic prescribing in 
nursing homes as a quality of  
care issue, particularly as atypical 

BY CAREY COWLES 

Risky Business: Avoiding Liability for Prescribing Antipsychotics
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A relatively non-invasive procedure, 
TAVR may be suitable in patients 
without multiple comorbidities. 
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SEATTLE — Patients with osteoarthri-
tis often have other common chronic 
conditions, a scenario that has implica-
tions for both clinical care and research, 
according to Gillian Hawker, MD. 

“This is a critically important topic 
in our field,” she said at the World 
Congress on Osteoarthritis. “We know 
from myriad studies that there are major 
challenges to the diagnosis and manage-
ment of  osteoarthritis ... . But probably 
now what’s becoming a major issue is 
the high occurrence of  coexisting medi-
cal problems, which have been shown to 
present competing demands to patients 
and physicians who are trying to bal-
ance a number of  conditions in a single 
patient and contraindications to osteo-
arthritis therapies.”

Today, 90% of  individuals 65 and 
older with osteoarthritis have at least 
one other chronic condition, according 
to Dr. Hawker, the Eaton Professor and 
chair of  medicine at the University of  
Toronto. Most commonly, those condi-
tions are cardiovascular disease (CVD), 
diabetes, and hypertension, but about 
one-third of  patients have depressed 
mood, which may affect adherence to 
and effectiveness of  therapies.

Aging and Obesity Connection
Two main hypotheses have been pro-
posed for the association of  osteoarthritis 
and other common chronic conditions, 
according to Dr. Hawker. According to the 
first hypothesis, the shared risk factors of  
aging and obesity independently lead to 
both osteoarthritis, with resultant physical 
inactivity, and a cluster of  metabolic per-
turbations including hypertension, hyper-
glycemia, and dyslipidemia. Collectively, 
these conditions increase risk for CVD 
and diabetes.

“We have lots of  data from qualitative 
research showing that people manage 
their osteoarthritis symptoms by giving 
up activities that exacerbate them, partly 
because they are afraid of  taking pain-
killers and partly because nobody offers 
them anything that’s more effective,” 
Dr. Hawker noted. In addition, when 
patients juggle multiple health condi-
tions, exercise is the most frequently 
dropped activity. 

“Many have hypothesized that inabil-
ity to walk, climb stairs, and be mobile 
would potentially impact the ability to 
self-manage physical activity, impact-
ing numerous chronic conditions,” 

she said. Compelling evidence comes 
from research such as a cohort study 
of  patients with symptomatic hip or 
knee osteoarthritis that found walking 
disability predicted a 30% increase in 
the risk of  all-cause death, and a 17% 
increase in the risk of  cardiovascular 
events; among the subset with comor-
bid diabetes, walking disability and grip 
strength predicted the risk of  hospital-
ization for diabetic complications (PLoS 
One 2014;9:e91286 ). 

“These are large, well-controlled 
observational studies that do show 
consistent independent relationships 
between walking disability and cardio-
vascular events, diabetes complications, 
and all-cause death,” Dr. Hawker said. 

Recent attention has focused on sys-
temic inflammation and a metabolic 
osteoarthritis phenotype. When it comes 
to the pathogenesis of  osteoarthritis, “we 
now are very comfortable understanding 
the local biomechanical effects separately 

from the systemic effects on our joints,” 
she said. Obesity is among the systemic 
factors implicated, with some data sug-
gesting that adipokines affect joint tissues 
in a manner similar to mechanical stress.

Metabolic Factors
According to the second main hypoth-
esis proposed to explain the association 
between osteoarthritis and common 
chronic conditions, aging and obe-
sity give rise to a cluster of  metabolic 

OARSI: Chronic Conditions Complicate Osteoarthritis Treatment
BY SUSAN LONDON

‘What’s becoming a 
major issue is the high 
occurrence of coexisting 
medical problems, 
which have been shown 
to present competing 
demands to patients 
and physicians ...’
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Indication for Humalog®
• Humalog is an insulin analog indicated to improve 

glycemic control in adults and children with 
diabetes mellitus.

Select Safety Information for Humalog
• Humalog is contraindicated during episodes of 

hypoglycemia and in patients who are hypersensitive 
to Humalog or any of its excipients.

• Never share a Humalog® KwikPen®, cartridge, reusable 
pen compatible with Lilly 3 mL cartridges, or syringe 
between patients as it poses a risk for transmission 
of blood-borne pathogens.

• Closely monitor blood glucose in all patients treated 
with insulin. Change insulin regimens cautiously.

Select Safety Information for Humalog,
continued
• Hypoglycemia is the most common adverse eff ect

of Humalog therapy. The risk of hypoglycemia  
increases with tighter glycemic control. Severe
hypoglycemia may be life threatening and can
cause seizures or death.

Please see Important Safety Information and
Brief Summary of Prescribing Information on
following pages.

Go to humalog.com/ltca or contact your Lilly 
Diabetes representative for more information 
on our resources and quality products.

The quality of care you provide is so much more than insulin.

Small vials*—available only from Lilly—are one way we help patients in your postacute rehab facility.
Small vials are just one way that Lilly is ready to help your skilled nursing facility. That’s why we provide a wide 
range of Humalog® mealtime insulins and devices, as well as resources to support your staff and patients in their 
efforts to keep diabetes management issues where they belong: under control. We want to support your 
never-ending goal of providing the best possible diabetes care.

*Smaller vials contain 3 mL of insulin in a 5 mL vial.

factors (hypertension, hyperglycemia, 
and dyslipidemia) that independently 
increase the risk of  symptomatic osteo-
arthritis. Again, the arthritis may result 
in the loss of  physical activity and dis-
ability, which exacerbates the metabolic 
situation, creating a vicious cycle. 

Evidence in support of  this hypothesis 
comes from a variety of  studies. For 
example, one has shown that the num-
ber of  components of  the metabolic 
syndrome is related to the adjusted risk 
of  development and progression of  knee 
osteoarthritis (Osteoarthritis Cartilage 
2012;20:1217-26 ). 

Overall, “We have some independent 
associations between metabolic syn-
drome and its components, and osteo-
arthritis — more so in the knee and 
hand, more so in women than in men, 
and more so in younger than in older 
individuals,” Dr. Harker said. “And we 
have some data that suggest that symp-
tomatic and disabling osteoarthritis has 
an association with increased risk of  
cardiovascular events and diabetes com-
plications.” Here again, the studies have 
limitations, so the relative contributions 
of  disability and systemic inflammation 
remain unknown, she cautioned.

Hypotheses aside, the associa-
tion of  osteoarthritis with common 
chronic conditions has implications 
for clinical care, Dr. Hawker said at 
the meeting, which was sponsored by 
the Osteoarthritis Research Society 
International. “Clearly, all of  these data, 
irrespective of  the relationships, point 
to a pivotal role for physical activity, 
a combination of  physical activities,” 
she said, noting that benefits include 
reductions in both metabolic altera-
tions and physical impairment, and 
possibly alleviation of  depressed mood 
and improved sleep. 

Osteoarthritis may be an indepen-
dent risk factor for CVD. “Many are 
suggesting that, in fact, if  it is the fifth 
component of  metabolic syndrome, this 
should really influence how we think 
about cardiovascular disease preven-
tion, that osteoarthritis patients should 
be screened and we should be thinking 
more seriously about how we use vari-
ous therapies,” such as nonsteroidal anti-
inflammatory drugs, she said.

Dr. Hawker endorsed future research 
on these topics. “In the 2014 OARSI 
guidelines, we showed collectively as a 
community that we don’t have enough 
trials in this population, which is the 
majority of  our patients with osteoar-
thritis. So yes, conservative therapy is 
good, but I’d say that we need way more 
evidence for effective interventions in 
the population with osteoarthritis who 
are living with other chronic conditions.”

Specifically needed are large prospec-
tive studies of  the temporal relationships 
that look at mechanisms beyond age and 
body mass index, she explained. These 
studies should assess incidence and 
progression separately, structure and 
symptoms separately, and both weight-
bearing and non–weight-bearing joints. 

“To date, I haven’t seen any evidence 
to show that treatment of  metabolic 
syndrome or its components influences 
the incidence or progression of  osteoar-
thritis. And I think we should be think-
ing about asking those questions as they 
may in fact be modifiable risk factors for 
osteoarthritis,” she said. 

Also needed are trials assessing the 
impact of  aggressive treatment of  
osteoarthritis disability, according to 
Dr. Hawker, who disclosed no relevant 
conflicts of  interest. “If  we reduce osteo-
arthritis disability, particularly walking 
disability, can we actually impact the 
outcomes of  cardiovascular disease and 
diabetes? I think that’s an important 
question,” she concluded. CfA

Susan London is a Frontline Medical 
News freelance writer based in Seattle.

Editor’s Note
Yes, “Old Arthur” (Arthur-itis) is 
rampant in our patients.  This study 
highlights the importance of  main-
taining physical exercise, which 
AMDA members should be well 
aware of.  Certainly in the population 
we look after, comorbidities are very 
common, and chronic kidney disease 
is probably present in more than 
half.  This limits pharmacological 
options, especially nonsteroidal anti-
inflammatory drugs. Trying regular 
dosing of  acetaminophen is worth 
a shot, and other analgesics like opi-
oids can also be considered; cortisone 
shots are also pretty easy to do at the 
bedside, at least in the knees — but 
like everything we do, our treatment 
decisions need to be person-centered 
and we must remain mindful of  the 
specific goals of  care for that indi-
vidual patient.  

—Karl Steinberg, MD, CMD
Editor in Chief
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Indication for Humalog
• Humalog is an insulin analog indicated to improve glycemic 

control in adults and children with diabetes mellitus.

Important Safety Information for Humalog
Contraindications
• Humalog is contraindicated during episodes of hypoglycemia and in 

patients who are hypersensitive to Humalog or any of its excipients. 

Warnings and Precautions
• Never Share a Humalog KwikPen, Cartridge, Reusable Pen 

Compatible with Lilly 3 mL Cartridges, or Syringe Between 
Patients: Humalog KwikPens, cartridges, and reusable pens 
compatible with Lilly 3 mL cartridges must never be shared 
between patients, even if the needle is changed. Patients 
using Humalog vials must never share needles or syringes 
with another person. Sharing poses a risk for transmission 
of blood-borne pathogens.

• Dose Adjustment and Monitoring: Closely monitor blood glucose in 
all patients treated with insulin. Change insulin regimens cautiously. 
Concomitant oral antidiabetic treatment may need to be adjusted.

The time course of action for Humalog may vary in diff erent 
individuals or at diff erent times in the same individual and is 
dependent on many conditions, including delivery site, local blood 
supply, or local temperature. Patients who change their level of 
physical activity or meal plan may require insulin dose adjustment.

• Hypoglycemia: Hypoglycemia is the most common adverse 
eff ect of Humalog. The risk of hypoglycemia increases with tighter 
glycemic control. Educate patients to recognize and manage 
hypoglycemia. Hypoglycemia can happen suddenly and 
symptoms may vary for each person and may change over time. 
Early warning symptoms of hypoglycemia may be diff erent or 
less pronounced under conditions such as long-standing diabetes, 
diabetic nerve disease, use of medications such as beta-blockers, 
or intensifi ed diabetes control. These situations may result in 
severe hypoglycemia and possibly loss of consciousness prior to 
the patient’s awareness of hypoglycemia. Severe hypoglycemia 
may be life threatening and can cause seizures or death.

Use caution in patients with hypoglycemia unawareness and 
who may be predisposed to hypoglycemia. The patient’s 
ability to concentrate and react may be impaired as a result 
of hypoglycemia. Rapid changes in serum glucose levels may 
induce symptoms similar to hypoglycemia in persons with 
diabetes, regardless of the glucose value.

Timing of hypoglycemia usually refl ects the time-action profi le 
of administered insulins. Other factors such as changes in food 
intake, injection site, exercise, and concomitant medications 
may alter the risk of hypoglycemia.

• Allergic Reactions: Severe, life-threatening, generalized allergy, 
including anaphylaxis, can occur with Humalog.

• Hypokalemia: Humalog can cause hypokalemia, which, 
if untreated, may result in respiratory paralysis, ventricular 
arrhythmia, and death. Use caution in patients who may 
be at risk for hypokalemia (eg, patients using potassium-
lowering medications or medications sensitive to serum 
potassium concentrations).

• Renal or Hepatic Impairment: Frequent glucose monitoring 
and insulin dose reduction may be required in patients with 
renal or hepatic impairment. 

Important Safety Information for Humalog, continued
Warnings and Precautions, continued
• Mixing of Insulins: Humalog for subcutaneous injection should 

not be mixed with insulins other than NPH insulin. If Humalog 
is mixed with NPH insulin, Humalog should be drawn into the 
syringe fi rst. Injection should occur immediately after mixing. 

• Subcutaneous Insulin Infusion Pump: Humalog should not be 
diluted or mixed when used in an external insulin pump. Change 
Humalog in the reservoir at least every 7 days. Change the infusion 
set and insertion site at least every 3 days.

Malfunction of the insulin pump or infusion set or insulin 
degradation can rapidly lead to hyperglycemia and ketosis. 
Prompt correction of the cause of hyperglycemia or ketosis is 
necessary. Interim subcutaneous injections with Humalog may be 
required. Train patients using an insulin pump to administer insulin 
by injection and to have alternate insulin therapy available in case 
of pump failure.

• Drug Interactions: Some medications may alter glucose 
metabolism, insulin requirements, and the risk for hypoglycemia 
or hyperglycemia. Signs of hypoglycemia may be reduced or 
absent in patients taking anti-adrenergic drugs. Particularly 
close monitoring may be required.

• Fluid Retention and Heart Failure with Concomitant Use of 
PPAR-gamma Agonists: Thiazolidinediones (TZDs), which are 
PPAR-gamma agonists, can cause dose-related fl uid retention, 
particularly when used in combination with insulin, including 
Humalog. This may lead to or exacerbate heart failure. Observe 
patients for signs and symptoms of heart failure and consider 
discontinuation or dose reduction of the PPAR-gamma agonist. 

Adverse Reactions
• Adverse reactions associated with Humalog include hypoglycemia, 

hypokalemia, allergic reactions, injection-site reactions, 
lipodystrophy, pruritus, rash, weight gain, and peripheral edema.

Use in Specifi c Populations
• Pediatrics: Humalog has not been studied in children with type 1 

diabetes less than 3 years of age or in children with type 2 diabetes. 

Dosage and Administration
• Humalog should be given within 15 minutes before or 

immediately after a meal.

Please see accompanying Full Prescribing Information.
Please see Instructions for Use included with the pen. 

HI HCP ISI 25MAR2015
Humalog® and Humalog® KwikPen® are registered trademarks of Eli Lilly and 
Company and are available by prescription only.

* Smaller vials contain 3 mL of insulin in a 5 mL vial.
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Humalog small vials 
sized for individual 

patient care.*

Rapid demographic changes and 
projected population shifts in the 
U.S. signal major changes over the 

next decade and beyond in the numbers 
of  minorities needing care for Alzheim-
er’s disease and other dementias. 

By 2050, approximately 42% of  the 
population 65 and older is projected to 
be nonwhites, up from 20% in 2010. 
Among those 85 years and older, 33% 
are projected to be minority in 2050, 
up from 15% in 2010, according to the 
U.S. Census Bureau. Available research, 
moreover, indicates that older blacks and 
Hispanics are considerably more likely 
than older whites to have Alzheimer’s 
disease and other dementias.

The problem is that minorities have 
been significantly underrepresented in 
Alzheimer’s research. It’s a backdrop 
that nursing home caregivers must 
appreciate as they scrutinize studies 
and design interventions and models of  
care, according to Jennifer Manly, PhD, 
of  the Cognitive Neuroscience Division 
of  the Taub Institute for Research on 
Alzheimer’s Disease and the Aging Brain, 
and the G.H. Sergievsky Center, both 
at Columbia University Medical Center, 
New York.

“Minorities are severely underrep-
resented in research — not just with 
respect to their proportion of  the popu-
lation [now and in the future] but also 
in the scientific sense in that we can’t 
even test hypotheses without adequate 
sample sizes of  people,” Dr. Manly told 
Caring for the Ages. 

Diversity Necessary
At the Alzheimer’s Disease Research 
Summit convened earlier this year by 
the National Institute of  Aging and 
the Department of  Health and Human 
Services, Dr. Manly told researchers that 
diversity in research is “scientifically cru-
cial’ for meeting the national goal of  
finding effective therapies to prevent and 
treat Alzheimer’s by 2025. 

“Racial, ethnic, and educational factors 
are not simply nuisance variables that we 
need to [address in our studies],” she said 
at the summit. “They offer a lot of  rich 
and important variability that’s critical for 
understanding the biology of  Alzheimer’s 
disease and the causes of  cognitive decline, 
and for identifying potential intervention 
targets for what we increasingly know is 
a multifactorial disease.”

Not only must research cover more 
diverse populations, researchers also 
must dig deeper in order to better under-
stand brain aging and cognitive decline, 
said Dr. Manly, whose research focuses 

on cultural and educational influences 
on the epidemiology, biomarkers, and 
neuropsychology of  Alzheimer’s disease. 

For instance, level of  education has 
increasingly been recognized as a sig-
nificant and modifiable risk factor for 
Alzheimer’s disease. Yet, looking only at 
years of  education has limitations when 
it comes to fully understanding brain 
aging and cognitive decline. 

Education must be “deconstructed” in 
study design and analysis, she urged at 

the summit, to look at variables such as 
the number and length of  school days 
in a school year, and other measures 
of  educational quality. “These types of  
variables are the ones most strongly 
associated with the risk of  cognitive 
impairment, regardless of  race,” she said 
in an interview after the summit.

Similarly, race must be analyzed more 
thoroughly. For instance, psychosocial 
factors correlating with African ances-
try — such as parents’ education, one’s 

income, and one’s experience in the 
world — may confound the relation-
ship between this genetic ancestry and 
the risk of  developing cognitive impair-
ment, she said.

Race in Current Research 
Achieving demographic diversity in 
research trials can help identify vary-
ing sources of  resilience and reserve, 
Dr.  Manly emphasized. A recently 
published analysis of  the prospective 

Alzheimer’s Research on Black Americans Comes Up Short
BY CHRISTINE KILGORE

Studies that do recruit 
minority participants are 
not necessarily recruiting 
individuals who are truly 
representative of their 
minority communities.
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Humalog® (insulin lispro injection, USP [rDNA origin]) Brief Summary: Consult 
the package insert for complete prescribing information.

INDICATIONS AND USAGE  
Humalog is an insulin analog indicated to improve glycemic control in adults and 
children with diabetes mellitus.  

ADMINISTRATION
Humalog has a rapid onset of action and should be given within 15 minutes before 
a meal or immediately after a meal. 

CONTRAINDICATIONS
Humalog is contraindicated: 

• During episodes of hypoglycemia.
• In patients who are hypersensitive to Humalog or to any of its excipients.

WARNINGS AND PRECAUTIONS
Never Share Pens, Cartridges, Syringes or Needles Between Patients — 
Humalog KwikPens, cartridges, and reusable pens compatible with Lilly 3 mL 
cartridges must never be shared between patients, even if the needle is changed. 
Patients using Humalog vials must never share needles or syringes with another 
person. Sharing poses a risk for transmission of blood-borne pathogens.
Dose Adjustment and Monitoring — Glucose monitoring is essential for patients 
receiving insulin therapy. Changes to an insulin regimen should be made cautiously 
and only under medical supervision. Changes in insulin strength, manufacturer, 
type, or method of administration may result in the need for a change in insulin 
dose. Concomitant oral antidiabetic treatment may need to be adjusted.

As with all insulin preparations, the time course of action for Humalog may vary 
in different individuals or at different times in the same individual and is dependent 
on many conditions, including the site of injection, local blood supply, or local 
temperature. Patients who change their level of physical activity or meal plan may 
require adjustment of insulin dosages. 
Hypoglycemia—Hypoglycemia is the most common adverse effect associated 
with insulins, including Humalog. The risk of hypoglycemia increases with 
tighter glycemic control. Patients must be educated to recognize and manage 
hypoglycemia. Hypoglycemia can happen suddenly and symptoms may be 
different for each person and may change from time to time. Severe hypoglycemia 
can cause seizures and may be life threatening or cause death.

The timing of hypoglycemia usually reflects the time-action profile of the 
administered insulin formulations. Other factors such as changes in food intake 
(eg, amount of food or timing of meals), injection site, exercise, and concomitant 
medications may also alter the risk of hypoglycemia) (see Drug Interactions). 

As with all insulins, use caution in patients with hypoglycemia unawareness 
and in patients who may be predisposed to hypoglycemia (eg, the pediatric 
population and patients who fast or have erratic food intake). The patient’s ability 
to concentrate and react may be impaired as a result of hypoglycemia. This may 
present a risk in situations where these abilities are especially important, such as 
driving or operating other machinery. 

Rapid changes in serum glucose levels may induce symptoms similar to 
hypoglycemia in persons with diabetes, regardless of the glucose value. Early 
warning symptoms of hypoglycemia may be different or less pronounced under 
certain conditions, such as longstanding diabetes, diabetic nerve disease, use of 
medications such as beta-blockers (see Drug Interactions), or intensified diabetes 
control. These situations may result in severe hypoglycemia (and, possibly, loss of 
consciousness) prior to the patient’s awareness of hypoglycemia. 
Hypersensitivity and Allergic Reactions—Severe, life-threatening, generalized 
allergy, including anaphylaxis, can occur with insulin products, including Humalog 
(see Adverse Reactions). 
Hypokalemia—All insulin products, including Humalog, cause a shift in potassium 
from the extracellular to intracellular space, possibly leading to hypokalemia. 
Untreated hypokalemia may cause respiratory paralysis, ventricular arrhythmia, 
and death. Use caution in patients who may be at risk for hypokalemia 
(eg, patients using potassium-lowering medications, patients taking medications 
sensitive to serum potassium concentrations). 
Renal or Hepatic Impairment—Frequent glucose monitoring and insulin dose 
reduction may be required in patients with renal or hepatic impairment. 
Mixing of Insulins—Humalog for subcutaneous injection should not be mixed 
with insulin preparations other than NPH insulin. If Humalog is mixed with NPH 
insulin, Humalog should be drawn into the syringe first. Injection should occur 
immediately after mixing. 

Do not mix Humalog with other insulins for use in an external subcutaneous 
infusion pump. 
Subcutaneous Insulin Infusion Pumps—When used in an external insulin pump 
for subcutaneous infusion, Humalog should not be diluted or mixed with any other 
insulin. Change the Humalog in the reservoir at least every 7 days; change the 
infusion sets and the infusion set insertion site at least every 3 days. Humalog 
should not be exposed to temperatures greater than 98.6°F (37°C). 

Malfunction of the insulin pump or infusion set or insulin degradation can rapidly 
lead to hyperglycemia and ketosis. Prompt identification and correction of the 

cause of hyperglycemia or ketosis is necessary. Interim subcutaneous injections 
with Humalog may be required. Patients using continuous subcutaneous insulin 
infusion pump therapy must be trained to administer insulin by injection and 
have alternate insulin therapy available in case of pump failure (see Dosage and 
Administration and How Supplied/Storage and Handling). 
Drug Interactions—Some medications may alter insulin requirements and the 
risk for hypoglycemia and hyperglycemia. Some medications may mask the signs 
of hypoglycemia in some patients. Therefore, insulin dose adjustments and close 
monitoring may be required. 
Fluid Retention and Heart Failure with Concomitant Use of PPAR-gamma 
Agonists—Thiazolidinediones (TZDs), which are PPAR-gamma agonists, can 
cause dose-related fluid retention, particularly when used in combination with 
insulin, including Humalog. Fluid retention may lead to or exacerbate heart 
failure. Observe patients for signs and symptoms of heart failure and consider 
discontinuation or dose reduction of the PPAR-gamma agonist.

ADVERSE REACTIONS
Hypoglycemia and hypokalemia are discussed in Warnings and Precautions. 

Clinical Trial Experience—Because clinical trials are conducted under widely 
varying designs, the adverse reaction rates reported in one clinical trial may 
not be easily compared with those rates reported in another clinical trial, and 
may not reflect the rates actually observed in clinical practice.

The frequencies of treatment-emergent adverse events during Humalog 
clinical trials in patients with type 1 diabetes mellitus and type 2 diabetes 
mellitus are listed in the tables below. 

Table 1: Treatment-Emergent Adverse Events in Patients with Type 1 
Diabetes Mellitus (adverse events with frequency ≥5%)

Events, n (%) Lispro   (n=81) Regular human insulin 
(n=86)

Flu syndrome 28 (34.6) 28 (32.6)

Pharyngitis 27 (33.3) 29 (33.7)

Rhinitis 20 (24.7) 25 (29.1)

Headache 24 (29.6) 19 (22.1)

Pain 16 (19.8) 14 (16.3)

Cough increased 14 (17.3) 15 (17.4)

Infection 11 (13.6) 18 (20.9)

Nausea 5 (6.2) 13 (15.1)

Accidental injury 7 (8.6) 10 (11.6)

Surgical procedure 5 (6.2) 12 (14.0)

Fever 5 (6.2) 10 (11.6)

Abdominal pain 6 (7.4) 7 (8.1)

Asthenia 6 (7.4) 7 (8.1)

Bronchitis 6 (7.4) 6 (7.0)

Diarrhea 7 (8.6) 5 (5.8)

Dysmenorrhea 5 (6.2) 6 (7.0)

Myalgia 6 (7.4) 5 (5.8)

Urinary tract infection 5 (6.2) 4 (4.7)

Table 2: Treatment-Emergent Adverse Events in Patients with Type 2 
Diabetes Mellitus (adverse events with frequency ≥5%) 

Events, n (%) Lispro
(n=714)

Regular human insulin  
(n=709)

Headache 63 (11.6) 66 (9.3)

Pain 77 (10.8) 71 (10.0)

Infection 72 (10.1) 54 (7.6)

Pharyngitis 47 (6.6) 58 (8.2)

Rhinitis 58 (8.1) 47 (6.6)

Flu syndrome 44 (6.2) 58 (8.2)

Surgical procedure 53 (7.4) 48 (6.8)

Insulin Initiation and Intensification of Glucose Control
Intensification or rapid improvement in glucose control has been associated 

with a transitory, reversible ophthalmologic refraction disorder, worsening of 
diabetic retinopathy, and acute painful peripheral neuropathy. However, long-term 
glycemic control decreases the risk of diabetic retinopathy and neuropathy. 

Health ABC (Health, Aging, and Body 
Composition) study showed that among 
carriers of  the apolipoprotein E-epsilon 
4 (APOE-ε4) allele — a gene believed to 
increase the risk of  Alzheimer’s — the 
social and experiential factors that pre-
dicted cognitive resilience varied across 
race (JAMA Neurol 2015;72:340-8).

Similarly, there appear to be racial dif-
ferences to the extent in which individu-
als benefit from cognitive intervention, 
and research suggests these differences 
are mediated by psychosocial factors. 

To date, a yet to be published analy-
sis of  the randomized and controlled 

ACTIVE trial (Advanced Cognitive 
Training for Independent and Vital 
Elderly) showed that blacks gained less 
than whites from a reasoning interven-
tion, Dr. Manly noted. Interestingly, the 
racial difference appeared to be medi-
ated by the extent of  blacks’ “exter-
nal locus of  control,” a psychosocial 
term used to describe an individual’s 
sense of  control over events affecting 
them. Blacks without a strong external 
locus of  control — that is, who did not 
believe that events and circumstance 
in their lives were caused by uncon-
trollable factors (or were beyond their 

control) — were less affected by socio-
economic and other disadvantages asso-
ciated with being black and benefited as 
much as whites from the training.

Blacks who did not have an external 
locus of  control “appear to be buffered 
against the negative effects of  member-
ship in the disadvantaged group,” she 
said.

More Diversity Needed
Calls for more diversity in Alzheimer’s 
research are not new. The Alzheimer’s 
Association stated in a 2014 grant 
announcement (www.alz.org/research/
downloads/2014_all_investigators_
program_announcement_final_1.8.14.
pdf ),  for instance, that “our under-
standing of  Alzheimer’s disease is 
limited by the characteristics of  the 
people who have traditionally been 
included in investigations,” and that 
“there are significant information and 
data deficits about ethnic and cultural 
groups in most major research areas in 
Alzheimer’s disease.”

Dr. Manly cautions that studies that 
do recruit minority participants are not 
necessarily recruiting individuals who 
are truly representative of  their minor-
ity communities. “Investigators often 
recruit people who they can reach and 
who trust them — and consequently, 
these people tend to be well educated, 
of  higher socioeconomic status, or oth-
erwise potentially more like the white 
study participants than they are like the 
minority community,” she told Caring 
for the Ages. 

Findings vary, but overall, older 
blacks in the United States appear to be 
about two times more likely than older 
whites —  and older Hispanics are at least 
one-and-a-half  times more likely — to 
have Alzheimer’s and other dementias, 
according to a 2010 special report from 
the Alzheimer’s Association on race, eth-
nicity, and Alzheimer’s disease (www.
alz.org/documents_custom/report_alz-
factsfigures2010.pdf ). 

In 2050, according to Census Bureau 
projections, 12% of  those 65 and 
older will be black, and 20% will be of  
Hispanic origin. Of  those 85 and older, 
10% are projected to be black and 15% 
are projected to be Hispanic (http://
census.gov/content/dam/Census/
library/publications/2010/demo/p25-
1138.pdf ). CfA

Christine Kilgore is a freelance writer 
based in Falls Church, VA.
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Older blacks in the United States are about two times more likely than whites to 
have Alzheimer’s disease or other dementias.
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Lipodystrophy
Long-term use of insulin, including Humalog, can cause lipodystrophy at 

the site of repeated insulin injections or infusion. Lipodystrophy includes 
lipohypertrophy (thickening of adipose tissue) and lipoatrophy (thinning of 
adipose tissue), and may affect insulin absorption. Rotate insulin injection or 
infusion sites within the same region to reduce the risk of lipodystrophy (see 
Dosage and Administration). 
Weight Gain

Weight gain can occur with insulin therapy, including Humalog, and has been 
attributed to the anabolic effects of insulin and the decrease in glucosuria. 
Peripheral Edema

Insulin, including Humalog, may cause sodium retention and edema, 
particularly if previously poor metabolic control is improved by intensified 
insulin therapy. 
Adverse Reactions with Continuous Subcutaneous Insulin Infusion (CSII)

In a 12-week, randomized, crossover study in adult patients with  
type 1 diabetes comparing Humalog (n=38) to regular human insulin (n=39), 
the rates of catheter occlusions per month (0.9 vs. 0.10, respectively) and 
infusion site reactions (2.6% vs. 2.6%, respectively) were similar.  

In a randomized, 16-week, open-label, parallel design study of children and 
adolescents with type 1 diabetes, adverse event reports related to infusion-site 
reactions were similar for insulin lispro and insulin aspart (21% of 100 patients 
versus 17% of 198 patients, respectively). In both groups, the most frequently 
reported infusion site adverse events were infusion site erythema and infusion 
site reaction. 
Allergic Reactions

Local Allergy—As with any insulin therapy, patients taking Humalog may 
experience redness, swelling, or itching at the site of the injection. These minor 
reactions usually resolve in a few days to a few weeks, but in some occasions, 
may require discontinuation of Humalog. In some instances, these reactions 
may be related to factors other than insulin, such as irritants in a skin cleansing 
agent or poor injection technique. 

Systemic Allergy—Severe, life-threatening, generalized allergy, including 
anaphylaxis, may occur with any insulin, including Humalog. Generalized allergy 
to insulin may cause whole body rash (including pruritus), dyspnea, wheezing, 
hypotension, tachycardia, or diaphoresis. 

In controlled clinical trials, pruritus (with or without rash) was seen in  
17 patients receiving regular human insulin (n=2969) and 30 patients receiving 
Humalog (n=2944). 

Localized reactions and generalized myalgias have been reported with injected 
metacresol, which is an excipient in Humalog (see Contraindications). 
Antibody Production

In large clinical trials with patients with type 1 (n=509) and type 2 (n=262) 
diabetes mellitus, anti-insulin antibody (insulin lispro-specific antibodies,  
insulin-specific antibodies, cross-reactive antibodies) formation was evaluated 
in patients receiving both regular human insulin and Humalog (including patients 
previously treated with human insulin and naive patients). As expected, the largest 
increase in the antibody levels occurred in patients new to insulin therapy. The 
antibody levels peaked by 12 months and declined over the remaining years of the 
study. These antibodies do not appear to cause deterioration in glycemic control 
or necessitate an increase in insulin dose. There was no statistically significant 
relationship between the change in the total daily insulin dose and the change in 
percent antibody binding for any of the antibody types. 

USE IN SPECIFIC POPULATIONS
Pregnancy—Pregnancy Category B. All pregnancies have a background risk 
of birth defects, loss, or other adverse outcome regardless of drug exposure. 
This background risk is increased in pregnancies complicated by hyperglycemia 
and may be decreased with good metabolic control. It is essential for patients 
with diabetes or history of gestational diabetes to maintain good metabolic 
control before conception and throughout pregnancy. In patients with diabetes or 
gestational diabetes insulin requirements may decrease during the first trimester, 
generally increase during the second and third trimesters, and rapidly decline 
after delivery. Careful monitoring of glucose control is essential in these patients. 
Therefore, female patients should be advised to tell their physicians if they intend 
to become, or if they become pregnant while taking Humalog. 

Although there are limited clinical studies of the use of Humalog in pregnancy, 
published studies with human insulins suggest that optimizing overall glycemic 
control, including postprandial control, before conception and during pregnancy 
improves fetal outcome. 
Nursing Mothers—It is unknown whether insulin lispro is excreted in human milk. 
Use of Humalog is compatible with breastfeeding, but women with diabetes who 
are lactating may require adjustments of their insulin doses. 
Pediatric Use—Humalog is approved for use in children for subcutaneous daily 
injections and for subcutaneous continuous infusion by external insulin pump. 
Humalog has not been studied in pediatric patients younger than 3 years of age. 
Humalog has not been studied in pediatric patients with type 2 diabetes. 
Geriatric Use—Of the total number of subjects (n=2834) in eight clinical studies 
of Humalog, twelve percent (n=338) were 65 years of age or over. The majority of 

these had type 2 diabetes. HbA1c values and hypoglycemia rates did not differ by 
age. Pharmacokinetic/pharmacodynamic studies to assess the effect of age on the 
onset of Humalog action have not been performed. 

OVERDOSAGE 
Excess insulin administration may cause hypoglycemia and hypokalemia. Mild 

episodes of hypoglycemia usually can be treated with oral glucose. Adjustments 
in drug dosage, meal patterns, or exercise may be needed. More severe episodes 
with coma, seizure, or neurologic impairment may be treated with glucagon or 
concentrated intravenous glucose. Sustained carbohydrate intake and observation 
may be necessary because hypoglycemia may recur after apparent clinical 
recovery. Hypokalemia must be corrected appropriately.

STORAGE
Do not use after the expiration date.
Unopened Humalog should be stored in a refrigerator (36° to 46°F [2° to 8°C]),  

but not in the freezer. Do not use Humalog if it has been frozen. In-use Humalog 
vials, cartridges, pens, and Humalog KwikPen® should be stored at room 
temperature, below 86°F (30°C), and must be used within 28 days or be discarded, 
even if they still contain Humalog. Protect from direct heat and light. 

PATIENT COUNSELING INFORMATION: See FDA-approved patient labeling and 
Patient Counseling Information section of the Full Prescribing Information.

Humalog® and Humalog® KwikPen® are registered trademarks of Eli Lilly 
and Company. 

Marketed by: Lilly USA, LLC, Indianapolis, IN 46285, USA

Copyright © 1996, 2011, Eli Lilly and Company. All rights reserved.
Additional information can be found at www.humalog.com.
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The Alzheimer’s Association sug-
gests that major neurocognitive 
disorder (formerly known as de-

mentia) caused by Alzheimer’s disease 
is a “silent epidemic” in blacks, noting 
that the prevalence among blacks rang-
es from 14% to 100% higher than it is 
among whites.

In April 2013, the National Institute 
on Aging highlighted a Journal of  the 
American Medical Association research 
article that noted blacks were more likely 
to have a variant of  the ABCA7 gene and 
that this gene variant led to almost dou-
ble the risk of  developing Alzheimer’s 
disease (JAMA 2013;309:1483-92). 

In addition, the Alzheimer’s Association 
suggests that blacks are “seriously under-
represented in current clinical trials of  
potential treatment of  Alzheimer’s dis-
ease, particularly in trials conducted 
by drug companies.” This observation 
echoes former U.S. Surgeon General 
David Satcher’s 2001 Culture, Race, and 
Ethnicity report, which underscored a 
historic dearth of  research on mental 
health issues. Recently, a randomized 
clinical trial of  citalopram in agitated 
patients with Alzheimer’s disease found 
this selective serotonin reuptake inhibi-
tor (SSRI) to be efficacious in reducing 
agitation. However, blacks were grossly 
underrepresented, comprising 15 of  
94 patients in the experimental arm of  
this study (JAMA 2014;311:682-91).

While working on the medical/psy-
chiatric floor at Jackson Park Hospital 
on Chicago’s South Side, I have seen 
one to three elderly black patients every 
day, who had been transferred from 
local nursing homes with complaints 
of  restlessness, wandering, aggression, 
depression, and psychosis characterized 
by hallucinations and delusions, which 
resulted in disruptive behaviors. Clinical 
lore suggests that such behaviors are 
responsible for about 50% of  admissions 
to nursing homes and 95% of  hospital 
admissions from such nursing homes.

Despite the known risks, too often, I 
see patients being prescribed first- and 
second-generation antipsychotics. I sup-
pose this is because of  the agitation, 
aggression, and psychotic symptoms. 
But according to the Food and Drug 
Administration, such prescribing is 
associated with premature mortality in 
Alzheimer’s disease. I also see a lot of  
benzodiazepine regimens, and this, too, 
occurs despite the recent findings that 
benzodiazepines are associated with the 
etiology of  Alzheimer’s disease. These 
practices just do not make any sense.

Recently, I saw an elderly black woman 
with suspected Alzheimer’s disease. 
When I asked her the year, I saw fear 
and panic spread over her face as she real-
ized that she did not remember. I gave 
her 10 mg of  escitalpram for anxiety, and 
followed up with a dose every morning.

When I checked on her the day after 
the first dose, after confirming that she 
did not remember me from the previous 
day (quite unusual as I wear a garish 
cowboy hat that my daughter gave me), 
I again asked what year it was. She replied 

with a pleasant smile: “I don’t know, and 
I don’t care.” She was calm and agreeable, 
not the frightened, panic-stricken, irri-
table woman I had seen the day before.

Since then, I have been repeatedly 
impressed with this particular SSRI in 
managing major neurocognitive disorder 
caused by Alzheimer’s disease. It brings 
about a night and day difference in terms 
of  agitation and irritability. And no, I do 
not own stock in pharmaceutical com-
panies; escitalopram (not citalopram) 

is the one that the hospital formulary 
offers and, in my experience, seems 
to have minimal side effects, including 
hepatotoxicity and hyponatremia. The 
other SSRIs (citalopram, duloxetine, 
fluoxetine, fluvoxamine, paroxetine, or 
sertraline) might work just as well. I 
would be interested to hear from other 
clinicians with extensive experience with 
treating hundreds of  blacks or other 
patients with Alzheimer’s disease — as 
it might take years for the research to be 

published and even longer before we see 
related data on underserved populations. 
In the absence of  research focused on 
Alzheimer’s disease in blacks , we must 
rely on clinical experience to address 
these issues. CfA

Dr. Bell is a staff  psychiatrist at 
Jackson Park Hospital. DISCLAIMER: 
The opinions expressed here do not 
represent the opinion of  AMDA or Caring 
for the Ages.

Managing Major Neurocognitive Disorder in Blacks
BY CARL C. BELL, MD
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Dear Dr. Jeff

 Dear Dr. Jeff:
We have been trying to decrease our rate 
of  hospital admissions and readmissions. 
The local hospitals have all emphasized 
readmissions for congestive heart failure 
and we have had significant success reduc-
ing these hospital referrals, but our data 
now show that respiratory diseases are the 
most common reason for our short-term and 
long-term residents to go to the emergency 
department. We have so far been unable to 
influence these numbers. Do you have any 
suggestions?

 Dr. Jeff  responds: Unfortunately, chronic 
obstructive pulmonary disease (COPD) 
can be very difficult to diagnose or 
evaluate in seniors as no elder-specific 
diagnostic criteria exist. Although the 
symptoms of  chronic cough and short-
ness of  breath that increase with exercise 
are both very common in the elderly, 
they obviously overlap with many other 
diagnoses, such as congestive heart fail-
ure (CHF) and recurrent aspiration.

 The GOLD Standard
 The Global Initiative for Chronic 
Obstructive Lung Disease (GOLD) pro-
duced internationally accepted standards 
for diagnosis and treatment. Their diag-
nostic and treatment guidelines define 
COPD as an FEV1 (forced expiratory 
volume in 1 second) to FVC (forced vital 
capacity) ratio of  less than 0.7, an arbi-
trary value. This means that the patient 
requires a longer time to exhale, implying 
an obstruction to airflow. Consequently, 
a COPD diagnosis can only be made 
using spirometry, a diagnostic test that is 
generally unavailable in nursing homes 
— although not uncommon in many pri-
mary care physician offices — and nearly 
universal for pulmonology specialists. 

Moreover, spirometry is rarely per-
formed during acute hospital care 
because accurate measurements should 
be obtained when the patient is at base-
line as opposed to the acute or recovery 
phase of  a respiratory infection. Thus, 
for most nursing homes to make a diag-
nosis according to the GOLD standard, a 
transfer of  the patient outside the build-
ing with all the attendant difficulty and 
costs is required. Also, for patients with 
concomitant dementia, it may be difficult 
to get them to blow as hard and as long 
as they can into a spirometer.

Unfortunately, pulmonary func-
tion declines with age due to complex 
interactions among a variety of  fac-
tors. These factors include exposure 
to respiratory toxins, such as tobacco 
smoke; age-related decline in cell 
repair with enlargements of  alveolar 
size (“senile emphysema”); decreased 

lung elasticity; and changes in immune 
function promoting pulmonary 
inflammation including inflammatory 
markers, such as tumor necrosis fac-
tor-alpha and IL-6.

Further, normal breathing requires 
the activity of  muscles including aging 
intercostal muscles, which may be fur-
ther limited by increased spinal rigid-
ity, chest wall structural changes, such 
as kyphosis, and declining diaphrag-
matic strength. Those factors associ-
ated with sarcopenia in frail seniors 
probably play a role for muscles such 
as the diaphragm.

 In summary, there are multiple rea-
sons to suspect that COPD is seriously 
underdiagnosed in frail seniors in the 
long-term care setting. Unfortunately, 
even when cognitive function allows for 
spirometric testing, there is significant 
potential to overdiagnose normal sys-
temic aging processes, such as COPD, 
leading to inappropriate treatment with 
medications associated with serious toxic 
side effects in the elderly. For example, 
CHF can produce wheezing, low-grade 
leukocytosis, elevated temperature, and 
increased interstitial markings or pseu-
doinfiltrates on chest X-rays, all sug-
gestive of  decompensated chronic lung 
disease. Also, because prior or ongoing 
tobacco use is a major risk factor for 
both cardiac and pulmonary dysfunc-
tion, there is significant overlap in at-risk 
populations. Moreover, in an era when 
30-day readmissions for CHF lead to 
potential financial penalties for hospi-
tals, there is ample reason that return 
of  a patient — who has failed to respond 
to outpatient management — to the 
hospital after a prior cardiac admission 
may be attributed to a new or different 
disease process, such as COPD.

 Assess All Breathing Difficulties
 Residents should routinely be asked 
about shortness of  breath, including 
whether shortness of  breath occurs 
during exercise, and whether it limits 
activities of  daily living or extended 
ambulation. Clinicians should not be sat-
isfied with cardiac or respiratory patients 
who only are asymptomatic at rest. 
Obviously, these are likely to be under-
treated patients at risk of  hospitalization 
with any acute physiologic decline. 

 The physical examination offers sig-
nificant clinical information. Auscultation 
during forced exhalation is a poor doc’s 
spirometry. The resident should be asked 
to take a deep breath, hold it, and breathe 
out as rapidly as possible. This maneuver 
frequently produces expiratory wheezing 
that would not be audible during the slow 
inhalation/exhalation of  the traditional 

lung exam. Moreover, the practitioner 
can determine whether the expiratory 
process is prolonged or extremely pro-
longed, compared with their experi-
ence or the patient’s baseline. Although 
portable spirometry equipment is more 
affordable now, and could be brought to 
the bedside, patients may have difficulty 
complying with instructions. Thus, val-
ues obtained may be poorly reproducible.

Treatment Missteps, Options
 There is ample evidence that elderly 
patients are routinely undertreated 
and inappropriately treated for COPD. 
Metered-dose inhalers (MDIs) are still 
frequently ordered in skilled nursing and 
assisted living facilities, despite substan-
tial evidence that they are ineffective 
for patients in these settings. Successful 
use of  an MDI requires coordination 
between a strong forced inhalation and 
compression of  the canister. Arthritic 
fingers, cognitive impairment, weak 
inhalation, and the need to coordinate 
with an administering nurse suggest 
that these medications are delivered 
only to the oral cavity. When the inhaler 
includes a steroid, this also increases the 
risk of  thrush. Coordinated use of  an 
MDI may be particularly problematic 
when administered to a resident who is 
already tachypneic. MDIs should rarely 
be used in nursing homes without a 
spacer and very rarely used outside 
post-acute units. Dry powder inhalation 
devices, breath-activated delivery sys-
tems, and soft mist inhalers are all more 
effective than MDIs with a spacer. Of  
all these devices, the use of  nebulizers 
requires the least coordination and the 
least inspiratory effort, although they 
require more nursing time.

 The GOLD treatment recommen-
dations emphasize the use of  inhaled 
anticholinergic preparations. Generally 
well-tolerated in the elderly, they are 
minimally absorbed systemically but 
may add to the resident’s general anti-
cholinergic load, increasing the risk of  
cognitive side effects. Obviously, their use 
in any patient already treated with cho-
linesterase inhibitors, such as donepezil, 
requires close monitoring. Also, some 
risk exists of  ocular exposure when used 
for residents with glaucoma. 

Beta-adrenergic preparations have 
been the mainstay of  COPD treat-
ment in the elderly. Despite evidence of  
decreased physiologic effect with aging 
related to binding site alterations, beta-
adrenergic preparations remain clini-
cally effective, and there is little reason 
to favor one preparation over another. 
Long-acting preparations should be pre-
ferred for stable pulmonary function, 

and short-acting preparations should be 
reserved for treatment of  breakthrough 
symptoms.

 Inhaled corticosteroids should be 
considered for those with moderate-to-
severe disease. Their use in a disease 
with reversible inflammatory features is 
logical and strongly urged by the GOLD 
criteria. Theophylline, which lost popu-
larity due to the need to monitor drug 
levels and the nausea associated with 
high doses, can still be an effective addi-
tion to the regimen of  patients with 
advanced disease.

 As with so many chronic diseases, 
effective management means chronic 
treatment and the prevention of  exac-
erbations. Prevention of  exacerbations 
and rehospitalization also requires evalu-
ation and treatment of  the coexisting 
depression with anxiety, which has been 
found in more than 40% of  seniors with 
COPD. This anxiety may be worsened 
by adrenergic agents or steroids, but it is 
not simply a side effect of  therapy.

Pulmonary rehabilitation plays a role 
in the recovery from acute decompensa-
tion and the prevention of  recurrences. 
A comprehensive approach to pulmo-
nary rehabilitation includes breathing 
exercises; optimizing adjunctive equip-
ment, including incentive spirometers 
and CPAP/BiPAP equipment; patient 
education; and cotreatment with physical 
therapy and occupational therapy, includ-
ing monitoring of  oxygen saturation dur-
ing treatment. Unfortunately, Medicare 
does not recognize respiratory therapy 
time as it does other therapies in RUGs 
(resource utilization group) reimburse-
ment categories. Given the rising costs to 
hospitals from recurrent hospitalizations, 
it may be possible to investigate coinvest-
ing in a pulmonary rehab program shared 
between acute and post-acute care.

 Underdiagnosed and overdiagnosed, 
undertreated and poorly treated, COPD 
is a chronic condition that can rapidly 
turn life-threatening, and it can result 
in a trip to the hospital or intensive care 
unit. Yet, appropriate treatment, includ-
ing wise choices, patient education, and 
early interventions, can prevent or blunt 
severe exacerbations. When directing 
patients through forced expiration, many 
clinicians describe forced expiration as 
“like blowing out birthday candles.” 
With good care, these patients may see 
more candles on their cake. CfA

 Dr. Nichols is president of  the New 
York Medical Directors Association and 
a member of  the Caring for the Ages 
Editorial Advisory Board. Comment 
on this and other columns at www.
caringfortheages.com under “Views.” 

  Take a Deep Breath and Hold It

By Jeff Nichols, MD, CMD
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incidence of  new brain lesions after TAVR. 
Studies using full neurocognitive test bat-
teries have consistently shown a relation-
ship between small brain infarcts much 
like these, cognitive decline, and dementia.

“This is an incredibly alarming piece 
of  information. People should be aware 
of  this. There is interest in doing TAVR 
in younger and younger patients. But 
there is indeed an issue with unintended 
consequences. If  we take younger and 
less and less symptomatic patients, their 
chance of  dementia in 20 years is prob-
ably going to be increased. We’re going 
to have to follow these patients for a 
long period of  time to look at that spe-
cific endpoint,” Dr. Holmes said. 

Regarding unintended consequences, 
there is also the issue of  TAVR-related 
stroke. Among the more than 27,000 
patient records submitted to the Society 
of  Thoracic Surgeons/American 
College of  Cardiology TVT registry 
through December 2014, the peripro-
cedural stroke rate was 2.4%. One-year 
outcomes included 26.2% mortality and 
a 3.6% stroke rate, Dr. Holmes said.

Given that two-thirds of  TAVR cases 
submitted to the TVT registry in 2014 
involved patients age 80 or older, with 
New York Heart Association class III/
IV symptoms present in 82%, and 50% 
of  patients rated as being at extreme risk 
with a predicted 1-year mortality of  50% 
without intervention, a 3.6% stroke rate 

can be considered tolerable. This is not 
so in the younger asymptomatic patients 
with significant aortic stenosis who are 
increasingly under discussion as poten-
tial candidates for the procedure.

“Stroke rates are the real deal in 
patients undergoing TAVR. Maybe 
you’re going to take an asymptomatic 
person and give them a stroke rather 
than wait or give a surgical valve replace-
ment,” Dr. Holmes said.

He predicted that within 10 years, the 
use of  cerebral protection devices will be 
considered mandatory, not just during 
TAVR but also during percutaneous coro-
nary intervention, coronary artery bypass 
graft surgery, and probably atrial fibril-
lation ablation as well. All of  these pro-
cedures have been linked to new-onset 
brain lesions on diffusion-weighted MRI.

Promising new neuroprotection 
devices include Keystone Heart’s 
TriGuard, a filter-deflector that covers all 
three cerebral arteries and has no impact 
on cerebral blood flow. “We’re going to 
be using something — a filter or filter-
deflector — in every single patient to 
prevent the abnormal brain hits that are 
seen with all of  these procedures. The 
need for brain protection is not going 
away,” Dr. Holmes predicted. 

Critical Aortic Stenosis
In patients with severe, inoperable aortic 
stenosis, TAVR was superior to standard 
therapy, and measured up to surgery in 
high-risk patients 5 years after the proce-
dure was performed, according to final 
data from the PARTNER 1 trial.

The study showed TAVR to be an 
alternative to surgery for some high-risk 
surgical patients, Michael Mack, MD, 
reported at the annual scientific sessions 
of  the American College of  Cardiology 
in San Diego. High-risk surgical 
patients had similar all-cause mortality, 

cardiovascular mortality, stroke, and 
hospital readmission rates, regardless 
of  whether they underwent TAVR or 
surgical valve replacement, Dr. Mack 
of  Baylor Scott & White Health in Plano, 
TX, and his associates wrote in an article 
published online simultaneously with the 

The TAVR Option
from page 1

Editor’s Note
[Regarding the death rate after TAVR], the fact that a quarter of  patients 
die within a year postprocedure is not surprising, considering that 
with untreated critical aortic stenosis (AS), the mortality rate would have been 
even higher. Although TAVR is expensive and carries some risks, it is certainly 
worth considering, especially in patients without multiple serious comorbidi-
ties. In the past, all we could offer people with critical AS who were not candi-
dates for open valve replacement was palliative care (and the prediction that life 
would get worse, with dyspnea at rest, syncope, and a progressively debilitating 
illness culminating in a hypoxic death). Dying from critical aortic stenosis can 
be a pretty unpleasant and protracted ordeal, and most patients who undergo 
TAVR will not have the progressive triad of dyspnea, angina, and syncope as 
they approach death. From a quality of  life standpoint, at least for me, that 
would loom pretty large in my decision-making process. 

Now there is really something that can and does add years of  life and func-
tion. The risk of  cognitive deterioration or stroke related to the procedure 
would be one thing I would consider, but it would not be a deal-breaker. We 
should choose carefully, with shared decision making and a diligent discussion 
of  goals of  care. Our patients deserve to make informed decisions on these top-
ics, so we need to disclose this (and we hope our cardiologist colleagues will 
do the same), but we should not withhold or actively discourage this relatively 
non-invasive — although expensive — TAVR option for our patients.

I’m very glad this procedure is available for the people in my care.  I have 
one patient who just turned 100 years old who had TAVR about 4 years ago 
when it was still experimental, and there is no doubt that it has allowed her 
to thrive for far longer, and in better shape, than if  she had not had the proce-
dure.  This is one that clearly passes the “mom” test (if  our mom had critical 
AS, we’d probably recommend it for her!).

—Karl Steinberg, MD, CMD
Editor in Chief

VIENNA — Measuring cognitive func-
tion might help determine if  an elderly 
patient is at risk for developing a host of  
vascular diseases, including stroke and 
transient ischemic attack (TIA), research 
presented at the annual European Stroke 
Conference suggested. 

The research, which has been 
accepted for publication in the Journal 
of  Neurology, showed that lower perfor-
mance in a measure of  global cogni-
tive function was associated with a 57% 
increase in the risk of  stroke and a 69% 
increase in the risk of  coronary heart 
disease (CHD). 

“If  a person has a poor performance 
or clinical impairment in cognitive func-
tion, it means that the clinician should 
perhaps be careful because the patient 
might be at risk of  developing diseases 
such as stroke, [TIA], myocardial infarc-
tion, and so on,” Somayeh Rostamian, 
PhD, a nurse scientist at Leiden (the 
Netherlands) University Medical Center, 
said in an interview.

During her presentation, she explained 
that it was well known that cardiovascu-
lar risk factors and diseases were associ-
ated with mild cognitive impairment. 
Data also have shown that mild cognitive 
impairment might signal the onset of  
common age-related neurologic diseases 
such as dementia.

“We hypothesized that mild cognitive 
impairment might be an early manifes-
tation of  vascular diseases in subjects 
without clinically recognized disease,” 
Dr. Rostamian explained, suggesting it 
could be “the tip of  the iceberg.”

To test their hypothesis, the research 
team first performed a systematic 
review and meta-analysis (Stroke 
2014;45:1342-8) to look at the available 
evidence on the association between 
cognitive impairment and stroke risk. 
The results showed that stroke risk was 
increased by 15% overall, although indi-
vidual study estimates ranged from 1% 
up to 49%. 

“We then decided to look at the asso-
ciation between cognitive function, 
stroke, and coronary heart disease, and 
to evaluate the association between cog-
nitive function domains and the risk of  
such diseases,” Dr. Rostamian said. 

Data on the cognitive function of  
3,926 men and women between 70 
and 82 years old were obtained from 
the randomized controlled Prospective 
Study of  Pravastatin in the Elderly at 
Risk (PROSPER). This trial looked at 
the role of  statin therapy in an elderly 
cohort that had or was at high risk of  
developing cardiovascular disease and 
stroke (Lancet 2002;360:1623-30). Results 
of  the trial suggested that statin therapy 
might reduce the incidence of  TIAs by 
up to 25%, but it did not reduce the risk 

for stroke or have an effect on cognitive 
function.

Nevertheless, the trial provided infor-
mation on cognitive function that was 
assessed at enrollment and then annu-
ally, which could be used for the current 
study. Dr. Rostamian noted that the team 
used data from the Stroop Color and 
Word test, the Letter Digit Substitution 
test, and the Picture-Word Learning 
test, which evaluate selective attention, 
processing speed, and immediate and 
delayed memory, respectively. A com-
posite score for executive function was 
obtained by combining the results of  the 
Stroop and the Letter Digit Substitution 
tests, and a composite score for memory 
was obtained from the Picture-Word 
Learning test results.

Over a follow-up of  just more than 
3 years, there were 155 stroke and 375 cor-
onary events, giving incidences of  12.4 and 
30.5 per 1,000 person-years, respectively. 

After adjusting for multiple confound-
ing factors, patients in the low tertile of  
cognitive function had the higher risk 
of  both stroke (RR, 1.57; P = .010) and 
CHD (RR, 1.69; P < .001), compared 
with those in the high-cognitive func-
tion tertile who were used as a reference 
(RR, 1). Patients in the middle tertile 
also had an increased risk for both dis-
eases (RR, 1.25 and 1.21, respectively).

The results also suggested that defi-
cits in executive function, rather than 

memory, were predictive of  stroke and 
CHD. So, it might be more important to 
assess patients’ ability to perform tasks 
that involve their ability to pay attention 
or process information. 

Indeed, when comparing patients in 
the low-cognitive and high-cognitive ter-
tiles, the risk for stroke was 51% higher 
(RR, 1.51; P = .042) and the risk for CHD 
was 85% higher (RR, 1.85; P < .001). In 
contrast, there was no increased risk 
linked to memory deficits, with a RR of  
0.87 for stroke and 0.99 when comparing 
patients in the low- and high-cognitive 
tertiles. 

“Impaired executive function, but not 
memory, was associated with increased 
risk of  cardiovascular diseases and can 
be considered as an indicator of  car-
diovascular events. Lower performance 
in global cognitive function was associ-
ated with a higher risk of  stroke and 
coronary heart disease,” Dr. Rostamian 
summarized.

“Cognitive assessment might provide 
a tool for clinicians to identify older sub-
jects at an extra risk for future cardiovas-
cular events,” she concluded. 

The original trial was supported by an 
investigator-initiated grant from Bristol-
Myers Squibb, USA. Dr. Rostamian had 
no conflicts. CfA

 Sara Freeman is a Frontline Medical 
News freelance writer based in London.

Cognitive Impairment Signals Subclinical Vascular Disease
BY SARA FREEMAN
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presentation (Lancet 2015;385:2477-84). 
“Functional outcomes were also similar 
and preservation of  valve hemodynam-
ics was equivalent in both groups,” they 
wrote.

The trial also showed “a sustained 
benefit of  TAVR” for inoperable aor-
tic stenosis, “as measured by all-cause 
mortality, cardiovascular mortality, 
repeat hospital admission, and func-
tional status. Valves were durable, with 
no increase in transvalvular gradient, 
attrition of  valve area, or worsening of  
aortic regurgitation,” Samir Kapadia, 
MD, at the Cleveland Clinic in Ohio 
and his associates reported in a related 
article that was not presented at the 
ACC meeting but was published at the 
same time as Dr. Mack’s presentation 
(Lancet 2015;385:2485-91). Based on the 
findings, “TAVR should be strongly 
considered for patients who are not 
surgical candidates for aortic valve 
replacement,” the researchers added. 
“Appropriate selection of  patients will 
help to maximize the benefit of  TAVR 
and reduce mortality from coexisting 
severe comorbidities.”

The Placement of  Aortic Transcatheter 
Valves (PARTNER 1) trial compared 
TAVR, standard nonsurgical treatment, 
and surgery in patients with severe, symp-
tomatic aortic stenosis. The inoperable 
cohort included 358 patients who aver-
aged 83 years of  age. The high-risk cohort 
enrolled 699 patients whose overall aver-
age STS Predicted Risk of  Mortality 
Score was more than 11%. Inoperable 
patients were randomized to TAVR or 
standard treatment (usually including bal-
loon aortic valvuloplasty), whereas high-
risk patients were randomized to TAVR 
or surgical valve replacement.

Five years after treatment, almost 
72% of  TAVR patients in the inoper-
able cohort had died, compared with 

94% of  patients who received standard 
treatment (HR, 0.50; 95% CI, 0.39-0.65; 
P < .0001), Dr. Kapadia and his associ-
ates reported. Notably, 86% (42 of  49) 
surviving TAVR patients had New York 
Heart Association class 1 or 2 symptoms, 
compared with only 60% of  patients 
who received standard treatment. 
Echocardiography did not reveal valve 
deterioration, the investigators said.

Patients in the high-risk group also 
faced substantial mortality — only about 
a third were alive 5 years after TAVR or 
surgery, Dr. Mack reported. Also, 14% of  
TAVR patients developed moderate-to-
severe valvular regurgitation, compared 

with only 1% of  the surgery group), 
and this complication was tied to lower 
survival, they wrote. “The clinical out-
comes and valve performance in this 
trial might not reflect that of  subsequent 
generations of  balloon-expandable 
transcatheter valves, present operator 
expertise and experience, and more rig-
orous patient selection for TAVR,” he 
cautioned. “The patients selected for 
treatment in this trial, which started in 
2007, are also representative of  clini-
cal practice at that time; clinicians have 
since refined patient selection, at least 
partly on the basis of  early outcomes 
from this trial.”

In some patients, medication may be 
enough to alleviate symptoms of  aortic 
stenosis, and that may be all that is nec-
essary if  the condition does not require 
urgent care. It’s key for PA/LTC physi-
cians to weigh the risks and expense of  
the procedure with the potential ben-
efits of  improving quality of  life in their 
elderly patients. CfA

Bruce Jancin is with the Denver bureau 
of  Frontline Medical News. Amy Karon 
is a Frontline Medical News freelance 
reporter based in Albuquerque, NM. Mary 
Ann Moon is a Frontline Medical News 
freelance reporter based in Clarksburg, MD.

Webinars 
Now Free

Webinars, valued at $99 each, are 
now free for AMDA members. This 
new membership benefit is an excit-
ing  opportunity to access cutting-
edge education programs led by 
leading national experts. Upcoming 
webinars include “Medical Necessity 
for Post-Acute Care in the SNF: 
Regulations and Requirements,” 
“Resident Rights,” and “Cultural 
Diversity in PA/LTC.” For more 
information, go to www.amda.com/
cmedirect/#web. CfA

‘If we take younger and 
less and less symptomatic 
patients, their chance 
of dementia in 20 years 
is probably going to 
be increased.’ 
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 Older adults are at an increased 
risk for falls and fractures. The 
estimated medical cost of  falls 

in 2010 was $28.2 billion. The lost qual-
ity of  life, high rate of  institutional-
ization, and cost to society caused by 
falls makes this an important topic to 
address. Low vitamin D can lead to 
balance problems, weakness, and low 
bone mineral density with higher fall 
and fracture rates. Vitamin D supple-
mentation has been found to decrease 
falls sustained by elderly patients. The 
American Geriatrics Society released a 
consensus statement, based on fi ndings 
of  a work group of  researchers and cli-
nicians with expertise in vitamin D and 
older adults, on the use of  vitamin D for 
prevention of  falls in elderly patients in 
either the community or institutions. 

 Fall, Fracture Recommendations 
 The consensus statement (American 
Geriatrics Society Consensus Statement 
on Vitamin D for Prevention of  Falls 
and Their Consequences — American 
Geriatrics Society Workgroup on Vitamin 
D Supplementation for Older Adults. J 
Am Geriatr Soc 2014;62:147-52) recom-
mends that patients 65 years and older 
in the community as well as in institu-
tions should receive supplementation of  
at least 1,000 IU/day to help decrease the 
risk of  falls and subsequent fractures. It 
was found in studies that less than 600 IU/
day did not prevent falls. Calcium should 
be administered with the vitamin D at a 
dose of  1,000 to 1,200 mg/day. There are 
insufficient data to recommend vitamin 
D supplementation without calcium.

 Optimizing Vitamin D Status
 The goal vitamin D serum level is 30 ng/
mL, and this is based on a review of  trials 
with serum levels of  greater than 24 ng/
mL that showed lower fall rates, and trials 
that showed higher relative risk for falls 
with vitamin D levels less than 25 ng/mL. 
The vitamin D total intake found to achieve 
a level greater than 30 ng/mL (75 nmol/L) 
in 92% of older adults was 4,000 IU/day. 
This took into account dietary vitamin 
D, sun exposure, and supplementation. 
Taking 4,000 IU/day of  vitamin D is well 
below 10,000 IU/day, the highest tolerable 
amount. There has not been shown to be 
any cases of  vitamin D intoxication at lev-
els less than 200 ng/mL or at supplement 
levels of  less than 30,000 IU/day.

In patients without comorbidities, there 
was not found to be a role in checking 
vitamin D levels, before supplementation 
or for monitoring, if  the recommended 
supplementation is given. For those who 
wish to monitor levels, you should check 
the vitamin 25(OH)D levels 4 months 
after vitamin D3 supplementation.

 Special Populations
 Patients who take medicines such as cho-
lestyramine, phenytoin, and phenobar-
bital should have their levels monitored, 
as these drugs can decrease vitamin D 
levels. Also, obese patients and patients 

with malabsorption syndromes may 
need more frequent monitoring. 

 Individualized Supplementation 
 To prescribe a personalized vitamin D3 
supplementation regimen, first start 
with 3,000 IU and then add or subtract 
to determine the adequate supplemen-
tation. Subtract 150 to 225 IU/day for 
dietary intake and subtract vitamin D in 
multivitamins and calcium combination 
tablets. It is not recommended to encour-
age sun exposure to increase vitamin D 
levels, but you can subtract about 500 
to 1,000 IU/day in the summer months 
for patients with regular unprotected 
sun exposure. About 500 to 800 IU/day 
should be added for obesity and about 
300 to 600 IU/day should be added for 
darker skin pigmentation. A total of  4,000 
IU/day supplementation should not be 
exceeded except in special populations.

 Vitamin D2 Vs. D3
 Vitamin D3 has been shown to provide 
higher serum levels of  25(OH)D than 
vitamin D2. Vitamin D3 is available 
without prescription in 400, 800, 1,000, 
2,000, 5,000, and 10,000 IU formulations. 
Vitamin D2 is available by prescription at 
a dose of  50,000 IU.

 Vitamin D2 at a dose of  50,000 IU has 
not been Food and Drug Administration 
approved to increase serum 25(OH)D 
levels. Avoid giving vitamin D with cho-
lestyramine, high-fiber cereals, and fiber-
based stool softeners. It is best  taken with 
meals with oil for better absorption. Daily, 
weekly, and monthly vitamin D3 supple-
mentation has been shown to equally 
achieve target blood levels of  vitamin D.

 The Bottom Line
 Maintaining adequate vitamin D serum 
levels has been shown to help reduce 
falls and fractures in older adults. A goal 
level of  greater than 30 ng/mL has been 
shown to help with the prevention of  falls 
and fractures. The work group came to 
a different conclusion from the Institute 
of  Medicine report, which recommended 
vitamin D serum levels greater than 20 
ng/mL in older adults. In trials with 
serum levels of  24 ng/mL, there was a 
clear lower fall rate seen. In trials with lev-
els less than 25 ng/mL, there was a higher 
relative risk of  falls. A total daily intake of  
4,000 IU of  vitamin D3 has been shown to 
reach a serum level of  30 ng/mL in 92% 
on patients 65 years and older. In order to 
reach this goal, older adults in the com-
munity and in institutions require about 
1,000 IU of  vitamin D3 supplementation 
daily. However, it is ideal to individualize 
the supplementation amount based on 
each person’s sun exposure, daily dietary 
intake, and other medications or comor-
bidities that they have. CfA

 Dr. Skolnik is associate director of  
the family medicine residency program 
at Abington Memorial Hospital, PA, 
and professor of  family and community 
medicine at Temple University in 
Philadelphia. Dr. Bowry is a third-year 
resident in the family medicine residency at 
Abington Memorial Hospital.

  Vitamin D for Fall Prevention 
 BY NEIL SKOLNIK, MD, AND 

KATIE BOWRY, MD
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BETHESDA, MD — Senior citizens 
who have a motor vehicle collision are 
advised to maintain a regimen of  physi-
cal activity in the weeks immediately 
following the crash; otherwise they risk 
developing persistent, severe pain later, 
according to study results presented at 
a meeting sponsored by the National 
Institutes of  Health’s Pain Consortium. 

“We’re interested in patients who didn’t 
require hospitalization and didn’t have 
severe injuries, which, as it turns out, is 
about 80% of older adults experiencing car 
accidents,” Timothy F. Platts-Mills, MD, 
of  the department of  emergency medi-
cine at the University of  North Carolina 
at Chapel Hill explained in an interview. 
Findings from previous studies also have 
suggested that leading a sedentary lifestyle 
can cause persistent pain, he added.

The study enrolled 156 adults 65 years 
or older who had emergency depart-
ment visits less than 24 hours after being 
in a car crash. Each subject was given a 
Pain Activity Scale for the Elderly (PASE) 
survey to assess the level of  physical 
activity they undertook at baseline and 
at 6 weeks after the accident. Subjects 
were then divided into two cohorts: indi-
viduals whose activity level dropped by 
50% or more, and those who kept up 
their regular movement patterns.

In addition, patients were asked to assess 
their pain severity at baseline on a scale of  
1-10; a score of  1-3 indicated mild pain, 
4-6 indicated moderate pain, and 7-10 indi-
cated severe pain. Subjects in both cohorts 
were then reevaluated at 6 months to 
determine whether pain persisted, and the 
intensity of  pain that subjects experienced. 
Subjects were also asked to assess the level 
of  difficulty they had when performing six 
activities of  daily living (ADL) exercises.

Of  the subjects, 83% reported no 
difficulty performing ADLs prior to 
their car accident, but 60% had dif-
ficulty at 6 months. The average pain 
score was 5.4 when assessed after the 
accident in the emergency department, 
but dropped to 3.6 at 6-week follow-up; 
at baseline, 33% reported moderate 
pain and 41% reported severe pain. 
However, at 6 months, the mean pain 
score was significantly higher in sub-
jects whose physical activity decreased 
by at least 50%, compared with those 

who maintained higher rates of  activ-
ity: 4.2 vs. 2.2, respectively.

Of the subjects, 31% reported that their 
physical activity decreased by more than 
50%. Of those, 37% reported experiencing 
depression, compared with 18% of  those 
who did not decrease activity. Of  those 
who became less active, 81% reported 
pain scores of  4 or higher, indicating 
“moderate to severe” pain, compared 
with 68% in the cohort who maintained 
the same level of  activity. Axial pain was 
higher in those who became less active 
(67% vs. 56%), but lower-extremity pain 
was slightly higher in the cohort who 
remained after the accidents as they had 
been before (32% vs. 28%).

“We then did an analysis where we 
adjusted for all of  the characteristics that 
we saw in the emergency departments 
[because] people who decreased their 
activity might have also had more pain, 
or maybe a worse injury,” said Dr. Platts-
Mills. “We controlled for characteristics 
of  the patients — sociodemographic 
characteristics, pain severity, location of  
pain — and even after adjusting for all of  
those characteristics, we still saw [that] 
people who decreased their physical activ-
ity had higher rates of  persistent pain.”

From this analysis, Dr. Platts-Mills and 
his coinvestigators determined that sub-
jects who were older than 75 years of  
age, female, depressed, and experiencing 
axial pain were more likely to decrease 
their physical activity by at least 50%, 
thereby experiencing more persistent 
pain. Depression, pain in the emergency 
department, axial pain, and lower-extrem-
ity pain were all consistently higher in the 
decreased-activity cohort after adjustment.

“To me, what that suggests is that 
there may be a causal relationship there, 
so decreasing physical activity might 
actually be causing persistent pain, and 
that’s been suggested by some other 
works,” said Dr. Platts-Mills. “So the 
inference [is] that if  we can promote 
physical activity in the early recovery 
period for older adults after an injury … 
then we may improve outcomes.”

This study was supported by an award 
from the National Institute on Aging. 
Dr. Platts-Mills did not report any other 
relevant financial disclosures. CfA

Deepak Chitnis is a web content editor 
with Frontline Medical News

Elders Should Get Moving 
After a Car Accident 

BY DEEPAK CHITNIS

Women older than 75 who were depressed decreased their physical activity by 
more than 50%, resulting in more persistent pain. 

©
 i

S
T

O
C

K
P

H
O

T
O

.C
O

M
/H

A
L

F
P

O
IN

T



 12 • CARING FOR THE AGES JULY 2015

Louise Aronson, MD, posed a simple 
question to the audience during her 
presentation “Adventures in Story-

telling” during the AMDA 2015 Annual 
Conference in Louisville, KY.

“What’s your story?”
 For geriatricians and practitioners in 

post-acute/long-term care, “there’s no 
denying that what we do is sad and dis-
turbing to other people,” Dr. Aronson 
said. “[Aging] is going happen to all 
of  us. In American society, we tend to 
try to ignore aging; if  we don’t think 
about it, somehow it won’t happen. 
But if  we can tell the stories about 
how gratifying it is for us and how 
meaningful it is for family members, 
we can help other people look at this 
issue more closely.”

 Dr. Aronson, a geriatrician and 
associate professor of  medicine at the 
University of  California, San Francisco, 
directs the Northern California Geriatrics 
Education Center. She also is a widely 
published author and released a book, 
History of  the Present Illness, in 2013.

 She noted key points about storytell-
ing that physicians can use to craft their 
own stories, and pointed to the impact 
that a personal story, either about a 
patient or oneself, tends to have on an 
audience. She called this the “n of  1.”

 “If  you want peoples’ attention and 
you talk about an entire nation that is 
starving, most people will change the 
channel or flip on the phone. If  you 
get down to one family, you get a little 
more traction. If  you get down to a 

single individual, the n of  1, then you 
actually get people’s attention. Think 
about what politicians or marketers use, 
or the Olympics. Why are they profiling 
people? That’s what gets people to care.” 
She cited data that suggested that sto-
ries, rather than a linear display of  facts 
and information, recruit more areas of  
the brain, and make information easier 
to remember. 

 “We seem to attach the emotive to the 
cognitive. If  you want to get people’s 
attention and you want them to remem-
ber what you told them, a story is an 
effective vehicle for that,” she said.

 Dr. Aronson spoke about three uses 
for stories:

 ▶  Professional. Stories can help you 
talk about your facility or practice. This 
method of  storytelling is effective for 
websites, negotiating with the health 
care system, and helping colleagues 
understand what you do. 

 ▶  Personal. Personal stories provide 
for self-care and reflection. People who 
reflect are more satisfied with their prac-
tice and more likely to learn. 

 ▶  Public. Public stories educate people 
about what you do and the conditions 
in which you care for patients, or advo-
cate for changes in policies that benefit 
patients.

 Writing is extracurricular for Dr. 
Aronson, as she explained how she wrote 
her book. “What I found when I pro-
cessed these stories, when I formulated 
them — it actually made me a better 
physician because I was able to see the 
perspective of  the patients and family 
members that I couldn’t see before.”

 Four Reasons to Tell Stories
 She cited four reasons to tell stories, 
particularly about the PA/LTC envi-
ronment and its residents and patients: 

 ▶ To establish empathy as a way of  
humanizing people who are sequestered 
in facilities where they’re not seen.

 ▶ To raise awareness around the issues 
that surround PA/LTC and the benefits 
of  that care.

 ▶ To teach what people need to know 
to plan for their own lives.

 ▶ To advocate about issues and changes 
in the world that will benefit patients.

 “There are ways of  telling your per-
sonal story, and why you do what you do, 
that can inspires other people toward this 
line of  work, that can humanize you to 
patients and colleagues and family mem-
bers,” she said. Telling a personal story 
can make the storyteller someone who 
readers care about, and in turn, readers 
will care about the story. “Generally, if  
you like the person who’s speaking, and 
if  you show empathy and engagement 
with the patients we care for, and you 
portray them in a way so other people 
also can care for them, it’s a win-win.”

 Dr. Aronson suggested five storytell-
ing tools PA/LTC practitioners can use 
to get started:

 ▶  Use plain language and avoid medical 
jargon. 

 ▶  Obey the adage “less is more.” Don’t 
overwhelm with statistics and details that 
are not relevant to the story. She recom-
mended focusing on three data points 
that work together but are distinct.

 ▶  Don’t be afraid to get personal and 
make yourself  accessible in your story. 

 ▶  Make people care about the topic. Use 
a related topic or event to draw a parallel 
to get the reader’s attention. 

 ▶  Know what you want and get feedback. 

 One Call to Action
 Powerful stories instruct readers how 
to take action, Dr. Aronson said. “We 
can influence the discussion, and the 
policy and what people know and how 
they behave and how much they care 
about these older adults. If  we get our 
voices and stories out there, it influ-
ences how people vote and what they 
do and where the funding goes. They 
key thing is, keep trying. Revisions are 
required. There will be rejections. That 
doesn’t mean you don’t have something 
to say.” CfA

 Carey Cowles is the managing editor of  
Caring for the Ages.

  Uncovering, Sharing the Stories in PA/LTC 

Quality measures and perfor-
mance are an integral part of  
post-acute and long-term care. 

Both to provide optimal patient care 
and meet the increasingly stringent stan-
dards for reimbursement, quality initia-
tives may be considered something of  a 
necessary evil.  “There are many aspects 
of  quality,” said AMDA Past President 
Matthew Wayne, MD, CMD, as he 
opened Sunday’s panel discussion on 
“Quality in Post-Acute/Long-Term Care: 
2015 and Beyond” at the AMDA 2015 
Annual Conference in Louisville, KY. 
Other panelists weighed in on the topic. 

 “Outcomes that matter are the ones 
that matter to patients and their fami-
lies. If  measures don’t matter to these 
people, none of  it means quality,” sug-
gested Cheryl Phillips, MD, LeadingAge 
senior vice president for advocacy and 
public policy and an AMDA past presi-
dent. “Quality can’t be measured by 
colonoscopies or A1C levels,” she said, 
but stressed that hard data is still impor-
tant. “The data we collect for quality 
improvement is critically important. 
... We can and should look at data to 
improve processes, but we can’t use 
it to distinguish one practitioner from 
another.”

 “Beginning with stories from the field 
and thinking about the quality improve-
ment [QI] process, we hope it will lead 
us to quality measures we can develop 
together in a way that differentiates pro-
viders,” said Alice Bonner, PhD, RN, a 
geriatric nurse practitioner, educator, 
and former director of  the Centers for 
Medicare & Medicaid Services’ nurs-
ing home division. “I don’t think we’re 
there yet.”  

 Although Dr. Bonner admitted that 
defining quality measures has caused 
“consternation” in many health care 
practitioners, “This is about our resi-
dents — not about numbers. It’s about 

doing the right thing,” she said. “Never 
underestimate your role as leaders ... . 
Rather than complain about existing 
measures, we need to work to develop 
better ones and bring these to CMS and 
the [National Quality Forum]. We need 
to be part of  the solution.”

 Rod Baird, president of  Geriatric 
Practice Management, LLC, spoke about 
the need for practitioners to understand 
the Physician Quality Reporting System 
(PQRS). “Everyone in this room will 
lose 2% of  reimbursement if  they don’t 

implement PQRS ... . We have to win 
on quality reporting.” He expressed his 
concern that “we care for two distinct 
populations — post-acute and long-term 
care — and we don’t yet have appropri-
ate measures for either. If  we don’t get 
these, we will struggle to satisfy an inap-
propriate set of  measures.” 

 Kevin O’Neil, MD, CMD, chief  medical 
officer of  Brookdale Senior Living and an 
AMDA board member, talked about the 
role of  QI and measurement in assisted 
living (AL). “The industry is moving away 

  Panel Focuses on Quality Through Multiple Lenses
 BY JOANNE KALDY

 BY CAREY COWLES

Louise Aronson, MD, encouraged the 
audience to use a personal touch 
when telling a story.
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Kevin O’Neil, MD, CMD, called assisted 
living the “next big frontier” in long-
term care.

AMDA Past President Cheryl Phillips, MD, and Rod Baird spoke about the need 
for data to build quality measures that will lead to succesful outcomes.
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from a social to an integrated model,” 
he said. “AL is the next big frontier for 
geriatrics and long-term care physicians.” 
With the number of  AL residents ris-
ing rapidly, he said, it is imperative to be 
able to measure quality in this setting. He 
referred to a fairly new effort, the National 
Center for Assisted Living’s Patient Safety 
Organization (PSO) for AL facilities, 
which collects clinical performance data 
from AL facilities. Facilities submit data 
on issues such as rehospitalizations and 
falls, and the PSO collects, analyzes, and 
aggregates the data to enable facilities to 
compare their numbers with other facili-
ties locally, regionally, and nationally and 
to identify benchmarks for QI. 

 Initiatives such as this will help AL 
facilities measure and track quality over 
time, he said. “There is an opportunity 
for all of  us to have an impact on what 
happens in assisted living. The physician 
engagement piece is critical.”

 Kathleen Unroe, MD, MHA, assistant 
research professor of  medicine at the 
Indiana University School of  Medicine 
and one of the directors for a Center for 

Medicare & Medicaid Innovation grant 
project to reduce avoidable hospitalizations, 
talked about the teamwork it takes to make 
QI possible, as well as the physician’s role 
in the process. “Through our project, we’ve 
gone in with nurses and nurse practitioners 
to champion QI, and we’ve found that it’s 
especially meaningful in places where phy-
sicians support QI through the use and pro-
motion of various tools and protocols,” she 
said. “Quality improvement can’t be driven 
by one champion in a facility. It has to be a 
priority for everyone — from administra-
tors to front-line staff  to family members.” 
This includes those practitioners who write 
the orders and prescribe medications.

 At the discussion’s conclusion, Dr. 
Wayne noted that although there are many 
facets to quality care and ways to measure 
and define it, one central element remains 
constant. “We have a role to play,” he said, 
referring to physicians’ everyday QI efforts, 
such as helping the interdisciplinary team 
flesh out problems and seek solutions. “I 
can see an opportunity to define quality; 
for example, walking through the steps 
every time [a resident] loses weight.” He 
referred to AMDA’s ongoing commitment 
to address quality and identifying appropri-
ate quality measures in PA/LTC, and he 
urged his audience to be proactive on this 
issue moving forward. CfA

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

  Tool Eases End-of-Life 
Discussions

 Would you be surprised if  you found out in 6 months that Mrs. Jones had 
passed away? A study about a tool that encourages practitioners to consider 
such questions was the subject of  a presentation at the AMDA 2015 Annual 
Conference. Daphna Grossman, MD, CCFP(EM), deputy head of  palliative care at 
Baycrest Health Sciences in Toronto, ON, Canada, talked about her recent AMDA 
Foundation/Pfizer Award winning study, “Building Capacity in Understanding 
Burden of  Illness in Chronic Care and Long-Term Care,” and how practitioners, 
patients, and families can have more constructive, empowering conversations 
about palliative and end-of-life care.

 The study started with the Palliative Performance Scale (PPS), which uses five 
observer-rated domains — ambulation, activity level/evidence of  disease, self-care, 
intake, and level of  consciousness —  to identify and track patients’ potential palliative 
care needs. Several studies have used this tool to help predict survival in seriously 
ill and elderly patients. 

 Dr. Grossman and her team found the PPS to be accurate in its predictions 
with her nursing home residents. “When we looked at patients who died in 
4 months, we found that we had identified all as individuals whose deaths 
wouldn’t surprise us,” she said.

The accuracy of  the tool gave the interdisciplinary team (IDT) the confi-
dence and support to effectively prioritize and customize palliative care for 
patients. “They felt that this information helped them initiate better care plans. 
Both physicians and the team felt the PPS was helpful, although the team was 
more enthusiastic,” she said. This is likely because the IDT members were 
the ones who have goals-of-care discussions at bedside on a regular basis, she 
suggested. 

 Such tools are useful ways to raise awareness and encourage conversations about 
palliative care and end-of-life decisions, Dr. Grossman concluded. “They give a 
concrete way to discuss our observations and expectations about survival with 
families,” she said. She ultimately hopes to train IDTs to use the PPS independently 
and on a regular basis.

—Joanne Kaldy

‘Quality improvement 
can’t be driven by one 
champion in a facility. It 
has to be a priority for 
everyone ... .’ 
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improvement programs, research on interventions 
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Conference.
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 Men treated with androgen-de-
privation therapy for advanced 
prostate cancer appear to be 

at risk for cognitive decline within 6 
months of  starting therapy, investigators 
found in a controlled comparison study. 

 The results suggest that discussions of  
the risks and benefits of  androgen-depri-
vation therapy (ADT) should include 
the possibility of  cognitive problems, 
said Brian D. Gonzalez, PhD, and col-
leagues from the Moffitt Cancer Center 
in Tampa. 

 “Clinicians may also consider inquir-
ing about changes in cognitive function-
ing that may have occurred after starting 
ADT and refer patients for assessment 
and treatment as needed,” they wrote in 
the Journal of  Clinical Oncology.

 Because there is, at best, mixed evidence 
of  potential cognitive changes in men 
undergoing ADT, the investigators con-
ducted cognitive assessments of  58 men 
within 21 days of  starting on ADT and 
at 6 and 12 months. They compared the 
results with those of  age- and education-
matched controls, including 84 with pros-
tate cancer treated with prostatectomy 
alone and 88 men without prostate cancer.

 They used a battery of  neuropsy-
chological tests, including validated 
measures of  verbal memory, visual 
memory, attention, executive function, 
and cognitive reserve. They compared 
mean cognitive performance scores 
using mixed models and cognitive 
impairment using generalized estimat-
ing equations.

 They found that there were no dif-
ferences at any time point in either 

mean-level cognitive performance 
nor impaired cognitive performance 
between the prostatectomy-only con-
trols and the controls without pros-
tate cancer. Therefore, the two groups 
were combined into a single, larger con-
trol cohort.

 The men who received ADT were 
not different from controls at baseline 
in terms of  impaired cognitive perfor-
mance, but over time they had signifi-
cantly higher rates of  impaired cognitive 
performance relative to controls, and at 
both the 6-month and 12-month inter-
vals, Dr. Gonzalez and his associates 
reported (J Clin Oncol 2015;33:2021-7).

 Age, baseline cognitive reserve, 
depression, fatigue, and the presence of  
hot flashes did not moderate the effects 
of  ADT on change in impaired cognitive 
performance.

 The authors noted that their findings 
contradict those of  a previous study 
(J Clin Oncol 2010;28:5030-37), in which 
investigators found no evidence of  
higher rates of  impaired performance 
either overall or on specific tests 
between ADT-treated men and con-
trols over 12 months. They said that 
the earlier study, however, relied on less 
stringent criteria of  impairment.

 “Interestingly, both studies found evi-
dence suggesting that practice effects 
(i.e., improvement over time as function 
of  repeated exposure to same tests) were 
limited primarily to control groups,” 
they wrote.

Dr. Gonzalez reported having no con-
flicts of  interest to disclose. CfA

 Neil Osterweil is a Frontline Medical 
News freelance writer based in Boston. 

  Androgen Deprivation Linked to Cognitive Impairment
 BY NEIL OSTERWEIL

 Subsequent to the 2012 U.S. Pre-
ventive Services Task Force rec-
ommendation discouraging 

prostate-specifi c antigen (PSA)-based 
screening, prostate cancer screening 
signifi cantly declined among men age 
50 years and older in the United States, 
according to a study published online in 
the Journal of  Clinical Oncology. 

 Based on National Health Interview 
Surveys in 2005, 2010, and 2013, self-
reported PSA-testing levels decreased 
most among men 50 to 59, from 33.2% 
in 2010 to 24.8% in 2013. Declines from 
2010 to 2013 were also observed among 
men 60 to 74; and 75 and older. Among 

men 40 to 49, the decline from 12.5% to 
11.2% was not significant (J Clin Onc 2015 
June 8 ([doi:10.1200/JCO.2015.61.6532]).

The declines may reflect increased 
adherence by physicians to U.S. Preventive 
Services Task Force guidelines; neverthe-
less, in 2013 approximately one-third of  
men 65 years or older who had high risk 
for 9-year mortality (about 1.4 million 
individuals) were screened.

“Persistently elevated screening rates 
among men with limited remaining life 
expectancies are troubling and merit 
further interventions,” wrote Michael 
Drazer, MD, of  the University of  Chicago 
Medical Center and colleagues. “These 
may include increasing awareness of  
initiatives such as Choosing Wisely 

recommendations from the American 
Society of  Clinical Oncology and recom-
mendations from the American Geriatrics 
Society,” the researchers wrote.

A multivariate model identified fac-
tors that predict which men older than 
65 are likely to be screened, and these 
are men who went to college, were mar-
ried, consumed alcohol, and received a 
colonoscopy in the past 10 years. They 
found no significant predictors in the 
patient population for declines in screen-
ing from 2010 to 2013.

Several studies support the use of  
extended screening intervals (every 2 to 
3 years) for patients at low risk for pros-
tate cancer. Annual screening of  men 55 
to 67 years has been estimated to result 
in a 50% overdiagnosis rate. CfA

 Jennifer Kelly Shepphird is a Frontline 
Medical News freelance writer based in 
Hermosa Beach, CA.

 Men with favorable intermedi-
ate-risk prostate cancer could 
be considered for active sur-

veillance, said the authors of  a study, 
published in JAMA Oncology, showing no 
signifi cant increase in prostate cancer–
specifi c mortality in this group, com-
pared with those with low-risk disease.

 The prospective cohort study in 5,580 
men with brachytherapy-treated local-
ized adenocarcinoma of  the prostate 
defined favorable intermediate-risk dis-
ease as a Gleason score of  3 + 4 or less, 
below 50% positive biopsy scores, and 
one or fewer National Comprehensive 
Cancer Network determinants of  inter-
mediate-risk prostate cancer.

Researchers found no significant 
increases in prostate cancer–specific 
or all-cause mortality in the favorable 
intermediate-risk group, compared 
with the low-risk group (JAMA Oncol 
2015;1:334-40).

“This lack of  a significant difference in 
the risk of  PCSM [prostate cancer–spe-
cific mortality] was evident even though 
men with low-risk PC had lower median 
PSA levels, did not have Gleason 3 + 4 
disease, and were more likely to have 
AJCC T1c [American Joint Committee on 
Cancer T1c] disease, all of  which could 
have caused men with favorable inter-
mediate-risk PC to have a higher risk of  
PCSM,” wrote Ann C. Raldow, MD, from 
the Brigham and Women’s Hospital, 
Boston, and her coauthors. There were 
no conflicts of  interest declared. CfA

 Bianca Nogrady is a Frontline Medical 
News freelance reporter based in New 
South Wales, Australia. 

  Prostate Cancer Screening for 
Men Older Than 50 Has Declined

Watchful 
Waiting for 
Favorable-Risk 
Prostate Cancer

 BY JENNIFER KELLY SHEPPHIRD 

BY BIANCA NOGRADY
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 Decision Making Abilities 
 Nursing home residents who are 
severely depressed, sad, or anxious are 
more likely than other individuals to 
have impaired decision making ability, 
researchers in Baltimore found.

 Led by Kevin M. Fain, JD, MPH, of  
Johns Hopkins Bloomberg School of  
Public Health, researchers analyzed 
data from the 2004 National Nursing 
Home Survey, or NNHS, a cross-sec-
tional, two-stage probability sample sur-
vey that evaluated 13,013 nursing home 
residents. Researchers interviewed nurs-
ing home employees and recorded each 
resident’s demographic information, 
ability to make decisions, mood, ability 
to perform activities of  daily living, and 
falls and fractures from each resident’s 
most recent Minimum Data Set (MDS) 
2.0 assessment.

 “There is a growing body of  research 
showing the beneficial effects for nurs-
ing home residents when they are able 
to make daily decisions, such as social 
activity choices and meals,” Mr. Fain told 
Caring for the Ages. “The Minimum Data 
Set measures this ability for all residents. 
We wanted to examine resident char-
acteristics, such as their mental health 
diagnoses, to determine if  certain fac-
tors might be associated with impaired 
decision-making ability.”

 Forty-two percent of  the residents 
studied in the NNHS could indepen-
dently make decisions, whereas this 
ability was impaired in the remaining 
58%. Residents with severe mood dis-
turbances, including those who were 
depressed, sad, or anxious, were three 
times more likely to have impaired 
decision-making abilities — even after 
adjusting for a clinical diagnosis of  
dementia, depression, or anxiety, Mr. 
Fain’s team found. This seemed espe-
cially true for men.

 Other factors associated with impaired 
decision-making abilities include demen-
tia, living in a dementia unit, a diagno-
sis of  depression, difficulty performing 
activities of  daily living, longer length of  
stay, and falls or fractures in the previous 
6 months. 

 “We believe the most important find-
ing is that residents identified by nursing 
home staff  as having depressed, sad, or 
anxious mood were also more likely to 
have impaired decision making, as mea-
sured by the MDS,” Mr. Fain said. “This 
effect was present whether or not the 
residents had been clinically diagnosed 

with depression or anxiety. This finding 
may indicate that undiagnosed or inad-
equately treated mental health problems 
can be associated with impaired decision 
making, which further limits a resident’s 
quality of  life.”

 Mr. Fain said he and his colleagues 
hope to study this finding further in 
future research. Meanwhile, nursing 
home staff  should be aware that resi-
dents can benefit from making even rou-
tine decisions.

 “Our findings suggest that for many 
nursing home residents, the ability to 
make daily decisions may perhaps be 
enhanced by improving their mental 
health, even for residents who do not 
have clinical depression or anxiety,” 
he said. “It will be important for nurs-
ing homes to identify residents with 
depressed, sad, or anxious mood and 
ensure their adequate treatment.”

 ▶  Source: Markers of  Impaired Decision 
Making in Nursing Home Residents: 
Assessment by Nursing Home Staff  in a 
Population-Based Study — Fain KM, et al. 

  Inappropriate Prescribing
 An estimated two of  three nursing 
home residents using neuroleptic drugs 
received an inappropriate prescription, 
particularly in nursing homes with large 
numbers of  physicians, according to a 
cross-sectional study in Toulouse, France.

 Using baseline data from a study of   
6,275 nursing home residents in the 
Mid-Pyrénées region of  southwestern 
France, Clarisse Laffon de Mazières, 
MD, of  Toulouse University Hospital, 
and colleagues, found that 1,532 (24.4%) 
were prescribed at least one neuroleptic 
drug in the week before being included 
in the study. Of  those 1,532 residents, 

513 (33.5%) received an appropriate pre-
scription as far as indication, medication, 
and dosage. 

 The remaining 1,019 (66.5%) had 
potentially inappropriate prescriptions, 
which the researchers defined as con-
comitant use of  two or more neuro-
leptic drugs, use in residents who do 
not have psychiatric disorders and are 
not physically aggressive, use of  neuro-
leptics other than those approved with 
aggressive behavior disorders, or more 
than the maximum recommended daily 
dose of  the approved drugs. Residents 
85 and older and those with dementia, 
respectively, were about 1.75 times and 
2.06 times as likely to receive an inap-
propriately prescription.

 Also, individuals who lived in a nurs-
ing home with 30 attending general 
practitioners or more per 100 beds were 
1.8 times more likely to receive a poten-
tially inappropriate prescription than 
those who lived in nursing homes with 
fewer than 10 general practitioners per 
100 beds. This may have occurred due to 
poor communication because of  a large 
number of  physicians.

 Longitudinal studies are required 
to examine whether organizational 
changes in nursing homes can reduce 
inappropriate prescribing, the research-
ers said.

 ▶  Source: Organizational Factors Associated 
With Inappropriate Neuroleptic Drug 
Prescribing in Nursing Homes: A Multilevel 
Approach — de Mazières Clarisse Laffon, 
et al.

  Dining and Depression
 Eating alone is a key risk factor for depres-
sive symptoms in older adults, accord-
ing to a study of  community-dwelling 

adults ages 65 to 94 in Kashiwa City, 
Japan.

 Led by Aki Kuroda, of  the University 
of  Tokyo, researchers used the 15-item 
Geriatric Depression Scale to measure 
depressive symptoms and other indica-
tors, including eating alone, to assist 
social engagement. 

 Of  the 1,856 individuals studied, 
14.7% showed depressive symptoms, 
10.6% lived alone, 14.6% ate alone, and 
6% ate alone even though they lived 
with family members. Using logistic 
regression analysis, researchers found 
eating alone, less frequent social partici-
pation, social ties with friends, health lit-
eracy, number of  medications, and oral 
health were independently associated 
with mild and severe depressive symp-
toms. Individuals who lived with their 
families yet ate alone were found to be 
at even higher risk. 

 One possible explanation: Meals pro-
vide older adults with opportunities for 
intimate interactions with others, com-
panionship, and social support. A lack of  
communication during meals may result 
in feelings of  loneliness and depressed 
moods. The researchers suggested that 
those who live with their families and 
eat alone tend to be the most socially 
withdrawn, have poor physical, oral, 
and cognitive functions and nutritional 
status, and possibly have distant relation-
ships with their families.

 ▶  Source: Eating Alone as Social Dis-
engagement is Strongly Associated With 
Depressive Symptoms in Japanese Community-
Dwelling Older Adults — Jurors A, et al. CfA

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

By Jeffrey EisenbergJournal Highlights

‘For many nursing home 
residents, the ability to 
make daily decisions may 
perhaps be enhanced 
by improving their 
mental health.’
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 Perhaps you’ve heard something 
like this before: “Telemedicine 
will be fully integrated into health 

care systems to improve quality, access, 
equity, and aff ordability of  health care 
throughout the world.”  That’s the vision 
statement of  the American Telemedicine 
Association (ATA), and in the March is-
sue of  Caring for the Ages, I wrote about 
a conversation with Jonathan Linkous, 
chief  executive offi  cer for ATA.

 He talked about how telemedicine is 
changing the landscape of  health care 
delivery and how some providers have 
become early adopters of  technology 
in rural areas in response to the obvious 
demographic and geographic challenges 
of  rural states. One of  those early adopt-
ers is Avera Health, a regional health 
network based in South Dakota serving 
populations in five states.

 Avera’s mission to provide rural popu-
lations access to quality health care and 
thereby improve “the lives and health of  
persons and communities” has moved 
forward dramatically through the use of  
advanced information and communica-
tion technology. Avera calls it eCARE.

 Avera’s telehealth network, eCARE, 
is described as a visionary model that 
provides rural patients 24-hour access to 
specialty care physicians, expert nurses, 
and pharmacists. The model consists of  
service lines called eICU, eEmergency, 
ePharmacy, eConsult, eLTC, and eUrgent 
Care for Correctional Facilities. This 
suite of  telehealth services supports 675 
rural clinicians in the delivery of  care 
with the intent to provide earlier inter-
ventions, improve use of  evidence-based 
medicine, reduce unnecessary transfers, 
improve access, ensure fewer compli-
cations, and reduce overall health care 
expenditures.

 Here’s what eCARE does:
 ▶  eICU provides remote intensive care 

monitoring at 28 rural hospitals.
 ▶  eEmergency, through two-way video 

technology, provides rural clinicians at 
93 hospitals access to board-certified 
emergency medicine physicians and oth-
ers to assist in treating serious health 
events and trauma.

 ▶  ePharmacy provides rural hospitals 
access to hospital-trained pharmacists 
so that every medication order can be 
reviewed and approved prior to adminis-
tration. Currently, approximately 60,000 
medications are reviewed monthly in 
more than 60 hospitals.

 ▶  eConsult connects to 132 sites (clinics, 
hospitals, and long-term care facilities) 
allowing rural patients access to spe-
cialty services through two-way technol-
ogy. Currently, 9,000 consults annually 
result in cost savings of  more than $1 

million, and eliminate more than 2 mil-
lion miles of  travel.

 ▶  eAccess for Correctional Facilities 
provides physician-directed urgent care 
services to four correctional institutions 
in South Dakota.

 Virtual Hospital
 At the heart of  eCARE is “eHelm,” the 
first telehealth center in the world to 
provide 24/7 access to board-certified 
intensivists and emergency physicians, 
hospital-trained pharmacists, and nursing 
staff. Avera would describe this center as a 
“virtual hospital” — an incubator for inno-
vation, cross-coverage of  services, effi-
ciencies, new service line development, 
and existing service line enrichment.

 The eLTC network was launched in 
2011 with a grant from Health Research 
and Services Administration (HRSA), 
the primary federal agency for improv-
ing access to health care services for 
people who are uninsured, isolated, or 
medically vulnerable. The focus of  the 
grant was to use technology to improve 
LTC staff  and resident access to urgent 
care and specialty services, and thereby 
reduce unnecessary transfers to the 
emergency department, clinic, or hos-
pital. Improving continuity of  care and 
quality of  life was its intended outcome.

 In 2014, Avera received a Centers 
for Medicare & Medicaid Innovation 
(CMMI) grant for a 3-year period that 
expanded the program to include 30 
rural LTC facilities representing three 
organizations: Avera Health, The 
Evangelical Lutheran Good Samaritan 
Society, and Golden Living. The goals 
of  the project are significant: reduce 
hospitalizations by 16% and emergency 
department visits by 28% for 7,100 
LTC facility residents, resulting in an 
8.25% reduction in total cost of  care by 
March 31, 2017. Estimated cost savings, 
if  targets are realized, would approach 
$28 to $30 million over the grant period.

 The grant is about more than intro-
ducing technology. Education is equally 
important; training in INTERACT 2 
and Advanced Care Planning are foun-
dational parts of  the program. Also, on 
the eHelm side, a geriatric team con-
sisting of  geriatricians, pharmacists, 
and advanced practice nurses serve as 
resources to the LTC facilities via the 
technology links.

 Community health and community 
long-term care, specifically, are significant 
challenges in rural areas. Within Avera’s 
service footprint, it’s not uncommon for 
communities and rural providers to be 
100 to 150 miles from a tertiary hospital. 
Those distances and the sparse popu-
lation density create huge issues with 

access to services, particularly specialty 
services, as well as workforce availability.

 It’s widely recognized that technology 
is merely a tool and its impact depends 
on the willingness to use it. What are 
the challenges Avera has identified to 
the acceptance of  new models of  care 
formed around technology applications? 

 According to Deanna Larson, senior 
vice president of  quality and eCARE for 
Avera Health, these challenges include: IT 
infrastructure, or lack thereof; resistance 
by people — these kinds of models in rural 
areas require collaboration and coopera-
tion between patients and providers; and 
cultural acceptance — what seems like a 
loss of  a “high touch,” person-to-person 
encounter in the conventional medical 
appointment appears to be replaced by a 
“high tech,” impersonal transaction.

 Avera has implemented various strate-
gies to mitigate these challenges.

 First, Avera has facilitated U.S. 
Department of  Agriculture fund-
ing to add telemedicine equipment at 
rural sites, as well as funding through 
the Leona M. and Harry B. Helmsley 
Charitable Trust. Avera communicates 
the clear benefits to rural communities, 
for example, that investing in eCARE 
actually generates additional revenue by 
avoiding transfers and keeping patients 
at their own facilities. It also bolsters 
local trust in local hospitals and EDs.

 One would think that older genera-
tions often served by telemedicine would 
be reluctant to adopt these changes. Yet, 
once it is understood that people can stay 
in their own familiar care setting in their 
own hometown, and still receive expert 
specialty care without having to drive or 
rely on family members for transporta-
tion, they are quick to welcome this tech-
nology. For example, surveys demonstrate 
98% patient satisfaction with eConsult.

 Local physicians have come to under-
stand that eCARE eases the burden of  
rural practice. With eCARE, provid-
ers do not come in and take over, but 
they are available to consult as needed. 
Avera has received reports of  new physi-
cians who choose to practice in a rural 
community in part because eCARE was 
available, as well as reports of  some 

physicians near retirement who have 
instead extended their careers, thanks 
to this support.

 Does Rising Tide Float All Boats?
 Although eCARE, in general, and eLTC, 
specifically, are relevant to practitioners in 
long-term care, what could the implica-
tions be for community LTC, for home, 
and community-based services (HCBS)?

 Here’s a hypothesis: if  access to support 
specialty services are improved via elec-
tronic technology and increased education 
and training across the continuum — to 
include the clinic, the hospital, and the 
LTC facility — one might speculate that 
all service venues across the continuum 
would benefit from the increased access 
and support. Would that not include 
HCBS or community long-term care? 

 One might assume so, but in an 
early community case study, that ques-
tion remains. In one small, rural South 
Dakota community that has eCARE con-
nectivity in the hospital, the LTC facility, 
and the physician clinic, a home health 
agency (not Avera’s) is closing.

 For eCARE overall, Avera does not 
have any assumptions about HCBS, 
and in fairness, the parameters of  both 
HRSA and CMS Innovation grants call 
for very specific, targeted interventions 
and can’t address every component of  
the health care delivery continuum.  
However, as part of  the CMMI project, 
Avera will be following discharged resi-
dents for certain lengths of  time at home 
to help ensure they remain out of  the 
hospital during that transition as well.

Can the impact of  eCARE be sustained 
in terms of  improved lives and reductions 
in health care costs? Can eLTC deliver 
on its clinical and financial projections? 
Can the model survive beyond the CMS 
3-year grant period? Obviously that’s the 
reason for the grant, and sustainability 
would depend on the ability to incorpo-
rate changes into Medicare and Medicaid 
reimbursement methodologies.

 As noted in previous articles, telemedi-
cine is not a medical specialty. Telemedicine 
is a tool for 21st century health care and 
community LTC providers and practitio-
ners. Hearing the Avera story and seeing 
some of  the early results, opportunities 
and challenges, the question is: Where are 
you on the adoption curve? CfA

 Mr. Kubat is director of  mission 
integration for the Evangelical Lutheran 
Good Samaritan Society. He is an editorial 
adviser for Caring for the Ages and 
coordinates the work of  various authors for 
this column. You can comment on this and 
other columns at www.caringfortheages.com, 
under “Views.”

  Providing Rural Care, Remotely: Avera’s eCare Initiative

Community LTC By Bill Kubat, LNHA

‘Avera has received 
reports of new physicians 
who choose to practice 
in a rural community 
in part because eCARE 
was available.’
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Meditations on Geriatric Medicine

 Long-term care professionals spend 
our working lives caring and ad-
vocating for our patients. We are 

dedicated to making the oldest years 
of  those in our charge — based on best 
practices — meaningful and dignifi ed. 
We attempt to do this every day as we 
go about caring for our patients. But we 
are always one step removed.

 By this I mean that although we may 
see them every day on rounds if  they are 
acutely ill, or every month or so while 
they are in long-term care, or every few 
months if  they are relatively healthy and 
community-dwelling, we must keep a 
professional distance from the patients 
we care about the most.

 We have a different perspective when 
we are neither caregiver nor patient. 
When an elder loved one — a mother or 
father or spouse — falls ill, suddenly we 
fall into a netherworld with them as they 
struggle to get well. As trained profes-
sionals, when we advocate for them — 
as loving family members must do more 
and more — and as we spend hours 
and hours, nights and weekends by the 
bedside of  our ill father or mother, we 
cannot help but see all the flaws of  the 
medical-industrial complex in which we 
are mired. It is a fractured, kaleidoscopic, 
inside-out system that we witness during 
these difficult times, yet there is much to 
be learned from the view. 

 I last wrote about my mother in 
these pages in 2010 (“A Doctor, a Son, a 
Medicare Catch-22,” Caring for the Ages, 
October 2010). At that time, she was 87 
years old and had just suffered a brain-
stem infarct, had great difficulty speaking 
due to a paralyzed vocal cord, and was 
unable to swallow. As I stayed with her in 
the hospital, I directly observed that she 
had sleep apnea. As I wrote then:

 “She startled awake with spasms of  
coughing that were frightening to behold: 
her eyes bulged and teared; she became 
cyanotic. I sat her up and suctioned her.   

 “But I was unable to obtain a CPAP 
device for her because she hadn’t had 
a sleep study — the necessary hoop 
Medicare regs demand before this 
device can be approved. Of  course, this 
is but one example of  the many inane 
stumbling blocks to seamless care that 
are thrown into the paths of  caregivers 
trying to obtain what we need for our 
patients.” At the end of  this column 
I wrote:

 “[T]his has become about much more 
than my mother and her brain stem 
infarct. It’s about your mother and your 
father and you and me. It’s about doing 
the right thing for my patients and their 
families without being tied in knots by 
someone’s (likely non-evidence based) 

algorithm determining what will and 
will not be covered.” 

 My mother survived. She spent a year 
at home with 24/7 care. She eventually 
shed her oxygen, hospital bed, respira-
tory treatments, Ensure, and PEG tube. 
She continues to use the CPAP device I 
bought for her. For the past 3 years she 
has lived independently in her home with 
a few hours of  daily companionship care 
and lots of  help from her two sons. She 
is now 91 years old, a testament to the 
toughness of  her generation, the judi-
cious use of  medical care — especially 
knowing when to avoid this care — and 
the importance of  loving family.

 All Proceeds Toward Entropy
 Earlier this year, my mother fell at 
home. She knew it was bad and pushed 
the alarm button she wears around her 
neck the instant she hit the floor, after 
the searing pain shot through her from 
her fractured right hip. The medical-
industrial complex at its best cranked 
up: emergency medical services came 
through her front door in 5 minutes; 
in 10 more she was in the emergency 
department. 

Things slowed down considerably 
after that.

 She spent the next 8 hours waiting to 
be seen, for lab work, for x-rays. No one 
paid much attention to her pain. Her 
trusted primary care doctor, the one who 
got her through her stroke event, no lon-
ger comes to the hospital daily. The hos-
pitalist and orthopedist knew nothing of  
her history; to them she was one more 
elderly woman with a fractured hip. 

 Despite warnings from this worried 
son to the anesthesiologist about her 
paralyzed cord and past respiratory dif-
ficulties, she was intubated. Her wrack-
ing, exhausting cough — the one she 
had after her stroke — returned as soon 
as she awakened in recovery. Within 
24 hours she was febrile, hypoxic, and 
delirious. Neither the hospitalist nor 
intensivist checked the results of  a chest 
X-ray the next day until the son asked. 
Pneumonia in the left lower lobe had 
blossomed and antibiotics were sheep-
ishly begun.

 Within a few days, the 91-year-old 
woman had eight doctors on her case. 
Not one examined her or tried to talk 
to her in any meaningful way. As I wrote 
in an op-ed published in the Washington 
Post (“Lost in the Hospital,” May 3, 
2015):  

 “Aides and nurses, respiratory techs 
and phlebotomists, case managers, and 
quality monitors came and went. From 
day one, a discharge planner came by. 
A transitional care nurse stuck her head 

in, looked around, [and] said she would 
be back.

 “The old woman with the fractured 
hip and pneumonia hovered between 
this world and the next. Through her 
oxygen mask, she spoke to loved ones 
long departed. The television that hung 
from the ceiling across the room flick-
ered continuously but she could not 
see it. The sound played through the 
speaker somewhere on the bed beside 
her. She could not hear it. The sons 
sometimes glanced up at the TV, some-
times listened in when their mother 
rested between the devastating spells 
of  [her] wracking cough. 

 “And so it seemed the height of  irony 
during one of  the many nights I spent by 
my mother’s bedside in the ICU to hear 
President Obama speak about ‘personal-
ized medicine.’” 

 No Time for the Basics
 My mother’s coughing continued. The 
intensivist wanted to call in one more 
specialist, a gastroenterologist, to place 
a PEG tube. “I think she’s aspirating,” 
he said. The geriatrician-son answered: 
“She doesn’t want a feeding tube. And 
for your information, tube feedings do 
not keep people from aspirating!” The 
subject was dropped.

 Meanwhile, no one came to give the 
old woman a bed bath for more than a 
week. No one put lotion on her skin. No 
one repositioned her. No one came in 
the middle of  the night to place a hand 
on her forehead, or to ask: “Are you able 
to sleep? Are you in pain? Can I get you 
anything?” When asked about this, more 
than one nurse said, “We used to do all 
those things, but there is no longer any 
time.”

 I can hear you, my colleagues: “Perhaps 
you, Doctor, intimidated everyone and 
that’s why they avoided you.” I assure you 
that I was respectful and considerate at all 
times. But I wanted for my mother what 
you would want for yours.

 Indeed, personalized care. For this she 
did not need her genome mapped. She 
needed empathic caregivers adequately 
trained in evidence-based geriatric medi-
cine and the compassion to practice this 
discipline day in and day out within a 
system of  care that rewards the difficult, 
dedicated work that we do.

 Today, in community hospitals across 
the country, we are not there yet. In 

certain rarefied echelons of  geriatric care 
there are special emergency departments 
and dedicated geriatric units, in which 
professionals are trained in the princi-
ples and practice of  geriatric medicine. 
But in the real world of  patient care, the 
knowledge base that geriatricians have 
accumulated over the decades is under-
employed. Sometimes it seems to me that 
these “guiding principles” of  elder care, 
below, are being hyped today by policy-
makers and those in charge of  divvying 
up the shrinking dollars:

 ▶  Keep the elderly, especially the sickest, 
out of  hospitals. 

 ▶  Work from day 1 to devise a plan to 
get the patient out if  they are admitted.

 ▶  Get an advance directive — prefer-
ably one that states “No CPR” — on the 
record immediately.

 ▶  Get palliative care and hospice 
involved quickly.

 I don’t mean to imply that the above 
paradigm (heavily influenced by the 
current zeitgeist to save money, turbo-
charged now by health reform) is always 
inappropriate; many times it is called for. 
It just must not become the default for 
dealing with the sick elderly in general. 
To do so is ageism, plain and simple. 

 After all, many of  our sickest and most 
complicated patients do get well — for 
a while, at least, and sometimes for a 
long while, albeit with time, effort, and 
some expense. 

 Two months after my mother entered 
the hospital I took her back home. It is 
my belief  that without my knowledge 
base, advocacy, and persistence she would 
have died. Isn’t this the concern and the 
care you want your mother to receive?

 Given the ongoing paucity of  geriatric 
trainees, the low-esteem in which prac-
titioners of  this specialty are held in too 
many medical training environments, 
and the poor remuneration our single 
payer system doles out for our efforts, 
I doubt any of  us will see much change 
anytime soon; perhaps you’ll receive an 
extra percent or two if  you prescribe and 
document electronically, and give out 
those flu vaccines.

 So then, who will care for our moth-
ers? Us?  CfA

 Dr. Winakur practiced internal and 
geriatric medicine for 36 years. He is 
a clinical professor of  medicine and 
associate faculty member at the Center 
for Medical Humanities and Ethics at the 
University of  Texas Health Science Center 
at San Antonio. The author of  the book, 
Memory Lessons: A Doctor’s Story, 
Dr. Winakur speaks and lectures across 
the nation on ethical caregiving in aging 
America. 

Rude Awakening: Advocating for a Loved One in the Hospital

By Jerald Winakur, MD, MACP, CMD

No one came in the 
middle of the night to ask 
‘Are you able to sleep?’
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antipsychotics are prescribed off-label as 
a chemical restraint. Antipsychotics also 
increase mortality, cardiovascular adverse 
events, hyperglycemia, and diabetes. “In 
older patients with dementia, the relative 
risk increases 70%. For every hundred 
patients prescribed atypical antipsychot-
ics off  label; nine to 25 will benefit, and 
one will die,” he said. On the other hand, 
the Department of  Justice and the Office 
of  Inspector General are concerned 
about the money that is recovered from 
inappropriate use. “There are huge sums 
of  money in the Medicare trust fund that 
they’re looking at.” 

Antipsychotics are indicated for schizo-
phrenia, bipolar disorder, psychosis, and 
treatment-resistant depression, but they 
are not indicated for behavioral dis-
turbances with Alzheimer’s disease or 
for core treatment of  depression. The 
2011 OIG report (“Medicare Atypical 
Antipsychotic Drug Claims for Elderly 
Nursing Home Residents,” available at 
https://oig.hhs.gov/oei/reports/oei-07-
08-00150.pdf ) found that 22% of  anti-
psychotic drugs were problematic using 
CMS guidelines regarding unnecessary 
drug use in nursing homes.  

Mr. Horowitz noted several survey 
deficiencies that a facility can receive for 
inappropriately prescribing antipsychot-
ics, including: 

 ▶ Chemical restraints (F222)
 ▶ Unnecessary drugs (F329)
 ▶ Quality of  care (F309)
 ▶ Standards of  care (F281)
 ▶ Physician review (F386)
 ▶ Drug regimen review (F428)
CMS regulations state that each 

resident’s drug regimen must be free 
from unnecessary drugs that are used 
in excessive doses or for excessive 
durations, without adequate monitor-
ing and indications for their use, or in 
the presence of  adverse consequences, 
he said. 

“If  any of  these circumstances exist, 
there’s a violation of  F329. Most of  the 
deficiencies I’ve seen at 329 or any of  the 
F codes relating to antipsychotics are at 
the immediate jeopardy level, even if  a 
resident hasn’t demonstrated or CMS 
hasn’t alleged the resident was harmed, 
because they will allege —  at least in the 
cases I’ve seen — that the potential for 
serious harm is there and the likelihood 
of  serious harm in the near future is 
immediate jeopardy.”

Other potential deficiencies for inap-
propriate use of  antipsychotics include 
administrator (F490) and medical direc-
tor (F501), both pointing to inadequate 
medical oversight. 

“The question I’m often asked by 
medical directors, administrators, or 
facility owners is: Can CMS hand down 
more than one immediate jeopardy 
citation with just one set of  facts? The 
answer is yes. You don’t need harm for 
CMS to allege immediate jeopardy, just 
the risk of  serious harm.”

When vs. When Not To Prescribe
Based on a comprehensive assessment, 
Mr. Horowitz said, facilities should 

approach antipsychotic prescribing in two 
ways. First, residents who have not used 
antipsychotic drugs should not be given 
these drugs unless they are necessary to 
treat a specific condition as diagnosed 
and documented in the clinical record. 
Secondly, residents who have used anti-
psychotic drugs should receive gradual 
dose reductions, in addition to behavioral 
interventions, in an effort to discontinue 
these drugs — unless clearly contraindi-
cated, in which case the reasoning should 
be documented.

“It’s absolutely critical to have the 
documentation in order,” Mr. Horowitz 
said. “So if  you have a resident who has 
never been on antipsychotics, there has 
to be a specific indication and diagnosis. 
If  you have a resident who has been on 
antipsychotics prior to admission, you 
should at least attempt a gradual dose 
reduction. If  you don’t or can’t attempt 
a gradual dose reduction, you should 
document why. Your pharmacy consul-
tants can work with you on that.”

According to CMS, several patient 
conditions found routinely in the nurs-
ing home are not indicated for antipsy-
chotic medications. These include:

 ▶ Wandering
 ▶ Poor self-care
 ▶ Impaired memory
 ▶ Mild anxiety
 ▶ Insomnia
 ▶ Inattention or indifference to 

surroundings
 ▶ Sadness/crying unrelated to depres-

sion or other psychiatric disorders
 ▶ Fidgeting nervousness
Antipsychotic medications should not 

be given to a patient who is uncooperative 
and refuses care, unless the behavior pres-
ents a danger to the resident and others, 
and/or the symptoms are due to mania 
or psychosis, and/or behavioral interven-
tions have been attempted and included in 
the plan of  care, except in an emergency. 
In that instance, if  there is adequate docu-
mentation, CMS will accept the use of  
an antipsychotic. However, Mr. Horowitz 
stressed getting informed consent if  using 
an antipsychotic off-label.

Informed Consent
Getting informed consent from the resi-
dent or the resident’s family or health 
care agent is critical to avoid potential 
liability. Proposed federal and state leg-
islation would require informed consent 
before prescribing antipsychotics; two 
sessions ago, Congress unsuccessfully 
attempted to introduce legislation for 
federally mandated informed consent. 
However, several states already have 
requirements for informed consent to 
be obtained for any nursing home resi-
dent receiving psychoactive medications.

Still, he said, there are facilities that 
operate without a clear informed con-
sent policy. For them, he recommended 
what he called “informed consent 
light”— a document from the American 
Health Care Association’s Quality 
Initiative (“Fast Facts: What You Need 
to Know About Antipsychotic Drugs for 
Persons Living with Dementia,” found 
at: www.ahcancal.org/quality_improve-
ment/qualityinitiative/Documents/
Antipsychotics%20Consumer%20
Fact%20Sheet%20-%20English.pdf.)

“I’d recommend giving the document  
that describes some of  the risks and ben-
efits of  antipsychotic use to the respon-
sible party of  the resident. Have that 
person engage in a dialogue and ask if  
that person has any questions, or if  that 
person would like to talk to the physi-
cian. And indicate that the responsible 
party received the document — even 
better if  you have a signed acknowledge-
ment — and that there was a discussion 
and the individual was asked if  they had 
questions and if  those questions were 
answered.”

Negligence and Liability
Some law firms focus on nursing home 
negligence, and they can be very aggres-
sive in their advertising, Mr. Horowitz 
said. He cited an example of  a law firm’s 
billboard positioned adjacent to a nursing 
facility with an arrow pointing to the 
facility. “The caption was ‘Do you have a 
loved one who has had a fall in this facil-
ity?’ This firm is very aggressive, and it’s 
also misleading advertising. They know 
there’s money out there, particularly as 
it relates to some of  the chains. It’s often 
easier to settle a case, even for a high-
dollar amount, than litigate it.”

Be cautious of  liability claims made 
by patients or their families that can 
be attributed to antipsychotics, he said. 
These include tardive dyskinesia, gyne-
comastia, diabetes, pancreatitis, neu-
roleptic malignant syndrome, suicide, 
cardiovascular events, and death.

In November 2014, CMS issued new 
guidance to the state survey agencies 
regarding antipsychotic use.  “It’s a very 
clear roadmap of  where CMS is going 
and what they expect from facilities and 
surveyors,” Mr. Horowitz said. “The 
surveyors will talk to not just the nurse 
and the physician, but also the family 
member and the nurse aide, and look 
to see if  there’s documentation that the 
family was involved. Don’t wait for the 
surveyors to tell you what they think 
you should’ve been doing. It’s not an 
inappropriate burden to take a look at 
this guidance in the state operations 
manual. It’s one way to keep your facili-
ties deficiency-free.” 

Improve Management
In addition to keeping detailed docu-
mentation of  all behavioral and medi-
cal interventions, Mr. Horowitz outlined 
CMS strategies for SNFs to reduce liabil-
ity risk. These include:

 ▶ Within the first year in which a res-
ident is admitted on an antipsychotic 
medication, or after the facility has 

initiated an antipsychotic medication, 
the facility must attempt a gradual 
dose reduction in two separate quarters 
unless clinically contraindicated. After 
the first year, a gradual dose reduction 
must be attempted annually, unless clini-
cally contraindicated.

 ▶ For an individual who is receiv-
ing antipsychotic medication to treat 
behavioral symptoms related to 
dementia, the gradual dose reduction 
may be considered clinically contrain-
dicated if  the resident’s target symp-
toms returned or worsened after the 
most recent dose reduction, and the 
physician has documented the clinical 
reason why an additional attempted 
dose reduction is likely to increase 
unwanted behavior or to impair the 
resident’s function.

Facilities should first attempt non-
pharmacological behavior management 
strategies for patients with dementia 
and Alzheimer’s. Consistent staff  assign-
ment is key and allows staff  to become 
more familiar with patients and their 
particular behaviors and triggers. Staff  
should determine the cause of  a resi-
dent’s anxiety — such as noise, consti-
pation, dehydration, and hunger — and 
remove the cause, if  possible. Leaving 
the area, if  the situation escalates, 
may be helpful to allow the resident 
to regroup. Allow the resident to call 
a family member or friend if  agitated. 
Also, consider tuning the TV or radio 
to a calming program, and develop a 
regular music or pet therapy program, 
which have been shown to have a calm-
ing effect on residents. CfA

Carey Cowles is the managing editor of  
Caring for the Ages. 

PA/LTC Perspective
In our facilities, we have developed a protocol to handle these situations. If  we 
order a PRN for whatever antipsychotic it is, we always make sure the health 
care agent is in agreement with having that order. But I’ve had occasions where 
we didn’t have that — a person lost control, and so [the nurse] called me and 
I said, yes, we can go ahead and give an antipsychotic injectable. But you need 
to call the health care agent and make sure they agree with it. In this case, it 
turned out the health care agent did agree with it and came in. I always call or 
have a nurse call and explain why we like to use it. Families are very understand-
ing, and in fact, they’re often embarrassed by the behavior of  their loved one. 

— J. Kenneth Brubaker, MD, CMD
Chief Medical Director, PA Department of Aging/OLTL at Pennsylvania Department 

of Community and Economic Development

Avoid Liability
from page 1

The first rule of avoiding risk in prescrib-
ing is to document, document, and docu-
ment, Alan C. Horowitz, BSN, JD, said.
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 Surgical site infection and ileus were 
the most frequent reasons for hospital 
readmission within 30 days, according 

to an analysis of data from the National 
Surgical Quality Improvement Program. 

The findings, published in the Journal 
of  the American Medical Association, sug-
gest that policies that penalize hospitals 
for readmissions may be ineffective and 
potentially counterproductive.

 Karl Y. Bilimoria, MD, of  Northwestern 
University in Chicago, and his colleagues 
examined patient data from 346 hospitals 
participating in the American College 
of  Surgeons’ National Surgical Quality 
Improvement Program (ACS NSQIP) 
between January 2012 and December 
2012. Readmission rates and reasons 
were assessed for all surgical procedures 
and for six representative operations: 
bariatric surgery, colectomy or proctec-
tomy, hysterectomy, total hip or knee 

arthroplasty, ventral hernia repair, and 
lower extremity vascular bypass (JAMA 
2015;313:483-95). 

Of the 498,875-patient sample, the over-
all readmission rate was 5.7%. For indi-
vidual procedures, the readmission rate 
ranged from 3.8% for hysterectomy to 
14.9% for lower extremity vascular bypass. 

The most common reason for read-
mission was surgical site infection 
(SSI; 19.5%), ranging from 11.4% after 
bariatric surgery to 36.4% after lower 

extremity vascular bypass. Ileus was the 
second most common reason overall 
(10.3%). Other common causes for read-
mission included dehydration or nutri-
tional deficiency, bleeding or anemia, 
venous thromboembolism, and pros-
thesis or graft issues (after arthroplasty 
and lower extremity vascular bypass 
procedures). Only 2% of  patients were 
readmitted for the same complication 
they had experienced during their index 
hospitalization. Just 3% of  patients read-
mitted for SSIs had experienced an SSI 
during their index hospitalization.

The results show readmissions after 
surgery may not be an appropriate 
measure for pay-for-performance and 
cost-containment programs, such as 
the Centers for Medicare & Medicaid 
Services’ Hospital Readmissions 
Reduction Program, Dr. Bilimoria said. 
Performance targets without accepted 
courses of  intervention might be more 
prone to unintended or ineffective 
behaviors and consequences, he noted. 

“Surgical readmissions mostly reflect 
postdischarge complications, and read-
mission rates may be difficult to reduce 
until effective strategies are put forth to 
reduce common complications such as 
SSI,” he said. “Efforts should focus on 
reducing complication rates overall than 
simply those that occur after discharge, 
and this will subsequently reduce read-
mission rates as well.” CfA

 Alicia Gallegos is a reporter with 
Frontline Medical News. 

  Surgical Readmissions Tied to New Discharge Complications
BY ALICIA GALLEGOS

Complications 
Can Be 

Opportunities 
 “These findings provide an unprece-
dented opportunity to apply these les-
sons and make substantial reductions 
in surgical complications,” Lucian 
L. Leape, MD, with the department 
of  health policy and management 
at Harvard School of  Public Health, 
Boston, said in an editorial accompa-
nying the study (JAMA 2015;313:467-
68). “Changing systems is hard 
work and requires serious commit-
ment. Changing hospital systems is 
especially difficult because of  long-
standing traditions and entrenched 
practices. It requires commitment, 
which comes from a sense of  urgency 
and a sense of  possibility.

“One way to develop a sense of  
urgency is to translate rates into 
numbers — i.e., actual patients. For 
example, in this study, surgical site 
infections accounted for 19.5% of  the 
unplanned readmissions. Even though 
this only represents 1% of  the 498,875 
ACS NSQIP patients undergoing 
surgery in 2012, that 1% equals 5,565 
patients. Reducing that number by 
half  would reduce pain and suffering 
for more than 2,700 patients. If  simi-
lar success were achieved nationwide, 
the total would be many times that.” 

 Transcatheter aortic valve replacement (TAVR) may 
be a complex term, but actually it is a fairly simple, 
safe, and effective procedure for elders, even those 
in their 80s or 90s, who have severe aortic stenosis 
and are too weak or sick for open heart surgery.

 Aortic stenosis is the condition that happens when 
the heart’s aortic valve narrows, preventing blood 
from flowing freely out of the main pumping cham-
ber of the heart into the aorta and then out to the 
rest of the body. As a result, the heart needs to 
work harder to pump blood, and it becomes weak-
ened. Without correction, aortic stenosis leads to 
serious heart problems, including heart failure, 
irregular heart rhythms (arrhythmias), chest pain 
(angina), fainting spells (syncope), shortness of 
breath, and even cardiac arrest.

 Signs of aortic stenosis include chest pain or 
tightness, fainting or feeling faint or weak, short-
ness of breath, fatigue, lightheadedness, heart 
palpitations, and heart murmur. However, it is 
important to note that signs may not be obvious 
right away, and a heart murmur might occur with-
out being noticed. So it is important for you or 
your elder loved one to get regular check-ups. The 
main test to detect aortic stenosis is the echocar-
diogram, which is like an ultrasound of the heart.

 TAVR uses a catheter to replace the heart valve 
instead of cutting open the chest and removing 
the damaged/diseased valve. The catheter is used 
to insert a replacement valve within the bad valve. 
The new valve then is expanded, pushing the dis-
eased valve aside. 

 Although this procedure isn’t completely risk-
free, it is safer and less invasive than open heart 
surgery, and it enables the patient to recover 
more quickly without a long hospital stay. TAVR 
involves one of two different approaches. The 
transfemoral approach involves entering through 
the femoral artery, a large artery in the groin, 
which does not require a surgical chest incision. 
The transapical approach involves a small chest 

incision and entrance through a large artery there. 
The cardiologist or surgeon will work with you to 
decide which is the best, safest approach for you 
or your loved one. 

Medications can help ease the symptoms of aortic 
stenosis but cannot cure the condition or repair the 
valve. Surgery, either open surgery or TAVR, is the 
only definitive way to solve this problem. You should 
discuss what to expect as the condition worsens, 
and if TAVR might be an appropriate option.

 ▶  Questions To Ask Your Practitioner
•  How advanced is my loved one’s or my condition? 
Are any lifestyle changes useful or necessary? Is it 
safe to be active and exercise?
•  When might surgery be necessary?
•  What are the risks of surgery for my loved one or 
me? What are the chances of making a full recovery 
afterward?
•  What can my loved one or I do after surgery to 
maximize the chance of a full recovery?

 ▶  What You Can Do
•  Tell your physician or other practitioner about any 
signs or symptoms of aortic stenosis your loved one 
or you might be experiencing. Be prepared to share 
a detailed medical history.
•  Ask your practitioner about what activities (e.g., 
exercise or travel) are safe before undertaking 
anything.
•  Find out if any family members have had this 
condition, how they were treated, and whether 
they recovered.
•  Be prepared to make lifestyle changes such as 
stopping smoking or alcohol consumption.

Caring for consumers

TAVR: A Safer Alternative to Open Heart Surgery 
Caring for the Ages Editor in Chief Karl Steinberg, MD, CMD, talks about transcatheter 

aortic valve replacement as a viable, safe option to treat aortic stenosis in elders.
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 ▶  For More Information 
•  People Older Than 80 Fare Well After Valve 
Replacement Surgery: http://bit.ly/1KTuGLu
•  Aortic Valve Stenosis: http://mayocl.
in/1At8bsm
•  What Is TAVR? http://bit.ly/1lauBnj
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HealthPartners is actively recruiting a physician with interest and 
experience in Geriatric Medicine to join our well-established, 
dedicated team of geriatricians and nurse practitioners in 
Minneapolis/St. Paul, Minnesota. This position includes 
nursing home medical director responsibilities, and is the ideal 
opportunity to practice a full scope of geriatric medicine in a 
community arena with geriatricians and nurse practitioners who 
provide a similar model of care. 

We have a variety of positions available in the Twin Cities 
metropolitan area, including long term care, post hospital 
transitional care and assisted living, where our physicians work in 
collaborative practice with our geriatric nurse practitioners. There 
are also signifi cant opportunities for work in home-based care and 
in collaboration with our palliative and end of life care programs. 
These positions are fl exible, with part-time, full-time and on-call 
opportunities. 

HealthPartners has received nationally recognized clinical 
performance and quality awards, and is committed to providing 
exceptional, patient-centered care. We offer a competitive salary 
and benefi t package and a rewarding metropolitan practice.

For more information, contact Diane Collins at diane.m.collins@
healthpartners.com, 952-883-5453, 800-472-4695 x3, or apply 
online at healthpartners.com/careers (Job ID #34052). EOE

healthpar tners .com
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AMDA strongly encourages practi-
tioners who have taken Part I of  the 

Core Curriculum only — either online 
or live — or plan on doing so this sum-
mer  to complete Part II live as soon as 
possible. There will be four opportuni-
ties to complete Part II in its current 
format: at live programs in Baltimore 
or Philadelphia in 2015, or two live pro-
grams in 2016 (the dates and locations 

for 2016 have yet to be determined). 
These practitioners must complete the 
course no later than 2016. Beginning 
in 2017, there will be changes to the 
course structure, order, and content, 
which will make it difficult to finish the 
program in its current format. Contact 
AMDA’s professional development 
department at education@amda.com 
for more information. CfA

  Changes Ahead: Complete 
Core Part II by End of 2016

 AMDA past-president and current 
Transitions of  Care Committee 

chair Jim Lett, MD, CMD, recently led 
a Capitol Hill Briefi ng called “Transi-
tional Care 101: How to Improve Care 
Transitions in Today’s Health Care En-
vironment.” 

 “With congressional representatives 
changing every 2 years and staff  chang-
ing even more frequently, we found 
that we need to have ongoing conver-
sations with them about care transi-
tions. Toward that end, we felt it would 
be useful to present a comprehensive 
introduction to the issue and invite 
staff  from the House and Senate, par-
ticularly those from offices supporting 
relevant bills in which transitions are 
embedded,” said Dr. Lett said. 

 Dr. Lett’s  group presented two 
cases to give the staffers a sense of  the 
personal impact of  care transitions. 
“We wanted to step away from the 
numbers and statistics and get to the 
human beings at the heart of  the issue. 
We talked about current barriers to 

effective transitional care for provid-
ers, the increased fragmentation of  the 
health care system, and the fact that 
our patients are older and sicker, see 
multiple physicians, and receive care 
at multiple sites. We stressed that we 
have a rapidly growing elderly popula-
tion with increasingly complex care 
needs, and that the only consistent 
factor in care transitions through the 
system is the patient,” said Dr. Lett.

 The personal aspect of  the issue is 
important, he noted, because congres-
sional staff  are “very bright and hard-
working, but they’re also perfectly 
healthy. It’s sometimes difficult for 
them to understand the concept of  
what it means to be frail, old, and lost 
in the system because that is not part 
of  their world.” As Dr. Lett and his 
team were talking, he said, “We saw 
a lot of  surprised looks. They didn’t 
realize what happens and how transi-
tions impact care. We talked to several 
staffers afterwards, and they all seemed 
to understand that this is a big deal.”

 The hearing, sponsored by the 
National Transitions of  Care Coalition, 
of  which AMDA is a member and 
Dr. Lett is a board member, also fea-
tured Cheri Lattimer, RN, NTOCC 
executive director, and Margaret 
Leonard, MS, RN-BC, senior vice pres-
ident for clinical services, Hudson/
MVP Healthcare.

 AMDA has been a leader in discussing 
issues around care transitions and has 
already published two white papers and a 

clinical practice guideline on the subject.  
Dr. Lett urged his AMDA colleagues to 
use these tools to help make sure their 
congressional representatives under-
stand care transitions issue. “If  you can’t 
go to Washington, visit them in their 
home offices. Set up an appointment, 
and spend some time talking to staff. Tell 
them how this is affecting our patients 
and our ability to care for them”  CfA

  AMDA Past-President Leads Hill Briefing 
on Improving Care Transitions 

 In 2011, the AMDA Foundation re-
ceived a grant to study outcomes in 

diabetes care in the long-term care set-
ting. The main objective of  the study 
was to demonstrate the superior effi  -
cacy of  basal/bolus insulin over sliding 
scale insulin in reducing mean fasting 
blood glucose concentration averaged 
over 21 to 28 days in nursing home 
patients with type 2 diabetes. Late last 
year, long-time Foundation Research 
Network member and study principal 
investigator T.S. Dharmarajan, MD, 
completed the study and has drafted 
a manuscript about it for submission 
to JAMDA. 

 “I love doing projects and initiatives 
for national organizations such as AMDA 
and the AMDA Foundation. But when 
this diabetes research project arose 
and the Foundation approached me to 
be principal investigator, I initially said 

‘no,’” said Dr. Dharmarajan. “I knew it 
would be challenging and I worried that I 
wouldn’t be able to do it justice. However, 
I believed in the study’s importance — 
my mother is in a nursing home and on 
sliding scale insulin — and the potential 
for this research to promote change and 
enable more practitioners to break the SSI 
[sliding scale insulin] habit.”

 Through their research, the team 
reached several conclusions, including:

 ▶ Basal bolus therapy produced signifi-
cantly lower fasting blood sugar levels 
at the end of  the 21-day trial.

 ▶ SSI and basal bolus insulin subjects 
had similar rates of  hypo- and hyper-
glycemia during the trial.

 ▶ Switching to basal bolus insulin ther-
apy appears effective, safe, and feasible 
in the LTC setting.

 Watch for updates on the study’s 
publication.  CfA

  AMDA Foundation Diabetes 
Study Completed

in action
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 Dennis Simoneaux, chief  opera-
tions offi  cer of  Provider Health 

Services (PHS), recently won AMDA’s 
fi rst Membership Referral Sweepstakes 
and a full set of  electronic clinical prac-
tice guidelines (CPGs). While several 
of  his colleagues at PHS joined the 
Society, Mr. Simoneaux admits that it 
didn’t take much convincing. “They 
were very excited about the oppor-
tunity. They’ve heard us speak about 
AMDA in our offi  ce. Even non-clini-
cians know about the organization and 
why it’s so valuable,” he said.

 PHS currently has 80 nurse practi-
tioners (NPs), and PHS staff  is familiar 
with AMDA because the organization 
uses the Society’s tools in its employee 
orientation. “We have our own orien-
tation to long-term care when we hire 
a nurse practitioner. We take key infor-
mation from AMDA conferences and 
CPGs and use this as an integral part 
of  this orientation. NPs who attend 
the AMDA conference conduct the 
programs,” Mr. Simoneaux said.

AMDA is essential not only for PA/
LTC clinicians but also for non-clinical 
team members, Mr. Simoneaux said. 
For example, he plans to bring sev-
eral of  his compliance staff  members 
to the annual conference in Orlando, 
FL, next year. “Since we do our own 

billing, being on the same page with 
AMDA in interpreting CMS [Centers 
for Medicare & Medicaid Services] 
guidelines is very important to us. 
Having the compliance team attend 
the AMDA conference will help 
ensure that they are on the same page 
as well.”

 Mr. Simoneaux said that his orga-
nization counts on the compliance, 
clinical, and practice/management 
guidance, support, and information 
they get from AMDA, and he is happy 
to promote the value of  membership. 
“What we do is incredibly valuable,” 
he said. “It’s important for us to stay 
active. If  we don’t, we risk being left 
behind.” 

 Now, with AMDA’s new referral pro-
cess, members can win an electronic 
CPG for each colleague referred to 
join the organization:

 ▶  Go to https://amda2015.wufoo.
com/forms/referacolleague-to-join-
amda/and complete the brief  form.

 ▶  AMDA will send an email to your 
colleagues about the benefits of  
membership.

 ▶  For each referral who joins, you’ll 
receive your choice of  an AMDA elec-
tronic CPG.  Members eligible for the 
reward will receive an email in July 
from AMDA.  CfA

  AMDA an Easy Sell for 
Referral Sweepstakes Winner

 July 14, 2015
AMDA Live Webinar: 
Medical Necessity 
(The Ins and Outs of Skilled 
Services)
Contact: AMDA Registrar 
Phone: 410-992-3116
Email: registration@amda.com
Website: www.amda.com/
cmedirect/#web

 July 18–24, 2015
AMDA Core 
Curriculum on 
Medical Direction in 
Long-Term Care
Baltimore, MD
Contact: AMDA 
Registrar 
Phone: 410-992-3116
Email: registration@amda.com
Website: www.amda.com/educa-
tion/core/index.cfm

 July 30–August 2, 2015
Alabama Medical Directors 
Association Annual Meeting
Destin, FL
Contact: Jennifer Hayes
Phone: 334-954-2500
Email: jhayes@masalink.org
Website: www.almda.org/
2015-almda-annual-meeting-links/

 August 2–5, 2015
2015 Pioneer Network Conference: 
Navigating the Winds of Change
Chicago, IL
Website: www.pioneernetwork.net 

 August 11, 2015
AMDA Live Webinar: 
Resident Rights
Contact: AMDA Registrar 
Phone: 410-992-3116
Email: registration@amda.com
Website: www.amda.com/
cmedirect/#web

 September 19, 2015
Virginia Medical 
Directors Association 
Annual Conference
Virginia Beach, VA
Contact: Angel Rivera
Phone: 757-889-4383
Email: ARivera@
LongTermCareofVA.com

Website: www.vamda.org/confer-
ence.html

 September 23, 2015
AMDA Live Webinar: Cultural 
Diversity in PA/LTC
Contact: AMDA Registrar 
Phone: 410-992-3116
Email: registration@amda.com
Website: www.amda.com/
cmedirect/#web

 October 2–4, 2015
AMDA Advanced Curriculum 
on Medical Direction in LTC 
St. Louis, MO
Contact: AMDA Registrar 
Phone: 410-992-3116
Email: registration@amda.com
Website: www.amda.com/educa-
tion/advanced/index.cfm

  Don’t Miss These Events

IImportantant
DatDates

It’s extremely important to provide 
high quality education to people work-

ing in the long-term care setting because 
the area is developing rapidly,” said 
JAMDA editor-in-chief  John Morley, MD, 
of  AMDA’s Advanced Curriculum on 
Medical Direction in Long-Term Care, 
set for October 2–4 in St. Louis, MO. As 
a faculty member for this program, Dr. 
Morley believes in its value. “The ad-
vanced course is an incredibly high level 
program, highly focused on providing 
cutting-edge knowledge for practitioners 
working in this setting,” he said.

 Program participants will hear about 
exciting new studies and data, Dr. 
Morley said. “There is a large amount 
of  new information about MRIs and 
falls and the correlation between phys-
ical frailty and falls.” Attendees will 
leave the course with the latest infor-
mation from leading experts.

 Dr. Morley will be presenting 
“Nutrition: Strategies for Helping 
Patients At Risk,” a topic close to his 
heart. “This is always an interesting 

subject, with new information com-
ing out all the time. Most recently, a 
study was released showing a corre-
lation between a Mediterranean diet, 
olive oil, and exercise and improved 
memory. There also is significant 
data about the role nutrition plays in 
frailty among elders and in the early 
development of  Alzheimer’s disease.” 
Dr. Morley also will be dispelling some 
nutrition myths. For example, he said, 
“We’ve learned that fish oil doesn’t 
work as well as once thought. These 
are the sorts of  things people need to 
be aware of.”

Dr. Morley looks forward to seeing his 
colleagues from across the country in St. 
Louis. “The program will bring state-
of-the-art knowledge and top experts to 
them — all in one program. And they’ll 
have the opportunity to ask questions 
and share best practices,” he said. 

  For more information about the 
Advanced Curriculum or to register, go 
to http://www.amda.com/education/
advanced/index.cfm. CfA

Clinician and Educator Brings 
Passion to Fall Program

  AMDA, along with 65 other stake-
holder organizations, recently 

joined in support for Medicare reim-
bursement of  advance care planning 
services, and urged Health and Hu-
man Services Secretary Sylvia Burwell 
to establish separate payment for these 
codes in 2016. 

The American Medical Association 
— through the Current Procedural 
Terminology (CPT) Editorial Panel — 
developed two new codes, 99497 and 
99498, that describe complex advance 
care planning (ACP). These codes 
involve one or more meeting(s), last-
ing 30 minutes or more, during which 
the patient’s values and preferences are 
discussed and documented, and used to 
guide decisions regarding future care 
for serious illnesses should the patient 
lack decisional capacity at that time. 
These consultations are voluntary on 
the part of  the patient and the patient’s 
preferences are paramount.

 AMDA and organizations such 
as AARP, Alzheimer’s Association, 
American Geriatrics Society, American 
Medical Association, and many oth-
ers stated in the letter that “making 

separate payment for ACP will not 
only promote these services for bene-
ficiaries, but will also allow Medicare 
to track how these services are bring 
furnished and to assess their impact 
on the quality of  life and effective-
ness of  care. Programs like the physi-
cian quality reporting system already 
ask physicians to report on whether 
or not they did advance care plan-
ning with patients. Payment for this 
service will align with these qual-
ity reporting mechanisms and pro-
mote higher quality and value in the 
system.”

 According to the letter, “Published, 
peer-reviewed research shows that ACP 
leads to better care, higher patient and 
family satisfaction, fewer unwanted 
hospitalizations, and lower rates of  
caregiver distress, depression and 
lost productivity. ACP is particularly 
important for Medicare beneficiaries 
because many have multiple chronic 
illnesses, receive care at home from 
family and other caregivers, and their 
children and other family members 
are often involved in making medical 
decisions.” CfA

  AMDA Urges Reimbursement of 
Advance Care Planning Codes 




