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P

rescribing Paxlovid, the oral COVID-19 outpatient treatment recommended by the National Institutes
of Health (NIH), has underscored the
importance of strong clinician–pharmacist relationships and of communication with patients, residents, and their
families and caregivers about medication
safety and drug-drug interactions.
Members of the interdisciplinary care
team contacted by Caring said in latesummer interviews that the experience
with Paxlovid thus far has been positive
overall, with patients and residents having generally good tolerance, few side
effects, and little COVID-19 “rebound.”
However, both preparedness and communication are critical, they said.
“We’ve had very thorough conversations [with families] up front about
adjustments [in other medications] that
need to be made, and about the risks
of medication interactions. And, of
course, we talk about the fact that the
medication is still under [emergency use
authorization],” said Holly W. Wenger,
AGNP-C, who practices at The Forest
at Duke, a continuing care retirement
community in Durham, NC. The U.S.
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Paxlovid has underscored the importance of strong clinician-pharmacist
relationships and communicating drug-drug interactions with patients.

Food and Drug Administration issued
the emergency use authorization (EUA)
in December 2021.
In her experience, most patients and
families can make a decision about

Paxlovid after an initial conversation, at
least partly because “they’re most concerned about the prevention of severe
See PAXLOVID • page 14

Professional Social Workers in the Nursing Home
By Paige Hector, LMSW, and Nancy Kusmaul, PhD, MSW

T

he International Federation of Social
Work defines social work as “a practice-based profession and an academic
discipline that promotes social change
and development, social cohesion, and
the empowerment and liberation of
people. Principles of social justice, human rights, collective responsibility and
respect for diversities are central to social work. Underpinned by theories of
social work, social sciences, humanities

and indigenous knowledges, social work
engages people and structures to address
life challenges and enhance wellbeing”
(“Global Definition of Social Work,”
IFSW, July 2014, https://bit.ly/3TsJszN).
Social work practice is also shaped by a
professional code of ethics that focuses on
person-directed care and competent practice that supports ethical decision-making
when there are conflicts of interest.

Regulations Do Not Require
Professional Social Workers
Nursing homes are required to provide
residents with the “highest practicable
physical, mental, and psychosocial wellbeing,” which the Centers for Medicare
& Medicaid Services defines as “the
highest possible level of functioning and
well-being, limited by the individual’s
See SOCIAL WORKERS • page 2
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CARING COLLABORATIVE
By Elizabeth Galik, PhD, CRNP

Assessment and Management of Wandering and Elopement
in Post-Acute and Long-Term Care

S

ome years ago, I was supervising a
group of nurse practitioner students
in the health care center of a continuing
care retirement community where I had
previously been employed. While I was
in a room with a resident and student, I
heard a knock and saw a familiar face: a
resident I had cared for two years earlier
in the ambulatory care center.
She smiled and explained to me that
she had come to the center to visit a friend
and needed help exiting the unit — the
door was locked, and the nursing staff
were busy getting the other residents
into the dining room for lunch. I walked
with her down the hall, punched in the
code to the keypad on the wall, and held
the door open for her. To my surprise,
a loud alarm sounded, and staff members quickly converged in the hall. I had
inadvertently assisted their new resident
with eloping from their unit.
I found out later that in the two years
since I had last encountered her, she
had developed dementia. She had been
moved to the locked health care center
after she had made several attempts to
leave the building unaccompanied in the
middle of the night.
I then followed her off the unit and
spent 20 minutes walking with her
around the community grounds before
we were able to return through an alternative door. I have never lived down
this error in judgment, and my friends
who know of my misadventure like to
tease me about it to this day. My pride
was injured, but the resident remained
accompanied and safe, and the weather
cooperated with us during our stroll.
Modifications were made to her care
plan for regular, accompanied walks outside, structured daytime activities, and
more alerts to staff about her propensity
for exit seeking. But the outcome could
have been worse if the alarm hadn’t
sounded: elopement from post-acute and
long-term care settings have been associated with injury due to falls and deaths
due to exposure, drowning, or motor
vehicle accidents.
Wandering and Elopement
Donna Algase, PhD, RN, FAAN, and
colleagues, who have published extensively on wandering and wayfinding in
the context of dementia, define wandering as “a syndrome of dementia-related
locomotion behavior having a frequent,
repetitive, temporally-disordered, and/
or spatially disordered nature that is
manifested in lapping, random, and/or
pacing patterns, some of which are associated with eloping, eloping attempts, or
getting lost unless accompanied” (Aging
Ment Health 2007;11:686–698).

Wandering is often considered a
component of the behavioral and psychological symptoms of dementia,
and it is estimated to occur in 20%
to 30% of nursing home residents living with dementia (Ann Longterm Care
2012;20(3):1-6). The beneficial effects
of wandering include increased physical activity, strengthening of muscles,
promotion of sleep and appetite, and
minimization of infection and skin
breakdown. However, wandering can
also lead to fatigue, falls and injury,
weight loss, elopement, and death.
In PALTC settings, elopement is
defined in F-tag F689 in the surveyor
guidance (42 CFR § 483.25(d)) as “a
resident leaving the premises without the
facility’s knowledge and (if necessary)
supervision.” The surveyor guidance
explains that when a resident who has
decision-making capacity intentionally
exits a PALTC facility, this would only
be considered an episode of elopement if
the facility’s staff were unaware that the
resident had left.
Risk Factor Identification
and Assessment of Elopement
The first step in minimizing the risk
of elopement in PALTC is to identify
individual risk factors. The resident
risk factors include older age, male sex,
dementia, a recent history of substance
use disorder, and insomnia (Annals
of Long-Term Care 2012; 20(3):1-6).
Individuals who are newly admitted to
a facility and those who have made past
attempts to leave unaccompanied are
more likely to successfully elope.
The common behavioral precursors
to elopement from PALTC settings
include verbalizing the intent to leave,
positioning near and tampering with
doors and exits, preparing to go outside, packing up belongings, frequent
calling of family, friends, or the police,
and being overly observant of outside
stimuli, such as the movement of cars
and people (Neurodegener Dis Manag
2020;10:125–135).
Use of a psychometrically sound
instrument may be helpful in monitoring a resident’s response to changes in
the care plan to address the frequency
and severity of wandering and elopement
behaviors. There are several instruments
designed to measure the behavioral and
psychological symptoms of dementia
that include wandering and elopement
as single items. Version 2 of the Algase
Wandering Scale (AWS-V2), the longterm care version, includes 19 items that
are specific to wandering, elopement,
and spatial orientation (Aging Ment
Health 2004;8:133–142).

Management of Wandering
and Elopement
The management of wandering and
decreasing the risk of elopement require
a team approach to care that must balance the autonomy and safety of our
residents. The following are a few suggestions from my experience.
Identify and resolve unmet needs. As
the old saying goes, “all who wander
are not lost.” Wandering and elopement
behaviors may be the resident’s way of
trying to tell us something. Accompany
the resident to the bathroom, provide
a snack or drink, and engage the resident in an activity that is meaningful.
Take the resident outside for walks in
a secure area to provide some fresh air
and a change of scenery. Virtual simulation techniques, such as a video or
audio recording of someone they trust,
can be used to reassure individuals and
redirect them. There is no medication
to treat wandering or elopement; we
must identify and use nonpharmacological and pharmacological interventions to
treat the anxiety, depression, insomnia,
or psychosis that may be contributing to
the elopement behaviors.
Use technology to help you. Secured
doors, wander and elopement alarms,
and sensor-based technology can be
helpful tools in keeping our residents

Social Workers
from page 1
recognized pathology and normal aging
process” (CMS Manual System, Pub.
100-07, Provider Certification, Dec. 12,
2014, https://go.cms.gov/3SgZooA).
Yet CMS does not require nursing
homes to have a social worker unless they
have more than 120 beds, and even then
CMS does not require the person in the
social work capacity to have a social work
degree (42 CFR § 483.40). Researchers
found that more than 70% of nursing homes in the United States are not
required to employ a social worker, and
an estimated 42% of nursing homes have
someone in the social service director
position who has no social work training
(J Gerontol Soc Work 2021;64:699–720).
Furthermore, despite the social worker
being an integral part of the interdisciplinary team (IDT), CMS does not
require that the social worker be part of
the IDT (42 CFR § 483.21 9b) (2)).
Professional Social Workers
Are Uniquely Trained
The dual micro/macro focus of social
work education prepares social workers

safe, but they cannot be the only management strategies that are used. The
newer sensor-based monitoring symptoms have become better at identifying unassisted bed-leaving events, with
notifications that go directly to caregivers and are increasingly sensitive and
specific (Int J Environ Res Public Health
2022;19:2103).
Engage the interdisciplinary team.
When a resident is at high risk of elopement, it requires an all-hands-on-deck
approach. Residents who successfully
elope from secured units often do so
with a visitor. Educate your visitors
about exiting-support from staff, and
encourage them to ask the staff whenever
they aren’t certain whether an individual
is a resident or visitor. Also enlist the
watchful eyes of reception, security personnel, and building and grounds staff.
In case the worst happens, make sure
that your facility already has a searchand-rescue plan and that all staff have

been trained to implement it.
Dr. Galik is editor in chief of Caring for
the Ages and a professor at the University of Maryland School of Nursing. The
views the editor expresses are her own.

to be key contributors to multiple processes in the nursing home. Social work
programs accredited by the Council on
Social Work Education must prepare
students to be competent in engaging,
assessing, intervening, and evaluating practice with individuals, families,
groups, organizations, and communities
(2015 and 2022 Educational Policy and
Accreditation Standards are available
at https://www.cswe.org/accreditation/
standards/2022-epas/). The overarching
framework taught in social work is an
ecosystems framework with a strengths
perspective.
Program evaluation and research competencies are also part of social work
education. CSWE calls for programs
to prepare students to engage in practice-informed research and researchinformed practice, the type of skills that
are needed to lead process improvement
plans around behavioral health and psychosocial care.
Although scope of practice is determined by individual state licensing
boards, it always includes tasks that
“promote health, well-being, and justice
Continued to next page
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DIVERSITY, EQUITY, AND INCLUSION
By Fatima Naqvi, MD, CMD
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DEI to Its CORE

Ms. Sylvia and Dr. Naqvi.

“W

here are you from?” This was
the first question Ms. Sylvia
asked me after we settled down in our
chairs where she could hear and see me.
She had functional hearing aids that had
been recently updated, but due to her
sensorineural hearing loss the person she
was speaking with needed to sit close by,
where she could read lips and hear at the
same time. I informed her, “I am from
Pakistan.” Then she inquired further,
“From where in Pakistan?”
Often many people, including the
majority of my patients, ask me about
my birth country. Once I tell them the
name of the country, they do not ask
further questions. Occasionally, a few
who know a little bit about other parts
of the world will ask me about my city of
origin as well. From the way Ms. Sylvia
was asking me this direct question so
intently and seriously, I had a gut feeling

Continued from previous page
for all people in a diverse society” with
an emphasis on those who are “vulnerable, oppressed, and living in poverty”
(National Association of Social Workers,
“Code of Ethics,” rev. 2021, https://bit.
ly/3LNrPrS). Whether due to cognitive
and/or physical frailty, nursing home
residents are certainly considered to be
a vulnerable population.
Social Workers Impact Resident
Well-being and Outcomes
Social workers can provide leadership and program implementation at
all points of care for behavioral health
and well-being. From identification of
expressions of distress to assessment,
provision of care and services, and care
planning, a professional social worker
is trained in these areas. Social workers communicate with families regarding changes in condition, revisions to
the care plan, discharge planning, and
trauma-informed care.
They also collaborate with the IDT
and the medical provider about family concerns, resident history that may
pose barriers to pain management and

that she was taking me somewhere. So I
told her, “I am from Karachi.”
Then she asked, “Do you know Karsaz
Road?”
I got excited! I paused for a moment,
then told her, “My grandfather built
our home on Karsaz Road.” My sweet
memories of growing up, teenage years
and adulthood, and even going to medical school start from my home located at
Karsaz Road.
She went on, “When I went to Karachi, I
started driving right away. I thought ‘everyone is going crazy. Why is everyone driving
on the wrong side of the road?’ Very soon
before I got into an accident, I realized
that I was driving on the wrong side of
the road.” After this story, she told me
that she had lived in Pakistan for approximately two years. In fact, that was where
her youngest daughter was born, who is
currently acting as her power of attorney.
Ms. Sylvia was a 92-year-old woman
in assisted living. She had end-stage congestive heart failure (CHF), atrial fibrillation, hypertension, dyslipidemia, and
severe gait impairment. She had been
admitted to hospice services a year and a
half before my visit. The staff called her
noncompliant because she kept refusing
her two liters per minute of oxygen,
and they had asked me to emphasize to
her the importance of using the oxygen
because without it her oxygen saturation
would drop to 84% or less.

Ms. Sylvia had also been refusing many
of the other interventions requested by
the team. As I sat next to her trying to
listen to her empathically and understand things from her perspective, she
placed her hands on my shoulders and
said, “The staff wants to do a lot for me,
but I am done. I don’t want oxygen even
if I am short of breath.”
She said, “My husband suffered at the
end of his life, and he was on oxygen. I
can’t fathom that feeling. The recollection of those memories makes me feel
suffocated.” She told me that she had
lost her mother at a very young age,
when she was only 16. She had lived
with her uncle for approximately three
years afterward, and he had advocated
for and supported her, especially when
she used to do things outside the box.
“My skin color was darker than my
two siblings,” she told me. “It was olive
green. Growing up, my siblings used to
tease me that I was adopted since I have
a darker skin color.” Ms. Sylvia sighed,
paused for a moment, and then continued, “This difference of my skin color
really helped me understand that actual
reality is skin deep.”
She shared with me that almost everyone in her family had blonde hair and
blue eyes. Despite that, her parents and
family had respected and welcomed
diversity, even when no one else around
them appreciated it. She later married

a foreign service officer in what would
become the Agency for International
Development (AID) in the 1950s; they
had five children and traveled to at least
40 countries during her lifetime as her
husband’s duties and services changed
throughout his career.
Ms. Sylvia said that after traveling
across the globe, what she found was
that the core of diversity, equity, and
inclusion (DEI) is not one’s culture,
origin, race, or ethnicity (CORE) — it is
the kindness and mutual respect to love
and understand each other. We must
understand each other as humans first
before any other layers of identity are
added to the person. Later, she told me
that a few of her children’s spouses have
a different country of origin and ethnicity, and she had embraced each one of
them wholeheartedly.
Afterward, I examined Ms. Sylvia.
Her heart rate was in the hundreds,
her legs had +3 edema, and she had
crackles in the lung bases. She told me
that she would never take oxygen, even
when the end of her life was imminent.
She asked me to promise that I would
assist her in making her comfortable
when her time comes close. She told
me that she was deeply satisfied, had
been happy to meet me, and asked me
to visit her again.

the treatment plan, financial issues,
advance care planning, and end-of-life
care. Thorough and defensible social
work documentation supports the plan
of care, optimizes person-directed care,
and manages risk. Social workers identify grievances and provide competent
accountability and resolution, which
increases resident and family satisfaction with the latent benefits of decreased
survey deficiencies and perhaps lawsuits.
Many of these areas are specifically
addressed in F745 Medically Related
Social Services.
Social workers also impact resident
well-being by supporting staff with
training on resident rights, abuse and
neglect, trauma-informed care, communication, behavioral health, advance
care planning, and grief and loss. They
can participate in the Quality Insurance
and Performance Improvement (QAPI)
process by helping design, implement,
and manage process improvement projects. They can help position the nursing home as an outstanding community
partner by liaising with local associations
and agencies. They can support a robust
offering of services that might include
support groups, councils, and outreach.

Providing care that supports best practices and meets standards of care while
upholding an ethical framework is integral to quality of life and quality of care
for all nursing home residents. Screening,
assessing, and intervening in emotionally
charged and usually complex areas such as
coping with change and loss, advance care
planning and end-of-life care, mental illness, and trauma require staff with appropriate training, knowledge, and skills.
Expecting an individual to engage in
this level of care without the appropriate
requisites is unacceptable. An analogy
would be allowing a nurse to administer
treatment that is outside their scope of
practice, such as providing wound care
without training and experience. The
time has come to acknowledge that it
is necessary to staff a professional social
worker in every nursing home to ensure
that all residents and patients receive the
psychosocial care they need and deserve.

the psychosocial and behavioral health
needs of all residents and patients, no
matter the number of beds in the facility.
Collaborate with the social workers and
social services staff by acknowledging
their expertise and skills. Recognize and
endorse the value of the contribution of
professional social workers, and support
them to use their knowledge, expertise,
and skills for the benefit of residents and
the success of the facility. Because you
are leaders, others in the facility will fol
low your example.

How to Support the Role of the
Professional Social Worker
As leaders in nursing homes, medical
directors and attending providers can
advocate to administration for a robust
professional social work staff to meet

See DEI • page 5
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