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 For David LeVine, MD, CMD, medi-
cal director at Menorah Manor 
in St. Petersburg, FL, there was 

never a question that he would practice 
medicine. In a family where his father, 
grandfather, and two brothers are all 
physicians, the profession is in his blood. 
However, whereas father and brothers 
chose surgery, Dr. LeVine went in a very 
diff erent direction — geriatrics. Today, 
Dr. LeVine, who is AMDA’s 2016 Medical 
Director of  the Year, can’t imagine doing 
anything else.

 “I was drawn to geriatrics where deci-
sions are individualized and less pre-
scriptive. I found that I was comfortable 
working with older people,” Dr. LeVine 
said. “Geriatrics is an art; you have to 
be creative and think outside the box. 
You’re not just dealing with the patient 
but also the family unit. Communication 
and compassion are essential parts of  
our work, and that is very rewarding and 
satisfying for me.” 

 Being named Medical Director of  the 
Year is a welcome accolade, he said, but 
not just for him. “I am very honored and 
happy not only for myself  but for my 
facility and community,” Dr. LeVine said. 
“I believe that Menorah Manor is one of  
the best nursing facilities in Florida.”

 Forging Relationships
 Dr. LeVine’s accomplishments in his 
30-plus years at the clinical helm of  
Menorah Manor are substantial. He 

developed and 
supervises a 
clinical creden-
tialing process 
and cultivated 
a large private 
medical staff. 
He is active in 
medical staff  
recruitment, 
o v e r s i g h t , 
e d u c a t i o n , 
and reten-
tion — includ-
ing developing 
relationships 
with specialists 
such as psy-
chiatrists, der-
matolog is t s , 
p o d i a t r i s t s , 
neurolog ists, 
and dentists. 

 “I’m quick 
to welcome 
new physicians in the community and 
encourage them to consider consulta-
tions at Menorah Manor as they start their 
practices,” Dr. LeVine said. “When I con-
sult specialists, I almost always contact 
them in advance and discuss the reason for 
the consultation and provide information 
to make the visit as efficient and produc-
tive as possible.” 

 He works with the nursing team to 
ensure prior lab work and test results 
are available as well. “Specialists often 
tell me that they actually enjoy coming 

to Menorah Manor as they notice the 
excellent care and attention we provide 
to our patients.”

 Dr. LeVine also is medical leader of  the 
geriatric assessment program, a team of  
geriatric professionals that provides com-
prehensive outpatient assessments of  and 
develops care plans for individuals experi-
encing memory and behavioral changes. 
“We have a designated dementia director 
who is regularly on our dementia floor, 

Medical Director of the Year Loves 
the Art of Geriatrics

 BY JOANNE KALDY

 Steven M. Handler, MD, 
PhD, CMD, has two pro-
fessional loves — PA/LTC 

medicine and research. He is 
combining the two to explore the 
potential role for telemedicine 

in nursing homes and other 
PA/LTC settings, and he’s 
sought the input of  his AMDA 
colleagues as part of  this eff ort.

 Just last month, Dr. Handler 
asked participants at the AMDA 
annual conference in Orlando 
to complete a brief  survey to 

determine the perceived utility 
of  providing specialty telemed-
icine in nursing homes. “We’re 
seeking to determine if  practi-
tioners in this field believe we 
could expand the number of  
types of  telemedicine consulta-
tions to include specialties such 

as geriatric psychiatry, derma-
tology, pulmonology, podia-
try, and cardiology,” he said. 
AMDA members — including 
physician assistants and nurse 
practitioners — are “uniquely 
qualified” to provide this infor-
mation, he said.

 Last year, Dr. Handler, associ-
ate professor of  geriatric medi-
cine and biomedical informatics 
at the University of  Pittsburgh, 
conducted a survey at the 
AMDA annual conference to 

 BY JOANNE KALDY

  Researcher Connects With Colleagues for Telemedicine Study

See Medical Director • page 6

See Telemedicine • page 9

Visit AMDA’s NEW product 
store for post-acute and  

long-term care tools and  
resources referenced by CMS.
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David LeVine, MD, CMD, views practicing geriatrics as an art, 
requiring creativity and out-of-the-box thinking.
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On My Mind

We ran a Medical Ethics column 
in October 2015 by Robert 
Gibson, PhD, JD, about medi-

cal decision-making for our patients who 
lack decisional capacity and have nobody 
available to serve as a surrogate to pro-
vide substituted judgment, that is, to tell 
us what that patient would have wanted 
in those circumstances (or at least what 
their overall values were) (Consent Pro-
cess Complex for the Unbefriended. Car-
ing for the Ages 2015;16[10]:10. Online 
at: www.caringfortheages.com/article/
S1526-4114%2815%2900350-9/fulltext). 
We sometimes refer to these unfortu-
nate individuals with this mouthful of  a 
designation: “Incapacitated, unbefriend-
ed patients.” 

Recently, the final writ was handed 
down in California’s CANHR v. Chapman 
case, in which a California law that 
permitted the interdisciplinary team 
(IDT) in a nursing home to serve as the 
decision-maker for incapacitated, unbe-
friended residents was struck down as 
unconstitutional. Without getting into 
excessive detail about the decision, suf-
fice it to say that the judge appeared 
not to have a full understanding of  the 
implications of  this matter. 

Court Order Burden
It is estimated that well over 5,000 inca-
pacitated, unbefriended patients are 
currently residing in long-term care 
in California’s nursing homes, so it is 
not an insignificant sliver of  the popu-
lation. Based on the judge’s decision, 
these patients will not be able to receive 
antipsychotic medications or orders for 
withholding or withdrawing life-sustain-
ing treatment, absent a court order or 
appointment of  a guardian who could 
provide consent. The original lawsuit was 
brought by a consumer advocacy organi-
zation because of  some apparent abuses 
of  the previous law (Health and Safety 
Code §1418.8), in which some nursing 
homes and physicians used the law to 
administer antipsychotics to patients inap-
propriately. (In California, it is required 
that the prescriber obtain informed con-
sent before any psychotropic medication 
is given, except in an emergency.)

The notion that a nursing home 
would be able to manage the time and 
expense to obtain court orders for such 
patients is ludicrous. These are generally 
indigent patients, and most of  them are 
suffering from moderate to severe or 
end-stage dementia. Nonetheless, the 
ruling doesn’t trouble me too much, 
as I am not that worried that a few 
people who could probably benefit from 
antipsychotics will not be able to get 
them, and some will land in a psychiatric 

hospital with unnecessary and unpleas-
ant hallucinations, paranoia, delusions, 
and the like. What really concerns me 
is that out of  the thousands of  such 
patients in California, all of  them will 
ultimately die of  their dementia or 
something else, and they are going to 
be miserable. 

Without the ability to make reasonable 
decisions as to the intensity of  treatment 
that would be in their best interest (since 
we usually will not know their wishes 
definitively), all of  these patients — or at 
least all of  those who are not fortunate 
enough to have a sudden catastrophic 
life-ending event like a big MI in their 
sleep — are going to be subjected to the 
invasive, aggressive, painful, and bewil-
dering ordeal of  hospitalizations, ICU 
admissions, poking, prodding, feeding 
tube placement, restraints, and often the 
ultimate “life-sustaining” measure, CPR. 
Of  course, CPR does not sustain life in 
nursing home residents. It is a vanish-
ingly rare event for a resident to have a 
full cardiac arrest, get CPR, survive long 

enough to go to the hospital, much less 
ever come back to the home. 

To me, this feels tantamount to the 
torture of  an infant or a pet — there is 
no apparent purpose to it since it is only 
going to artificially delay the moment 
of  their death (and make the path from 
here to there far more unpleasant), 
and it causes suffering that cannot be 
understood. (And let’s just leave aside 
the trauma it may cause to our nursing 
staff  and to ourselves as we tacitly or 
actively participate in this exercise.) In 
patients who are close to the end of  life 
and suffer from significant dementia, it 
seems unconscionable to subject them 
to these kinds of  treatment that are the 
default for everyone in the United States.

Yes, it’s true that we are not obli-
gated to provide medically unbenefi-
cial (or the old, un–politically correct 
word — “futile” — that some of  us still 
favor) treatment to our patients. Under 
this rubric, we can refuse to provide treat-
ments such as feeding tubes for patients 
with advanced dementia (note that the 
American Academy of  Hospice and 
Palliative Medicine, American Geriatrics 

Society, and AMDA’s Choosing Wisely lists 
all recommend against enteral feeding in 
advanced dementia (www.choosingwisely.
org), or CPR in a patient with widespread 
metastatic cancer on a ventilator. Why 
should we assume that every dementia 
patient who did not make her preferences 
known ahead of  time and who can no 
longer communicate (or probably even 
experience) “preferences” would want 
her life sustained — or her dying process 
extended — with painful and incompre-
hensible medical torture? Only a small 
minority of  my patients opt for “full 
treatment” even when they are reason-
ably healthy and able to make informed 
decisions. I suspect if  an advanced demen-
tia patient could be asked what her prefer-
ences were, one of  the more important 
ones would be “I don’t want to suffer.”

Baffling Decision
Alameda County Superior Court Judge 
Evelio Grillo, JD, stated in his order that 
these residents could still receive hospice 
care, but how can hospice services be 
provided without the ability to make 
orders for withdrawing and withhold-
ing life-sustaining treatment? It’s baffling 
and disappointing, and I am afraid it 
will bring extreme and needless suffering 
via the medicalization of  the deaths of  
many unfortunate Californians who did 
not have the foresight to complete an 
advance directive or POLST paradigm 
form. We are hoping that the California 
Department of  Public Health appeals 
this ruling — and that there will be a 
mechanism to provide appropriate and 
compassionate treatment to this vulner-
able segment of  the population. 

Under §1418.8, the IDT functioned 
much as a hospital ethics committee 
would function, although in a less 

formalized fashion. There would usu-
ally be a resident advocate on the com-
mittee (e.g., an ombudsman, a member 
of  the clergy, or a family member who 
was unwilling or unable to serve as a 
decision-maker). As Dr. Gibson wrote, 
somebody needs to make these deci-
sions, and it seems that as the care 
custodians of  these residents — many 
of  whom may have been with us for 
years — there is really no better surro-
gate than those who are actually caring 
for them and who have medical knowl-
edge and experience. These are treat-
ments I wouldn’t want for myself, and 
I don’t think most people would want 
them — and at the risk of  being labeled 
paternalistic, I feel comfortable say-
ing that an elderly advanced dementia 
patient should not get CPR. It’s sense-
less and horrible for everyone involved. 

Caring for the Ages would love to know 
what AMDA members and others are 
doing across the country when it comes 
to decision-making and end-of-life care 
for these patients. Please send me an 
e-mail and share your experiences and the 
processes in your state that relate to such 
individuals. We certainly do not want to 
make our patients suffer needlessly, but 
we also do not want to withhold rea-
sonable treatments (e.g., antibiotics for 
urinary tract infections) when we don’t 
know for sure what they would have 
wanted. When in doubt, we want to err 
on the side of  life, of  course — but we do 
not want to cause unnecessary suffering 
or to provide futile treatment. CfA

Dr. Steinberg, editor in chief  of  Caring 
for the Ages, is a multi-facility and 
hospice medical director, as well as chair of  
AMDA’s Public Policy committee. He may 
be reached at karlsteinberg@mail.com.

California Decision Brings No Relief to the Unbefriended 

By Karl Steinberg, MD, CMD
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There is really no better 
surrogate than those 
who are actually caring 
for the person and who 
have medical knowledge 
and experience.

Patients affected by the California ruling may be subjected to invasive, painful, 
and unnecessary procedures.

www.caringfortheages.com/article/S1526-4114%2815%2900350-9/fulltext
www.caringfortheages.com/article/S1526-4114%2815%2900350-9/fulltext
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Help and Hope

 Benzodiazepine use by elderly 
adults did not seem to be causally 
related to an increased risk for de-

mentia and cognitive decline, according 
to results from a prospective study. 

 The study included 3,434 individu-
als 65 or older without dementia. For 
at least 10 years prior to enrollment 
in the study, all participants had been 
members of  Group Health, an inte-
grated health delivery system in the 
Northwest United States that maintains 
computerized pharmacy data, includ-
ing names, strengths, dates dispensed, 
and amounts dispensed of  drugs used 
by its members.

 Thirty percent of  participants had 
filled at least one prescription for a ben-
zodiazepine in the 10 years before enter-
ing the study, with 3% of  participants 
having used the drug within 6 months 
of  study entry. The researchers catego-
rized patients based on their level of  use, 
with patients falling into the highest-use 
category having taken at least 121 total 
standardized daily doses (TSDDs). The 
median level of  use within that group 
was 375 TSDDs, equivalent to slightly 
over a year of  daily use.

  The researchers found no association 
between the use of  benzodiazepines at 
the TSDD level defined as highest use 
in this study and dementia (HR, 1.07) or 
Alzheimer’s disease (HR, 0.95), compared 
with nonuse. “When we split the highest 
category of  benzodiazepine use into two 
groups, the hazard ratio for dementia was 
1.11 (0.78–1.58) for 121–364 TSDDs and 
1.03 (0.73–1.44) for greater than or equal 
to 365 TSDDs. Findings for Alzheimer’s 
disease were similar,” said Shelly L. Gray, 
PharmD, professor of  pharmacy at the 
University of  Washington School of  
Pharmacy, Seattle, and her colleagues 
[BMJ 2016;352:i90 doi: http://dx.doi.
org/10.1136/bmj.i90].

 A slightly increased risk for dementia 
for study participants classified as low 
users (taking 1–30 TSDDs) or moderate 
users (taking 31–120 TSDDs) of  benzo-
diazepine was found, when compared 
with nonusers. Low users of  benzodi-
azepine were also at increased risk for 
Alzheimer’s disease (HR, 1.27).

 “We found a slightly higher risk of  
dementia in people with the lowest 

benzodiazepine use but no increased 
risk in those with the highest level of  
exposure. … Overall, our pattern of  
findings does not support the theory 
that cumulative benzodiazepine use at 
the levels observed in our population 
is causally related to an increased risk 
for dementia or cognitive decline. … 
Nonetheless, given the mixed evidence 
regarding benzodiazepines and risk 

of  dementia and that these drugs are 
associated with many adverse events, 
health care providers are still advised to 
avoid benzodiazepines in older adults to 
prevent important adverse health out-
comes, withdrawal, and dependence,” 
according to the researchers. CfA

 Katie Wagner Lennon is a web content 
editor with Frontline Medical News.

  Benzodiazepines Not Causally Related 
to Increased Dementia Risk

 BY KATIE WAGNER LENNON

Editor’s Note
Although this reasonably powered 
prospective study did not support 
the notion that benzodiazepines 
cause dementia, there are certainly 
plenty of  data to show at least a 
correlation between benzo use and 
cognitive disorders. There are plenty 
of  other reasons not to use them 
indiscriminately, especially in the 
frail elderly population: increased 
fall risk, disinhibited and irrational 
behavior, and an abstinence syn-
drome that includes seizures. While 
they are a reasonable option and a 
“quick fix” for brief, usually reactive 
anxiety, their long-term use gener-
ally seems to be a bad idea, and they 
are on the Beers list. We should be 
very judicious in the use of  benzodi-
azepines in nursing home residents.

—Karl Steinberg, MD, CMD
Editor in Chief 

http://dx.doi.org/10.1136/bmj.i90
http://dx.doi.org/10.1136/bmj.i90


 4 • CARING FOR THE AGES APRIL 2016

ORLANDO, FL — A new clinical pre-
diction rule correlates well with per-
formance status at 1 year after ICU 
hospitalization in patients older than 80. 

Illness severity, comorbidities, baseline 
frailty, a primary diagnosis of  stroke, and 
being male were all predictors of  poor 
performance status at 1 year. A primary 
diagnosis of  emergency coronary artery 
bypass grafting or valve replacement, a 
high baseline performance status, and 
being married were associated with good 
performance status at 1 year. The c-statis-
tic for the model, a standard indicator of  
predictive power, was 0.811, a figure that 
indicates good predictive ability.

The findings from the REALISTIC 80 
(Realities, Expectations, and Attitudes to 
Life Support Technologies in Intensive 
Care for Octogenarians) study of  
17 patient and illness characteristics 
allowed Daren Heyland, MD, FRCPC, 
professor of  medicine and epidemiology 
at Queen’s University, Kingston, ON, 
and his coinvestigators in the Canadian 
Critical Care Trials Group (CCCTG), to 

conclude that eight factors were most 
predictive of  performance status at 12 
months for ICU patients 80 and older. 
REALISTIC 80 is a CCCTG project

The values for the predictors are 
derived from responses to an online 
guided questionnaire called the ICU 
Workbook. The questionnaire is com-
pleted by patients’ family members or 
surrogates, and the responses are used to 
calculate the values that constitute the 
clinical prediction rule’s components.

Gathering this information may help 
health care providers and family mem-
bers in end-of-life decision making, said 
Dr. Heyland. “For the very elderly, it is 
plausible that poor communication and 
decision making lead to overutilization 
of  ICU resources and poor-quality end-
of-life care,” he said. “Hopefully, with 
these strategies, we’ll improve clinical 
decision making and improve the qual-
ity of  end-of-life care we provide for our 
older patients,” said Dr. Heyland, who is 
also director of  CARENET , which hosts 
the online guided questionnaire and is 
an affiliation of  Canadian researchers 
focused on end-of-life care. He spoke at 

the Society of  Critical Care Medicine’s 
Critical Care Congress.

REALISTIC 80 enrolled 434 patients, 
age 80–100 years (mean age, 84.6) who 
were admitted to ICUs at participating 
institutions.

Previous European and U.S. studies 
have shown an ICU mortality of  30%–
35%, and an overall mortality rate of  
60%–70% in the 12 months following 
ICU admission. In those studies, illness 
severity most strongly predicted short-
term survival, and comorbidities best 
predicted long-term survival.

The primary outcome measure of  
REALISTIC 80 was the 12-month survival 
and health-related quality of  life; “recov-
ery from critical illness” was defined as a 
Palliative Performance Scale (PPS) score 
of  greater than or equal to 60% at 12 
months. Patients scoring at 60% on the 
0%–100% scale of  this functional status 
measure may have reduced ambulation, 
be unable to engage in housework or 
hobbies, have significant disease, need 
assistance, and be confused at times. An 
advantage of  this scale, said Dr. Heyland, 
is that it eliminates survivorship bias 

in analyzing data, since a score of  0 is 
assigned to individuals who die.

About 50% of  patients had died by 12 
months; about 21% were alive, with a 
reduced health status below the thresh-
old of  60 on the PPS; and about 29% 
were alive, with a PPS score above the 
predetermined quality of  life threshold.

Dr. Heyland said the presence of  
advance directives didn’t appear to affect 
outcomes. “We subsequently in a differ-
ent analysis showed that whether they 
had [a directive] or not did not affect 
subsequent process or outcome of  care 
in the ICU,” he said.

Dying in the ICU after days of  
mechanical ventilation or surviving with 
very low performance status “doesn’t 
sound like good quality of  life to me, 
and it illustrates the challenge we have 
as clinicians in getting to what’s best for 
patients,” said Dr. Heyland. “Hopefully, 
prediction models will help, as well as 
better elicitation of  authentic values and 
preferences from patients.” CfA

Kari Oakes is with the Midwest bureau 
of  Frontline Medical News.

 LOS ANGELES — Endovascular throm-
bectomy is not only clinically the best 
option for many patients with acute, 
ischemic strokes involving a proximal 
occlusion in a large cerebral artery; 
it’s also highly cost effective, based on 
follow-up analyses of  two of  the five 
randomized trials published in 2015 
that collectively established throm-
bectomy as standard of  care for these 
patients. 

 Thrombectomy plus administra-
tion of  intravenous tissue plasminogen 
activator, compared with TPA only, “is 
highly cost effective and economically 
dominant with lower long-term cost and 
better outcomes,” Theresa I. Shireman, 
PhD, said at the International Stroke 
Conference.

 And in an independent analysis of  data 
from a totally different trial, endovascu-
lar thrombectomy on average reduced 
patients’ acute length of  hospitalization, 
improved their survival and quality of  
life, and was cost saving when compared 
with treatment with intravenous TPA 
only, which had previously been the 
standard of  care, Bruce C.V. Campbell, 
PhD, reported at the meeting.

 The analysis presented by Dr. 
Shireman used data collected in the 
SWIFT-PRIME trial, which randomized 
196 patients at centers in the United 
States and Europe to treatment with 
either intravenous TPA plus endovas-
cular thrombectomy, or TPA alone. 
Average total costs during the index 
hospitalization ran to roughly $46,000 
in the combined-treatment arm and 

about $29,000 in the TPA-only arm, a 
difference largely driven by a roughly 
$15,000 average incremental cost for 
the thrombectomy procedure, said 
Dr. Shireman, professor of  health ser-
vices research at Brown University in 
Providence, RI.

 However, the cost-effectiveness of  
thrombectomy began to kick in soon 
after. During the 90 days following index 
hospitalization, patients who underwent 
thrombectomy had substantial average 
reductions in their need for inpatient 
rehabilitation, time spent in skilled nurs-
ing facilities, and in outpatient rehabilita-
tion. Overall, total medical costs during 
the first 90 days post discharge ran on 
average close to $5,000 less per patient 
following thrombectomy. In addition, 
based on their health status after 90 days, 
patients treated with thrombectomy 

were projected to have a greater than 
1.7-year average life expectancy than 
those randomized to TPA only, with 
a projected net gain of  1.74 quality-
adjusted life years (QALYs) per patient 
and with a projected average decrease of  
roughly $23,000 in total lifetime medical 
costs.

 Based on this average increase in 
QALYs and decreased long-term cost, 
adding thrombectomy to TPA for rou-
tine treatment of  the types of  patients 
enrolled in SWIFT-PRIME was econom-
ically dominant, Dr. Shireman said at the 
meeting, sponsored by the American 
Heart Association. She also projected 
that despite the higher upfront cost for 
adding thrombectomy to treatment, the 
eventual savings in long-term care meant 
that thrombectomy began producing a 
net savings once patients survived for 

more than 22 months following their 
index hospitalization.

 Dr. Campbell reported very similar 
findings in his analysis of  data collected 
from the EXTEND-IA trial, which ran-
domized 70 patients at 10 centers in 
Australia and New Zealand. During 
the first 90 days of  treatment, includ-
ing the index hospitalization, treatment 
with thrombectomy plus TPA saved an 
average of  roughly $4,000 per patient, 
compared with TPA only, even though 
the average incremental cost for adding 
thrombectomy was nearly $11,000. The 
overall increased total 90-day costs with 
TPA only was largely driven by a sub-
stantially longer time spent hospitalized 
among the TPA-only patients, com-
pared with those treated with throm-
bectomy plus TPA, said Dr. Campbell, 
a neurologist and head of  hyperacute 
stroke at Royal Melbourne Hospital.

 In addition, adding thrombectomy 
resulted in a projected average 4-year 
increase in life expectancy, and an aver-
age gain of  about 3 QALYs per patient. 
Thrombectomy “is an incredibly pow-
erful procedure, not just in terms of  
clinical response but also in terms of  
economics,” he concluded. Even when 
judged by the worst-case scenario of  the 
analysis, “there is a 100% probability that 
the cost-effectiveness per QALY is less 
than $10,000 U.S., which is incredible 
value,” Dr. Campbell said.

 Dr. Shireman and Dr. Campbell had 
no personal disclosures. CfA

 Mitchel L. Zoler is with the 
Philadelphia bureau of  Frontline Medical 
News.

  Thrombectomy Highly Cost-Effective for Stroke
 BY MITCHEL L. ZOLER

Editor’s Note
It’s good to know that this combined intervention is pretty clearly superior. 
While most of  us in post-acute/long-term care won’t be the ones making 
this decision on the front lines, we can hope that the stroke teams in our 
local hospitals are aware of  it and adept at performing these. And at the risk 
of  sounding like a broken record, I want to reiterate how important it is for 
us to ensure that our nursing staff  are mindful that a possible stroke, with 
acute neurological deficits, is a medical emergency — a 911 emergency — and 
they should not wait half  an hour for the doctor on call to get back to them. 
Even in residents who may not desire CPR in the event of  a cardiac arrest, it’s 
usually going to be appropriate to consider them for brain-saving procedures 
in an acute CVA situation. Unless the resident’s goals of  care are completely 
comfort-oriented, or when they are in the last few months of  life, it is 
reasonable to proceed with aggressive clot-busting (and clot-removing) therapy 
that can save them from a markedly diminished quality of  life.

—Karl Steinberg, MD, CMD
Editor in Chief

New Prediction Tool Forecasts Long-Term ICU 
Outcomes for Very Elderly

BY KARI  OAKES
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 Dear Dr. Jeff: 
Even when we have obtained advance direc-
tives such as do-not-resuscitate orders and 
helped a resident to identify a health care 
proxy, the major decisions regarding inva-
sive and extraordinary health care proce-
dures remain troubled and conflicted. Our 
residents still wind up dying in the hospital, 
often in the intensive care unit. What are we 
doing wrong?

 Dr. Jeff  responds: 
DNR orders are the beginning and end 
of  many facilities’ discussions with resi-
dents regarding their goals of  care. The 
Patient Self  Determination Act of  1990 
required health care providers, including 
nursing homes and home care agencies, 
to notify patients of  their right to exe-
cute advance directives concerning their 
care. At far too many institutions, this 
requirement is taken literally. That is, 
patients being admitted to the hospital 
have an informational handout placed 
under their pillow as they are wheeled 
to their rooms. Not uncommonly, at 
PA institutions, this farce is continued 
by adding the information sheet into 
the giant packets of  materials that 
patients or their designated representa-
tives acknowledge they have received 
on admission as part of  the admissions 
agreement.

 You have truly exceeded expectations 
in trying to help your patients identify 
individual proxies to make decisions for 
them should they be physically or cog-
nitively unable to make health care deci-
sions themselves. Unfortunately, as you 
have discovered, neither of  these two 
documents ensure a desired and planned 
outcome as advanced illness evolves.

 Naming a health care proxy is an 
important first step because it allows 
someone designated by the resident 
to make decisions. Health care proxies 
rarely know what the resident would 
have actually wanted (in some concor-
dance studies in which residents and 
their proxies are presented with sce-
narios about potential health problems, 
there is no correlation between them 
beyond chance). The proxy may well be 
no better prepared than the resident for 
complex medical decisions.

 Discuss CPR, Then Transfer
 Discussions about CPR are not futile 
even though the procedure often is. 
First, they offer an opportunity to dis-
cuss the nature and complexity of  a 
resident’s underlying disease, its prog-
nosis, and the likely outcomes. Just as 
tests are frequently organized with a 
few easy questions at the beginning, a 
discussion about advance planning and 

goals of  care can begin here as every 
patient and family is aware that death 
will certainly come sometime, if  only 
in the far off  future. Even though the 
health care system seems to treat “full 
code” vs. DNR as a key issue, the deci-
sion is made regardless of  whether the 
patient will die with or without a few 
broken ribs, at least in the LTC nursing 
home population. 

 Hospital transfer, not CPR, is often 
the key decision. Hospitalization itself  
is frequently another step in a painful 
downward spiral of  recurrent infections, 
weight loss, mental and physical frailty, 
and skin breakdown. Most residents sur-
vive their first few hospital transfers, 
often returning physiologically stabi-
lized but functionally worse. In long-
term care, do-not-hospitalize orders 
have significant consequences; DNR 
orders do not. The failure to address 
the important questions, regardless of  
whether it is with the patient or the 
proxy, is the process failure that leads to 
the frustrating results you cite.

 Prognosis Matters
 Patients have a right to know their diag-
nosis and prognosis. Prognosis is not the 
same as life expectancy, which is notori-
ously hard to predict. It is, rather, the 
probable course of  disease. It is also the 
rational basis on which to consider and 
finalize health care decisions before the 
development of  an acute, life-threaten-
ing change of  condition. Residents and 
families frequently have little knowledge 
of  the natural history of  specific condi-
tions, much less the implications for a 
particular case. Although in many facili-
ties issues regarding advance directives 
are punted to social workers, prognostic 
information and specifics about medical 
treatment options are topics that only a 
medical practitioner should be expected 
to provide. It is, uniquely, the role of  the 
physician (or nurse practitioner or physi-
cian assistant) to discuss these important 
matters with a patient and/or family, 
in sufficient detail that they can make 
informed decisions.

 For example, a new resident may be 
admitted with amyotrophic lateral scle-
rosis (ALS, or Lou Gehrig’s disease). 
This is an incurable disease associated 
with inevitable functional decline, pro-
gressive weakness and muscular atro-
phy. Typical life expectancy is 3 to 5 
years from onset of  symptoms; how-
ever, 10% of  patients are still alive at 
10 years. While this is certainly vital 
information to share with a patient, it is 
worth listening to the patient’s and fam-
ily’s accounts of  how rapidly the disease 
has progressed to discern whether this 

particular patient is likely to survive 3 
years or 10 years. 

 More important than the life expec-
tancy, however, is the usual course of  the 
disease. Patients with amyotrophic lateral 
sclerosis will typically develop difficulties 
with speech and swallowing, and ulti-
mately die of  respiratory failure. When 
the diaphragm and chest wall muscles 
become sufficiently weak, labored breath-
ing and shortness of  breath are expected 
consequences. Decisions regarding intu-
bation, particularly since it likely to be 
permanent, should be made before the 
critical stage has arrived, because the 
resident is likely to be cognitively intact 
but have limited ability to speak and ask 
questions about the risks and benefits of  
prolonged mechanical ventilation. 

 Similarly, decisions regarding feeding 
tubes should be addressed before dys-
phagia becomes critical and recurrent 
aspiration provokes respiratory com-
plications. All the familiar literature 
debunking feeding tubes is directed 
at their use in end-stage dementia, a 
totally different clinical scenario. The 
practitioner who has failed to initiate 
these discussions has guaranteed that 
when the critical decision time occurs, 
the resident and family will be unpre-
pared. Whether the resident chooses an 
implantable electric stimulator for the 
diaphragm, some period of  extended 
life dependent on a ventilator, or hospice 
care, that should be the patient’s own 
decision, not one made in the face of  a 
crisis with pneumonia and its resultant 
dyspnea and cyanosis.

 Similarly, patients with longstand-
ing diabetes complicated by significant 
peripheral vascular disease or diabetic 
nephropathy should be provided with 
good information about their likely 
prognosis. Diabetics with small vessel 
disease do poorly with multiple surgi-
cal attempts to bypass vessels or limit 
tissue loss. Similarly, frail diabetics with 
end stage renal disease typically experi-
ence repeated hospitalizations with a 
severely impaired quality of  life, while 
international data suggest that those 
who are dependent on transfers actu-
ally live longer without dialysis. Many 
would benefit from directly addressing 
their problem when significant impair-
ment is identified, allowing them to use 
this period near the end of  their lives 
productively. Just as oncologists too fre-
quently believe that their role is to treat 
the cancer rather than treat the patient, 
vascular surgeons are often entranced 
with “limb-sparing” procedures that 
are not patient-sparing, and too many 
nephrologists are simply dialysis provid-
ers. Whose responsibility is it to discuss 

the probable prognosis with a patient 
who is failing to heal an amputated toe? 
Certainly not the social worker’s.

Many families predict a much more 
rapid death than is typical for moder-
ate or even advanced stage dementia 
patients. Families frequently press for 
hospice care when death is still several 
years away. The progression from symp-
toms difficult to manage in the commu-
nity (wandering and incontinence) may 
result in a nursing home stay of  a decade 
or longer. This is important informa-
tion for a family, emotionally and finan-
cially. Those who attempt a bedside vigil 
are likely to exhaust themselves long 
before this kind of  attention is actually 
appropriate. Nevertheless, a discussion 
of  the risks of  hospitalization should 
be initiated at this point. Residents who 
may blossom in the nursing home when 
familiar caregivers assist them in their 
activities of  daily living are at particular 
risk of  physical and chemical restraints 
or functional decline when hospital-
ized. These residents’ proxies should be 
informed about the services that your 
facility can provide to a resident who 
declines medically. They might consider 
a DNH directive, to be revisited if  a con-
dition develops that they and the team 
conclude might tilt the risk/benefit ratio 
for hospitalization in favor of  a transfer. 
And as residents progress toward the 
final stages of  the disease, consideration 
should be given to a deliberate decision 
to forgo artificial fluids and feedings, 
long before aspiration pneumonia or sig-
nificant weight loss forces the decision.

 Discussion Incentive
 Doctors have avoided these discussions 
because they falsely believe they are 
being asked to predict life expectancy, 
a challenging task still required for hos-
pice referral. Fortunately, Medicare has 
recognized the need for these advance 
care planning discussions and developed 
billing codes to reimburse for them. 
And, since there is recognition in the 
billing codes that these discussions are 
a gradual process requiring revisiting 
as conditions change, there are avail-
able codes for extending and review-
ing these questions. Genuine informed 
discussions about prognosis should, in 
turn, produce the advance directives that 
truly enhance patient autonomy and col-
laborative care. CfA

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

  Advance Care Planning Discussions Help Physicians Walk the Talk

Dear Dr. Jeff By Jeffrey Nichols, MD, CMD

www.caringfortheages.com
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interacting with patients and families,” 
he told Caring for the Ages. “We provide 
regular staff  training on dementia and 
its management.”

 Menorah Manor not only cohorts 
dementia patients, but also has sepa-
rate units for people with mild, moder-
ate, and severe illness. “Through the 
years, we have found that by cohorting 
residents with like abilities, providing 
appropriate activities for their level of  
cognitive impairment, and training staff  
appropriately, we are able to decrease 
behavioral issues and we’ve reduced psy-
chotropic medication use to one of  the 
state’s lowest,” Dr. LeVine said. 

 Prioritizing Quality
 Quality improvement is an essential com-
ponent of  everything Dr. LeVine and his 
team do. “QI is more than identifying 
problems,” he said. “It is developing a plan 
of  action and implementing it with suc-
cess to improve the lives of  our residents. 
It often means changing the facility’s cul-
ture, and it needs to be integrated in all 
facets of  the care by all staff  members.”

 Dr. LeVine has led QI efforts to pro-
mote the concept that patients who wish 
can remain in the facility, even if  they get 
seriously or terminally ill or debilitated. 

“Our medical staff  is available and 
excellent at guiding the nursing staff, dis-
cussing the issues with the family, and 
providing the majority of  care within the 
facility,” he said. “Our staff  understands 
that a patient who is at the end of  life and 
likely to die from catastrophic illness or 
end-stage disease generally prefers to die 
in his or her home at Menorah Manor, 
rather than in an emergency room, hospi-
tal, or intensive care unit.” Dr. LeVine also 
has promoted this concept with interns 
and residents who otherwise “only see 
the hospital side of  patient care.”

 As part of  these efforts to ensure 
quality end-of-life care, Dr. LeVine has 

made a strong effort to ensure that all 
patients have clear advance directives. 
“I’ve developed a carefully worded 
comfort measures only order checklist 
after a year of  conversations with a 
renowned palliative care specialist. This 
is designed to conform to the Jewish 
values and traditions that guide our 
facility,” he said.

 Through the efforts of  Dr. LeVine and 
his team, he said, “We’ve been able to 
arrange for a hospice affiliation so that 
hospice patients can come into our facil-
ity for 5 days each month to provide 
family respite. I’m assigned all of  these 
patients to ensure that their transitions to 
our facility and back home are smooth.”

 Always seeking opportunities to 
maximize quality, Dr. LeVine and his 
team have implemented initiatives to 
eliminate the use of  sliding scale insu-
lin and increase the use of  vitamin D 
to improve muscle and bone strength. 
Recently, his team worked to implement 
resource information from the Centers 
for Disease Control and Prevention to 
establish more appropriate guidelines 
regarding isolation precautions. 

 “We have significantly cut back on the 
amount of  urinary tract infections and 

antibiotic usage in the past 6 months 
primarily by educating nursing staff, phy-
sicians, and other practitioners to obtain 
cultures only when appropriate, and how 
to treat infections effectively,” he said.

 Dr. LeVine is grateful for the support 
of  administration that enables Menorah 
Manor to be on the leading edge of  QI 
initiatives. “I am fortunate to have a 
wonderful staff. I have a great apprecia-
tion for everyone, including our house-
keeping staff, food services personnel, 
maintenance staff, CNAs, social work-
ers, dietitians, therapists, nurses, physi-
cians, volunteers, and others. I do not 
feel like I am any more important than 
any other staff  member.” Everyone at 
Menorah Manor, he said, works for one 
purpose — to provide the best care pos-
sible to residents.

 Sharing the Passion
 Attracting new practitioners to geriatrics 
and post-acute/long-term care is one of  
Dr. LeVine’s passions. He is the clinical 
preceptor for the Menorah Manor geri-
atric rotation for several family medicine 
residency programs. “I’m always excited 

to mentor young physicians and often 
change their views about long-term care 
and change their career paths. And I’m 
proud of  my efforts to create affiliations 
with residency programs in our area to 
provide teaching of  geriatrics. It also is 
rewarding to introduce interns and resi-
dents to the world of  long-term care not 
only by showing them what to look for 
in a quality facility but also to the joy and 
satisfaction that can be derived by caring 
for geriatric patients,” he said. To further 
enhance the geriatric experience, he has 
introduced the concept of  a geriatric 
emergency room and geriatric care unit 
in a local teaching hospital.

 Passion, said Dr. LeVine, is an essen-
tial quality of  a great medical director. 
“It cannot be just a job, just a paycheck. 
There needs to be pride in what you 
are doing. You need to be able to come 
home and feel like you made a differ-
ence.” CfA

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

Medical Director
from page 1

Dr. LeVine Lauds AMDA 
I was hired as the medical director of  Menorah Manor just a year out of  
my family medicine residency program. When the chief  executive officer 
offered me the position, I was uncertain as to whether to accept as I had no 
training or experience as a nursing facility medical director. However, the CEO 
of  the facility had faith that I would be able to grow into the job. 

AMDA provided me with the necessary tools — through the Certified 
Medical Director program and Clinical Practice Guidelines — to become a 
competent medical director and geriatric practitioner. I started attending 
AMDA national conferences to learn as much as I could about my role as 
medical director, as well as to stay on top of  the latest trends in geriatrics and 
long-term care medicine. At home, I found that the annual Florida Medical 
Directors Association helped me to stay up-to-date with changes in long-term 
care and administrative and medical changes in Florida. These meetings and 
affiliations through FMDA provided excellent opportunities for me to learn and 
grow as a medical director and geriatrician. I felt a strong bond with the col-
leagues I met regarding the importance of  our role and our dedication to our 
geriatric patients. I’ve always felt that AMDA and FMDA work hard at address-
ing the things that are important to me, and they are making a real difference 
in policies by maintaining strong connections with state and federal agencies. 
I’ve felt a real sense of  belonging among these physicians, nurse practitioners, 
nurses, pharmacists, and caregivers. I continue to feel that way as I regularly 
attend the annual FMDA meetings. I’ve had experience on the FMDA board 
and hope to share my knowledge and devote more time to FMDA and AMDA 
in the future.

—David LeVine, MD, CMD

Kudos From the CEO
Dr. LeVine sets high 
standards at his facil-
ity, and his adminis-
trative team has the 
utmost confidence in 
his ability to main-
tain those standards 
organization-wide. 

“His medical leader-
ship is impeccable. His 
advice and leadership 
on clinical and adminis-
trative matters alike are 
top notch. He believes 
in striving for excel-
lence. He knows that 
we are in a competitive environment, and he won’t let us rest on our laurels,” 
said Robert Goldstein, chief  executive officer of  Menorah Manor. “He is happy 
to get involved in everything we ask of  him. He’s not shy about speaking up; 
he is a contributor.”

The long-time medical director is a natural-born educator who loves to 
teach, share knowledge, and present programs to a variety of  audiences, 
Mr. Goldstein said. He often peppers his programs with humor and entertain-
ing learning tools such as video clips and cartoons. His fun and lively teaching 
style, as well as his extensive knowledge, often bring practitioners, staff, 
and others to Dr. LeVine’s door for answers and advice. 

“Dr. LeVine is always available to patiently educate and answer questions in 
depth for staff, residents, and families alike,” Mr. Goldstein said. “He provides 
individual coaching and training with staff  members to improve the quality of  
care delivered to our residents and to address performance issues. He is one of  
the most compassionate physicians I have ever met.”

Not surprisingly, Mr. Goldstein noted, Dr. LeVine’s patients love him. 
“He displays a universal compassion and concern — I hear this from everyone. 
He is passionate about his work and his patients, and it shows. Dr. LeVine has a 
great sense of  humor, and he isn’t shy about hamming it up and having a good 
time with our residents.” He often includes his wife and kids in the fun. 
“His whole family is creative and talented, and they’ll get involved in skits 
to entertain patients and staff.” 

Dr. LeVine holds an annual employee appreciation day where he takes his 
staff  to lunch, buys them flowers, and offers original poems and songs dedi-
cated to them. Mr. Goldstein said staff  thoroughly enjoy these celebrations 
and are moved by Dr. LeVine’s thoughtfulness. 

Menorah Manor plans to celebrate their 2016 AMDA Medical Director of  
the Year. “We hope to bring a group of  employees to the AMDA conference to 
see him get this award. And we absolutely will celebrate in the facility later. We 
think this is a big deal, and we want to let him know how proud we are of  him 
and his leadership here.”

—Joanne Kaldy

‘I’ve developed a 
carefully worded 
comfort measures only 
order checklist after a 
year of conversations 
with a renowned 
palliative care specialist. 
This is designed to 
conform to the Jewish 
values and traditions that 
guide our facility.’
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Caring Transitions

  Decision Guide Helps Families Navigate Path 
From Home to Hospitalization

By James Lett II, MD, CMD

 It has occurred to every PA/LTC cli-
nician on call, whether it’s a nurse 
practitioner, physician assistant, or 

physician. The skilled nursing facility 
calls with an acute change in status for 
a resident under your care. Fortunate-
ly, the nurse is well versed in AMDA’s 
Know-It-All series “When You’re Called 
Diagnosing System” and presents good, 
actionable information. The diagnosis 
appears clear. On-site intervention is ap-
propriate, and you quickly formulate 
how to best intervene. You provide the 
nurse with a concise set of  orders for 
care that would make even Willian Os-
ler, MD, smile approvingly. 

 Chalk up another success for clini-
cal care in the PA/LTC realm. Then it 
comes: “But, the family wants her to 
go to the hospital.” Few clinicians will 
refuse ED transfer in such instances.

 Three things then occur in rapid 
succession:

1. You fight to stifle a primal scream as 
to why the whole call took place before 
being notified of  the family intent.

2. You grind your teeth down to the 
gums.

3. You give the order: “Send her to 
the hospital.” (Or alternatively and pref-
erably, if  you are a dedicated PA/LTC 
clinician, perhaps you take the time to 
contact the family to discuss the option 
of  treating their loved one in-house.)

 It is unknown how often family wishes 
drive hospital transfers. Anecdotally, in 
discussions among PA/LTC peers, it 
appears to happen regularly, but not fre-
quently. Also experientially, it seems to 
occur in those most frail: patients with 
end-stage chronic disease or advanced 
dementia. Thus, this pattern affects those 
least likely to benefit from aggressive 
intervention and long ED waits among 

the bright lights, unfamiliar clinicians, 
potentially inappropriate medications 
and restrained chaos present there. 

 Family Matters
 Interesting insight into this complex 
decision-making process has come from a 
group at Florida Atlantic University (FAU). 
Ruth Tappen, EdD, RN, FAAN, and her 
team published an article in the Oct. 2014 
issue of  the Journal of  Gerontological Nursing 
entitled “Remaining in the Nursing Home 
Versus Transfer to Acute Care: Resident, 
Family, and Staff  Preferences” ( J Gerontol 
Nurs 2014;40[10]:48–57). They reported 
that resident and family insistence to 
transfer a resident for an acute change in 
condition is a major factor in the poten-
tially avoidable transfers from nursing 
homes to acute care. 

 Their interviews revealed that most 
residents and families simply had not 
considered the prospect of  being trans-
ferred from the nursing home to the 
acute hospital, and were unprepared for 
such a critical and immediate decision. 

 Additionally, the terminology involved 
in acute changes in clinical status, the 
transition process, and advance direc-
tives (e.g., “hospitalist,” “DNR,” “liv-
ing will”) generally was not familiar to 
them. Residents more often thought they 
should be fully involved in the transfer 
decision than did their family members 
or staff. Facility staff  preferred keeping 
residents in the nursing home for care, 
if  possible. It was also determined that 
the clinician should expect ethnic differ-
ences in perceptions of  this process. The 
authors further cautioned that the skilled 
nursing facility practitioner should expect 
the resident, family, and providers to have 
different perspectives regarding a return 
to the hospital.

 Based upon their interviews of  resi-
dents, family members and care provid-
ers, the group developed a decision guide 
for residents and families. Entitled “Go 
To the Hospital or Stay Here? A Decision 
Guide for Patients and Families,” it is 
available in English and Spanish at the 

FAU website (http://nursing.fau.edu/
index.php?main=6&nav=979) at no 
cost. The guide discusses changes in con-
dition, why a conversation about return-
ing to the hospital should be had early 
in the SNF stay, reasons to prefer being 
treated in the facility vs. the hospital, 
risks of  going to the hospital, and being 
involved in the decision as the resident, 
among other topics. 

 Further helpful sections provide 
information for families with cogni-
tively impaired residents — along with 
frequently asked questions — followed 
by a decision tree about going to the 
hospital. Comments from the interviews 
with residents, families, and care provid-
ers are included. Like other tools, it is 
not designed to substitute for in-depth, 
interactive discussions among clinicians 
and residents and/or families, but it is a 
supplement to those interactions.

 This study and the resulting decision 
guide offer several opportunities for 
improving care and reducing hospital 
admissions and readmissions.

 Mixed Messages
 The prospect of  having an acute prob-
lem possibly necessitating a transfer to 
the hospital is uppermost in the minds 
of  clinicians, and we incorrectly assume 
it is also foremost in the minds of  the 
resident and family. It is not. Early con-
versations regarding the consideration of  
hospital transitions — incorporating the 
benefits and risks of  treatment onsite in 
the facility vs. transfer to the hospital — 
are essential. If  the first interaction on 

this subject occurs at 2 a.m. when the 
resident has an acute change in status, 
the clinician can be sure an acute trans-
fer will follow.

 Demystify the language involved in 
advance directive and hospital transfer 
discussions. Use clear, consistent lan-
guage to determine the wishes of  the 
resident regarding end-of-life, including 
whether transfer to the acute facility 
is desired. It is important to document 
those wishes, inform the family of  the 
patient decisions on the subject of  trans-
fers (with resident permission), and then 
respect them.

 In the study, residents reported they 
should be more fully involved in their 
transfer decisions. Given the rapid-pace 
events in acute changes in condition, res-
ident engagement remains paramount. 

 Keep the resident informed in all clin-
ical progress updates. Rarely is transfer 
to the hospital a binary, yes/no, deci-
sion. The study indicated that residents 
are prone to make transfer decisions 
based upon the severity of  their condi-
tion and their prognosis. Without ade-
quate data, no informed decision can 
be expected.

 Bearing in mind that facility staff  pre-
fers to keep residents on site for care 
when appropriate, rather than transi-
tioning them to the hospital, tap into 
that positive inclination. Work to expand 
the treatments available in the facility 
and upgrade skills.

 The FAU decision guide offers assis-
tance to reduce unnecessary hospital 
admissions and readmissions for the 
PA/LTC clinician. It can be used upon 
nursing home admission to introduce 
the subject of  returns to the hospital 
and advance directives. Or, leave it after 
the first conversation with the resident 
and family for their further information. 
Typically, they are so stunned by the 
entire process of  illness, hospitalization, 
and now nursing home readiness, that 
the subject of  returning to the hospital 
is the furthest thing from their minds. 
This offers the PA/LTC clinician one 
more tool to meet patient and family 
needs, advocate for patient wishes, and 
address unnecessary hospitalizations and 
re-hospitalizations. CfA

 A past AMDA president, Dr. Lett 
chaired the AMDA workgroup that 
created the clinical practice guideline 
“Care Transitions in the Long-Term Care 
Continuum” and currently is chair of  the 
AMDA Transitions of  Care Committee. 
Read this and other columns at www.
caringfortheages.com under “Columns.”

  Conference Fellow 
Opportunity Announced

 The Caring for the Frail Elderly 
Conference will take place Aug. 
19–20, 2016 in Columbia, MO. The 

conference attracts nearly 300 profes-
sionals from around the state, including 
primary care physicians, nurse practi-
tioners, nurses, nursing home admin-
istrators, physical and occupational 
therapists, state surveyors, social work-
ers, and others.

 This year, graduate and professional 
students may apply for a position as 

a Conference Fellow. Selected Fellows 
will have their registration fee waived, 
opportunities to present, and the chance 
to dine with the keynote speaker and 
other geriatric professionals.

 This position is open to graduate and 
professional students who demonstrate 
interest in the care of  the aging popula-
tion and advancing knowledge to improve 
the well-being of  older adults. For more 
information, visit the website at http://
medicine.missouri.edu/cfe/. CfA

 The prospect of having 
an acute problem 
possibly necessitating a 
transfer to the hospital 
is uppermost in the 
minds of clinicians, and 
we incorrectly assume 
it is also foremost in the 
minds of the resident 
and family. It is not.

https://www.researchgate.net/publication/266572133_Remaining_in_the_Nursing_Home_Versus_Transfer_to_Acute_Care_Resident_Family_and_Staff_Preferences
https://www.researchgate.net/publication/266572133_Remaining_in_the_Nursing_Home_Versus_Transfer_to_Acute_Care_Resident_Family_and_Staff_Preferences
https://www.researchgate.net/publication/266572133_Remaining_in_the_Nursing_Home_Versus_Transfer_to_Acute_Care_Resident_Family_and_Staff_Preferences
http://nursing.fau.edu/index.php?main=6&nav=979
http://nursing.fau.edu/index.php?main=6&nav=979
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Telemedicine
from page 1

determine practitioners’ perceptions 
of  telemedicine to address potentially 
avoidable hospitalizations. A paper based 
on that questionnaire has been accepted 
for publication in JAMDA — The Journal 

of  Post-Acute 
and Long-Term 
Care Medicine.
According to 
Dr. Handler and 
his co-authors, 
“Providers indi-
cated strong 
agreement with 
the potential for 
telemedicine to 
improve timeli-
ness of  care and 

fill existing service gaps, while disagree-
ing most with the ideas that telemedi-
cine would reduce care effectiveness and 
jeopardize resident privacy. 

 “Responses indicated clear preferences 
for the technical requirements of  such 
a program, such as high-quality audio 
and video and inclusion of  an electronic 
stethoscope, but without strong opin-
ions about who should be performing 
the consults,” they concluded.

 More research in this area is needed, 
Dr. Handler admitted. While his last 
study had interesting results, he said, 
“The convention hall last year was 
large and the meeting was spread out, 
so we only had a 45.9% response rate. 
However, as a rule, AMDA conference 
participants have been enthusiastic 
about completing surveys.”

Buzz Is Growing
 Dr. Handler believes strongly in the 
potential value of  telemedicine in post-
acute and long-term care. “People are 
starting to consider telemedicine in this 
setting, although just a fraction of  nursing 
homes are using it currently.” However, 
there is starting to be a “buzz” about 
telemedicine, he said, and the concept is 
receiving greater attention. 

 He referred to an editorial by JAMDA
editor in chief  John Morley, MD, BCh, 
on the topic in the January issue. In it, 
Dr. Morley said, “Given the shortage 
of  geriatricians, telemedicine would be 
an excellent modality to reduce poly-
pharmacy, explore treatable causes of  
weight loss, and approaches to reversing 
frailty and sarcopenia. Perhaps the area 
in which telemedicine will have the most 
impact on nursing home care will be in 
reducing the rate of  potentially avoid-
able hospitalizations.” He then cited a 
study in which a telemedicine program 
reduced ED visits by 34%. Recent data 
from Dr. Handler’s Center for Medicare 
& Medicaid Innovation (CMMI) proj-
ect, which is the only one that includes 
telemedicine, indicated a decrease in 
potentially avoidable hospitalizations of  
24.3%, and in potentially avoidable ED 
visits of  40.8%. 

 Increasingly, said Dr. Handler, patients 
are demanding telemedicine — or, at least, 
they see it as a viable service. According to 
one survey, among patients who have not 
used telemedicine services, 75% expressed 

interest in employing this option as an 
alternative to an inperson visit. Only 16% 
said they would prefer to seek care for a 
minor ailment at a hospital if  telemedicine 
was available. Interestingly, while provid-
ers and practitioners often cite patient 
privacy as a potential barrier, only 2% 
of  telemedicine users surveyed said secu-
rity is their main concern. Nonetheless, 
telemedicine likely has a way to go in 
terms of  winning over patients. The same 
survey showed that only 21% of  patients 
who have experienced a telemedicine visit 
rate the quality as high as or better than 
an in-person visit. 

Hope for Accessibilty
 “My dream is to make telemedicine 
accessible to as many nursing home res-
idents as possible and to help nursing 
homes and the physicians and the nurse 
practitioners that provide care in them to 
understand the basics of  what the needs 
are, what telemedicine services should 
include, and what they should and can 
accomplish,” Dr. Handler said. “I believe 
that telemedicine can contribute to safety 
monitoring and managing adverse drug 
events. I would like to see nursing homes 
use appropriate technology and other 
tools to become high-reliability organiza-
tions where we put safety mechanisms in 
place, and report and fix problems early 
on and at a level to ensure they don’t 
occur again.”

 In the meantime, Dr. Handler has 
found a happy niche in LTC research. 

 “It’s like a playground for me,” he said. 
“There aren’t a lot of  people studying this 
environment, and we are able to do small 
landmark studies. That is exciting.”

Dr. Handler discussed the use of  tele-
medicine to thwart potentially avoid-
able hospitalizations in nursing home 
residents at the AMDA annual confer-
ence on Friday, March 18. Handouts 
for his presentation, included in session 
219, entitled “Evidence-Based, Expert-
Consensus Derived Clinician Order 
Sets for Improving the Management of  
Common Changes in Condition That 
Cause Hospitalizations Among Skilled 
Nursing Facility Patients” are available 
on AMDA’s website at www.prolibraries.
com/amda/?select=sessionlist&conferen
ceID=23. CfA

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

Steven Handler

 ‘My dream is to make 
telemedicine accessible 
to as many nursing 
home residents as 
possible ... I believe 
that telemedicine 
can contribute to 
safety monitoring and 
managing adverse 
drug events.’
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 Long-term use of  proton pump in-
hibitors was signifi cantly associated 
with later diagnoses of  dementia 

in adults 75 and older in a prospective 
cohort study of  more than 73,000 in-
dividuals. The fi ndings were published 
online in JAMA Neurology.

 Overall, the risk of  incident demen-
tia was 44% higher among the 2,950 
patients who received regular proton 
pump inhibitors, compared with 70,729 
who didn’t receive PPIs, according to 
Willy Gomm, PhD, of  the German 
Center for Neurodegenerative Diseases 
in Bonn, and his colleagues.

 To assess the potential link between 
PPIs and dementia, the research-
ers reviewed 2004–2011 data from a 
German insurance database. The study 
population included 73,679 community-
dwelling adults 75 and older who were 
free of  dementia at the start of  the study 
[JAMA Neurol 2016 Feb 15. doi: 10.1001/
jamaneurol.2015.4791]. The patients 
taking PPIs were slightly but signifi-
cantly older than those not taking PPIs 
and had a higher proportion of  women 
(P < .001 for both). PPI users were also 

significantly more likely than nonusers 
to have a history of  depression, stroke, 
coronary disease, and use of  polyphar-
macy (P < .001 for each).

 The risk of  incident dementia 
decreased with age, from 69% for 
patients 75–79 years to 49% among those 
80–84 years and 32% among those 85 
and older.

 In addition, the risk of  dementia 
was not significantly different based 
on specific drug in a subgroup analy-
sis of  the three most often prescribed 
PPIs — omeprazole, pantoprazole, and 
esomeprazole — for which the haz-
ard ratios were 1.51, 1.58, and 2.12, 
respectively.

 “If  PPIs have adverse effects, it is 
important to be aware of  them,” 
Daniel E. Freedberg, MD, of  Columbia 
University, NY, said in an interview. 
“When PPIs are indicated, the pre-
ponderance of  data indicate that their 
benefits outweigh their potential risks,” 
he added. “Clinicians should reassure 
patients that this was a single study and 
that previous studies have reached differ-
ent conclusions. Clinicians should focus 
on whether or not PPIs are indicated 
rather than on PPI side effects.”

 Dr. Freedberg also noted several key 
limitations of  the study.

 “First, the authors were unable to 
adjust for crucial variables that might 
explain a noncausal link between PPIs 
and dementia. For example, lower 
socioeconomic status is an established 
predictor of  dementia and may also be 
associated with PPI use. However, the 
authors could not capture socioeco-
nomic status.

 “Second, patients who use PPIs have 
more frequent and more intensive health 
care interactions than patients who do 
not use PPIs. These patients are thus 
also more likely to be diagnosed with 
dementia. This is another source for bias 
that the authors were not able to cap-
ture. Third, clinicians should be aware 
that this study was designed to compare 
extremes of  PPI use,” Dr. Freedberg 
emphasized.

 In addition, “In the primary analysis, 
patients were classified as exposed to 
PPIs only if  they received at least one 
PPI prescription every 3 months for an 
18-month period. Patients who used 
occasional PPIs were excluded from the 
study,” said Dr. Freedberg.

 “The present study can only pro-
vide a statistical association between 
PPI use and risk of  dementia,” the 
researchers noted. “The possible 
underlying causal biological mecha-
nism has to be explored in future stud-
ies,” they wrote.

 The researchers had no financial con-
flicts to disclose. CfA

 Heidi Splete is a senior editor with 
Frontline Medical News.

  Long-Term Proton Pump Inhibitor Use Associated 
With Increased Risk of Dementia

 BY HEIDI  SPLETE

  Comorbid Depression Worsens Asthma Outcomes 
in Older Adults

 LOS ANGELES — Adults older than 55 
with asthma and depression have nearly 
twice as many ED visits for asthma as 
do asthma patients without depres-
sion, based on findings in 402 asthma 
patients, Pooja O. Patel, MD, reported 
at the annual meeting of  the American 
Academy of  Allergy, Asthma, and 
Immunology. 

 Comorbid depression also is associ-
ated with more asthma-related sleep 
disturbances and worse health-related 
quality of  life, even though spirometry 

findings are similar in asthma patients 
with and without depression, added Dr. 
Patel, of  the University of  Michigan, 
Ann Arbor.

 She analyzed data on 7,256 adults 
older than 55 who participated in 
the National Health and Nutrition 
Examination Survey during 2007–2012. 
The prevalence of  physician-diagnosed 
asthma in this nationally representa-
tive group of  older adults was 5.5%. 
And 196 of  those 402 asthma patients, 
or fully 49%, had comorbid depres-
sion as defined by their scores on 
the Patient Health Questionnaire-9 

(PHQ-9), a validated brief  and reliable 
self-administered measure of  depression 
severity.

 One or more ED visits for asthma 
within the last 12 months occurred in 
18.8% of  the group with asthma alone, 
compared with 28.1% in those with 
comorbid depression. In a multivari-
ate regression analysis adjusted for the 
demographic differences, this translated 
to a twofold increased likelihood of  ED 
visits specifically for asthma in the group 
with asthma and depression.

 These data make a compelling case 
for routine screening for depression 
in older adults with asthma, and the 
PHQ-9 is a good, simple tool for this 
purpose. Future studies will need to 
be done in order to learn whether early 

identification and treatment of  comor-
bid depression in older asthmatic adults 
will result in improved asthma out-
comes, but that is a reasonable hope, 
Dr. Patel added.

 Why is asthma control worse in 
older adults with depression? In an 
interview, Dr. Patel said she thinks 
demographic differences may play a 
role. The older asthma patients with 
depression had less education and 
lower socioeconomic status than those 
without depression. Also, depression 
could adversely affect adherence to 
asthma controller medications, as 
depression is linked to worse medica-
tion adherence.

 Dr. Patel reported having no financial 
conflicts regarding her study.  CfA

 Bruce Jancin is with the Denver 
bureau of  Frontline Medical News.

 BY BRUCE JANCIN

‘When PPIs are 
indicated, the 
preponderance of data 
indicate that their 
benefits outweigh 
their potential risks. … 
Clinicians should focus 
on whether or not PPIs 
are indicated rather than 
on PPI side effects.’
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Depression is linked to worse 
medication adherence.

Depression worsens asthma outcomes in older adults

Asthma 
alone 

(n = 206)

Asthma + 
depression 
(n = 196)

Adjusted 
hazard ratio, 

asthma + 
depression group

One or more ED visits for 

asthma in previous 

12 months

18.8% 28.1% 2.0

Sleep disturbances one 

or more nights per week

30.7% 49.3% 2.2

Days per month when 

patients report physical 

health not good

6.5 13.8 5.2

Inactive days per month 

because of health status

3.1 10.2 2.5

Notes: Based on data for adults over age 55 years who participated in the National Health and Nutrition 
Examination Survey during 2007–2012.
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Adults older than 
55 with asthma 
and depression have 
nearly twice as 
many ED visits for 
asthma as do asthma 
patients without 
depression, based 
on findings in 
402 asthma patients. 

http://archneur.jamanetwork.com/article.aspx?doi=10.1001/jamaneurol.2015.4791
http://archneur.jamanetwork.com/article.aspx?doi=10.1001/jamaneurol.2015.4791
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 Bexarotene, a drug approved by the 
Food and Drug Administration 
to treat skin cancer, stopped the 

primary nucleation step in the self-assembly 
of  amyloid-beta-42 oligomers and delayed 
the formation of  pathogenic aggregates 
that are associated with Alzheimer’s 
disease neurodegeneration, according to 
study results in Science Advances. 

 The researchers, from the University 
of  Cambridge (England), Lund 
(Sweden) University, and the University 
of  Groningen (the Netherlands), also 
found that bexarotene (Targretin, Valent 
Dermatology) blocked the build-up of  
toxic amyloid-beta-42 (A�42) aggregates 

as well as motility dysfunction in a 
nematode worm model (Caenorhabditis 
elegans) of  A�42-mediated toxicity (Sci 
Adv 2016;2[2]:1501244).

 The researchers screened a large set of  
drugs known to interact with amyloid-
beta for molecules that could block the 
primary nucleation of  A�42 aggregates 
by analyzing the effects that the drugs 
had on A�42’s formation into aggre-
gates. This allowed them to determine 
potential drug candidates’ mechanism 
for preventing the build-up of  toxic 
A�42 aggregates.

 Earlier animal studies of  bexarotene 
had suggested that the drug could actu-
ally reverse Alzheimer’s symptoms 
by clearing A�42 aggregates in the 

brain. But those earlier results, which 
were later called into question, were 
based on a completely different mode 
of  action — the clearance of  aggre-
gates — than the one reported in the 
current study. Bexarotene was tested 
earlier in an unsuccessful 1-month, ran-
domized, placebo-controlled phase II 
trial in patients with mild to moderate 
Alzheimer’s, but this new research sug-
gests that the drug may need to be given 
very early in the disease.

 “We anticipate that the strategy that 
we have described in this paper will 
enable the identification of  further 
compounds capable of  inhibiting A�42 
aggregation and the definition of  the 
specific microscopic steps affected by 
each compound (that is, primary or 
secondary nucleation or elongation),” 
Johnny Habchi, PhD, and associates 
wrote. “The results described in the 
present work indicate that bexaro-
tene and other inhibitors of  primary 
nucleation have the potential to be 
efficient means of  delaying aggrega-
tion by reducing the probability that 
primary nuclei are formed and prolif-
erate, such that our natural protection 
mechanisms could remain effective to 
more advanced ages. Indeed, we draw 

an analogy between the strategy pre-
sented here and that of  using statins, 
which reduce the level of  cholesterol 
and thus the risk of  heart conditions, 
and suggest that such molecules could 
effectively act as ‘neurostatins.’ ”

 The research was supported by the 
Centre for Misfolding Diseases at the 
University of  Cambridge. The authors 
declared no conflicts of  interest. CfA

 Jeff Evans is a senior editor with 
Frontline Medical News.

  Anticancer Drug Bexarotene Inhibits Build-Up 
of Toxic Alzheimer’s Protein

 BY JEFF EVANS

  Post-TAVR Mortality Lower 
in Women

 Women undergoing transcath-
eter aortic valve replacement 
(TAVR) for severe aortic steno-

sis have lower 1-year mortality than men, 
even though their 30-day rates of  vascu-
lar complications and major bleeding are 
worse, according to a report published in 
Annals of  Internal Medicine. 

 “These findings for TAVR directly con-
trast with the abundant literature on aor-
tic valve surgery, in which female sex has 
been shown to be an established risk fac-
tor for adverse prognosis,” said Susheel 
Kodali, MD, of  Columbia University, NY 
and New York–Presbyterian Hospital, 
and his associates.

 Previous studies assessing sex-specific 
differences in outcomes after TAVR, 
which have been small in size and lim-
ited to the experience at only one or two 
medical centers, have yielded conflict-
ing results. Dr. Kodali and his associates 
examined sex-specific outcomes in what 
they described as the largest such study to 
date — a secondary analysis of  data from 
a large clinical trial, and from a patient 
registry, involving 2,559 patients treated 
at 25 sites in the United States, Canada, 
and Germany. Their analysis involved 
nearly equal numbers of  women (1,220) 
and men (1,339).

 One-year unadjusted all-cause mortal-
ity was significantly lower for women 
(19.0%) than men (25.9). In a further 
analysis that adjusted for numerous 
potential confounding factors, female 
sex remained independently associated 
with lower 1-year mortality. Women also 
had a lower rate of  rehospitalization at 
1 year (15.8% vs. 18.9%). In contrast, 
stroke incidence did not differ signifi-
cantly between women and men (5.2% 
vs. 4.5%).

 Mortality was lower for women regard-
less of  access route: 17.4% (vs. 24.0% 
in men) for the transfemoral approach 
and 20.8% (vs. 28.8% in men) for the 

transapical approach, the investigators 
said (Ann Intern Med 2016;164:377–84).

 This mortality benefit occurred 
despite the fact that women had higher 
rates of  vascular complications (17.3% 
vs. 10.0%) and of  major bleeding 
(10.5% vs. 7.7%) at 30 days.

 Although this study was not designed 
to elucidate why women have lower 

mortality than men following TAVR, 
there are several plausible reasons. 

First, men in this study had a greater 
burden of  comorbid conditions than 
women.

 Second, women had smaller annulus 
sizes and greater ejection fractions than 
men at baseline, and they also had less 
aortic regurgitation after undergoing the 
procedure. “These echocardiographic 
differences may [represent] better pre-
operative preservation of  contractility 
and superior hemodynamics in women 
after the procedure,” Dr. Kodali and his 
associates said.

 Third, previous studies have reported 
that after undergoing surgical aortic 
valve replacement, women with aortic 
stenosis have less cardiac fibrosis and 
more rapid left-ventricular remodeling 
than men do. “These salutary benefits 
may extend to women having TAVR” as 
well, the investigators added.  CfA

 Mary Ann Moon is a Frontline 
Medical News freelance writer based 
in Clarksburg, MD.

 BY MARY ANN MOON

In an analysis that 
adjusted for potential 
confounding factors, 
female sex remained 
independently associated 
with lower 1-year 
mortality. 
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We’re excited to announce the dates of the  
2016 Core and Advanced Curriculum courses:
Core Curriculum on 
Medical Direction in 
Long-Term Care:  
Part I Online
April 4 – May 31, 2016

Core Curriculum on 
Medical Direction in 
Long-Term Care:  
Part II
July 28 – 31, 2016 
Indianapolis, IN

Core Curriculum on 
Medical Direction in 
Long-Term Care:  
Part I Online
August 1 – September 26, 2016

Advanced Curriculum 
on Medical Direction in 
Long-Term Care
September 30 – October 2, 2016 
Arlington, VA

Core Curriculum on 
Medical Direction in 
Long-Term Care:  
Part II
November 10 – 13, 2016 
La Jolla, CA

AMDA – THE SOCIETY FOR POST-ACUTE AND LONG-TERM CARE MEDICINE

2016 EDUCATIONAL PROGRAMS

For more information or to register for the Core Curriculum, visit  
www.paltc.org/core-curriculum-medical-direction-long-term-care.

For more information on the Advanced Curriculum, visit  
www.paltc.org/advanced-curriculum-medical-direction-long-term-care.

http://advances.sciencemag.org/content/2/2/e1501244
http://advances.sciencemag.org/content/2/2/e1501244
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 Tracey Delaplain, MD, an obste-
trician-gynecologist blogging at 
“What’s for dinner, Doc?” (http://

whatsfordinnerdoc.com/), documented 
her experience with a hospitalist who 
ignored her dying sister’s pain and later 
excused his callousness by saying, “I’m 
just the night doc.” Dr. Delaplain plain-
tively writes:

“ I can’t remember a time when my 
obligation to care for patients stopped 
at dusk. Has medicine gone so far 
away from patient care that this shift 
work mentality is the norm?”

 Most of  us who have been around for 
a while — “dinosaur” is the terminology 
now used, although I may be behind 
the times by using even this descrip-
tor — recognize that acute hospital care 
for the elderly in particular has gone 
seriously off  the rails. It is no secret as 
to why this has happened. 

 But it is not the purpose of  this col-
umn to highlight the trends driving post-
modern medicine in a direction away 
from patient-centered care — even as 
non-clinical professionals madly promul-
gate complicated schemes to resurrect it. 
It’s just that Dr. Delaplain’s sad narrative 
dredged up an old memory which, I 
believe, bears relating. I’ll tell the story 
as if  it had just happened.

 Something Wrong With the TV
 Twelve hours ago — that was 1 a.m. — I 
had been in Eunice’s room asking for 
stat oxygen, lasix, digoxin, potassium, 
breathing treatments and Foley cath-
eters. Now it is my rushed lunch hour 
and I am back to check on Eunice, to 
make sure her congestive heart failure 

has responded to my frantic, exhausted 
ministrations half  a day before.

 I come into her room, pleased to see 
that she is sitting up in bed, glasses on, 
and digging into her lunch tray. The only 
sign of  our early morning struggles is 
the nasal oxygen cannula fitted neatly 
under her nose. I am ready to pat myself  
on the back for a job well done when 
Eunice says to me, first thing: “Doctor, 
there’s something wrong with my TV 
and no one around here seems to care a 
thing about it!”

 There was a time in my younger days 
when I might have said something sarcas-
tic in response to a statement like this. I 
had, after all, just saved this woman’s life, 
gave up a night’s sleep I could ill afford, 
left an office full of  patients to run over 
to the hospital just to make sure this one 
was responding to treatment — and she 
greets me with a problem she is having 
with her television, that black box that 
hangs from the ceiling like a roosting 
vulture; this carrion-eater that blares day 
and night advertising the services of  mal-
practice lawyers to my patients in their 
hospital rooms as they wait for me to 
make my rounds.

 But I don’t say anything to Eunice. 
I look over my shoulder at the TV, its 
picture tube filled with random hori-
zontal lines. I pick up the all-purpose 
remote — it raises and lowers the bed, 
turns reading lights off  and on, calls the 
nurse and changes channels (an infernal 
thing: no wonder they are always on the 
fritz!) — and I start fiddling with it. I run 
through all the stations — nothing but 
snow — until the TV clicks off. I put the 
remote down on the bed.

 I look at Eunice. Her respirations are 
normal now; her lips are pink. I hold her 
hand in mine. Her pulse is steady and 
regular. Her neck veins are no longer 
distended. Her urine bag is bulging with 
the excess fluid that 12 hours ago was 
drowning her.

 “I’ve called the nurse three times 
already and no one has come to fix my 
TV,” she says to me. “I don’t want to 
miss ‘Jeopardy’ this afternoon.”

 “I’ll see what I can do, Eunice. Try to 
get some rest. You had a rough night,” I 
say, and head out into the hallway.

 I find Eunice’s chart and I sit down 
rather heavily at the counter inside the 
nurses’ station. Nowadays the desktops 
bulge with computer monitors, fax 
machines, and printers. There is barely 
anywhere to fully open a chart and write 
a progress note. A nurse in surgical greens 
comes up to me. She has a ponytail. She is 
younger than my daughter by a decade. 
She is not smiling and looks harried.

 “I’m Eunice’s nurse today,” she says 
to me.

 “How’s she doing?” I ask. 
 “Well, I haven’t been in there for a few 

hours … I’m so behind in my computer 
charting,” she says. “I guess she’s doing 
okay, though … I mean, she hasn’t called 
me in there for any reason… .”

 “What about her TV?” I ask.
 The young woman begins to blush. 

“Oh, yeah … well, she did say something 
to me about it and I just haven’t had the 
time to call maintenance… .”

 “What’s the number?” I ask.
 “Oh, no, I’ll do it,” she says.
 “It’s okay,” I say. “I’ve done this before; 

I don’t mind. I’m just too old to remem-
ber all these phone numbers. You go 
on about your work. Check on Eunice, 
please, before your shift ends.” 

 She looks at me funny but gives me 
the number. I call maintenance. I tell 
someone that I am the physician calling 
for my patient in room 677. I tell him 
that her TV is on the blink and that she 
is an elderly woman who is lonely and 
afraid, and has nothing to look forward 
to as she lies recuperating from a severe 
bout of  heart failure. Would they please 

send someone up right away to fix her 
television? Please, I reiterate. I am assured 
that someone will be up within the hour.

 It is not rocket science to treat conges-
tive heart failure in someone like Eunice. 
I’ve done it thousands of  times now. 
Nothing high-tech is involved; I don’t 
even have to call in a specialist.

 Going the Extra Mile
 Getting a TV fixed in today’s modern 
megahospital — now, that can be a chal-
lenge. One that requires the attention of  
a vanishing breed of  caregiver, deeply 
steeped in the art of  patient advocacy. 
One who feels responsible for the whole 
human being and not just one broken 
part. One who checks his technologi-
cally bloated ego at the door. One who 
realizes that it is the patient who is at the 
center of  his or her universe — a patient 
who is frightened or lonely or bored or 
perhaps just a bit demented. 

 An attending physician in the old but 
true sense of  the word; one who knows 
the ropes and is still willing to climb, 
hand over hand, no matter how dimin-
ished his or her powers might be in this 
age where anyone in a white coat or 
scrub suit and carrying a stethoscope 
or a bedpan is designated a “health care 
provider.” And are thus created equal in 
third-party databases. 

 And so I contacted maintenance 
myself, and said “please” twice in my 
short conversation with them. Before I 
leave the hospital floor, I make a mental 
note to call the nurses’ station later this 
afternoon and make sure Eunice’s TV 
got fixed. Hopefully, I still have enough 
disc space left in my brain to remember, 
then decide I probably don’t, so I stop 
again and make a note on the never-
ending index card to-do list that is for-
ever in my shirt pocket.

 Compared with Dr. Delaplain’s dying 
sister, my patient Eunice was in only 
minor jeopardy. But the health care 
mindset that ignores simple requests on 
the part of  an elderly, ill, and dependent 
person is one that is well on its way to 
mediocrity — and to committing even 
more egregious omissions.  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. 
Read this and other columns at www.
caringfortheages.com under “Columns.”

  In Jeopardy: Simple Patient Requests in Post-Modern Medicine

By Jerald Winakur, MD, MACP, CMDMeditations on Geriatric Medicine

 The ABIM Foundation, in partner-
ship with AMDA, is launching 
the Choosing Wisely Champions 

program. This new program seeks 
to highlight individual clinicians, or 
teams of  clinicians who are going 
above and beyond to make significant 
contributions to advance the ideals of  
Choosing Wisely.

AMDA is seeking nominations and 
submissions from AMDA members 
for one or more of  the following 
categories:

 ▶   Applied and promoted Choosing Wisely 
recommendations in your practice or 
facilities.

 ▶  Helped to educate colleagues, your 
interprofessional care team, and/or 
patients and families about Choosing 
Wisely recommendations. 

 ▶  Conducted measurement of  the 
impact of  the recommendations on 
patient care. 

 ▶  Validated research on the importance 
of  the recommendation.

 ▶  Demonstrated leadership of  a local-
ized Choosing Wisely effort. 

 Visit www.paltc.org/choosing-wisely 
for more information or to submit an 
entry. The deadline is September 15, 
2016. Winners will be recognized at the 
2017 AMDA annual conference.   CfA

 AMDA, ABIM Foundation Launch 
Choosing Wisely Champions

The health care mindset 
that ignores simple 
requests on the part 
of an elderly, ill, and 
dependent person is one 
that is well on its way 
to mediocrity.
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The Annual Conference Program Planning Committee 
invites you to submit abstract proposals for AMDA – The 
Society for Post-Acute and Long-Term Care Medicine Annual 
Conference 2017, March 16-19, 2017 in Phoenix, Arizona.

AMDA’S ANNUAL CONFERENCE 2017 
THE SOCIETY FOR POST-ACUTE AND LONG-TERM CARE MEDICINE

Submit online at https://amda2017.abstractcentral.com.

Call for Abstracts

T A R G E T  A U D I E N C E
The program is designed for medical directors, attending 
physicians, nurses, administrators, consultant pharmacists and 
other professionals practicing in the post-acute/long-term care 
continuum. Medical students, interns, residents and fellows 
planning a career in geriatrics are also encouraged to attend.

S U G G E S T E D  T O P I C S
AMDA welcomes submissions on all topics pertinent to post-
acute/long-term care medicine and medical direction. Emerging 
clinical information, best practices in management and 
medical direction, research, innovations in non-pharmaceutical 
modification of challenging behaviors, and updates on 
approaches to regulatory compliance, are areas of interest. 
AMDA also seeks proposals that emphasize strategies for 
successful cooperation with consultant pharmacists and 
administrators as well as the entire interdisciplinary team.

H O W  T O  S U B M I T
To submit an oral proposal or abstract for the 2017  
annual conference or for more information, please go to  
https://amda2017.abstractcentral.com. All abstracts  
must be submitted via the abstract submission site.

Q U E S T I O N S ?
Contact AMDA’s Professional Development/Meetings 
Department at education@amda.com.

M A R C H  1 6 - 1 9 ,  2 0 1 7 
Phoenix Convention Center • Phoenix, AZ 

  Prednisolone, Indomethacin 
Similarly Effective for Acute Gout

 Oral prednisolone is as eff ective as 
indomethacin for relieving pain 
in acute gout and should be 

considered a fi rst-line treatment option, 
according to a report published online in 
Annals of  Internal Medicine. 

 Colchicine and nonsteroidal anti-
inflammatory drugs have been consid-
ered the first-line treatment for acute 
gout for many years. “However, their use 
is limited in elderly adults and in patients 
with comorbid conditions (e.g., renal 
insufficiency or gastrointestinal disease) 
because of  their potential adverse effects 
and drug interactions,” said Timothy 
Hudson Rainer, MD, of  the emergency 
medicine academic unit, Cardiff  (Wales) 
University and his associates.

 They performed a double-blind, ran-
domized trial comparing oral indometh-
acin against oral prednisolone in 416 
patients who presented during a 2-year 
period to the EDs of  four Hong Kong hos-
pitals, where acute gout typically is treated 
in the ED. 

Those who were randomized to indo-
methacin initially received 50 mg (two 
25-mg tablets) of  the drug three times a 
day and six tablets of  oral placebo pred-
nisolone once a day for 2 days, followed 
by 25 mg of  indomethacin three times a 
day and six tablets of  placebo prednisolone 
once a day for 3 days. 

Prednisolone-treated patients initially 
received 30 mg (three 10-mg tablets) of  
prednisolone once a day and two tablets 
of  placebo indomethacin three times a 
day for 2 days, followed by 30 mg (three 
10-mg tablets) of  prednisolone once a 
day and one tablet of  placebo indometh-
acin three times a day for 3 days. 

All the patients received 1 g oral 
paracetamol (similar to acetaminophen) 
to be taken every 6 hours as needed. The 
mean patient age was 65 years, and most 
(74%) of  the study participants had a 
history of  recurrent gout. The patients 
were followed for 2 weeks.

 Scores on several measures of  joint 
pain, redness, and tenderness were equiv-
alent between the two treatment groups 
throughout the study period. During a 

2-hour period at the ED, 100-mm visual 
analog scale (VAS) pain scores at rest 
declined by 6.54 mm/hour with indo-
methacin and by 5.05 mm/hour with 
prednisolone. With activity, the declines 
were 11.69 mm/hour and 11.38 mm/
hour, respectively. VAS scores declined 
during days 1–14 of  treatment by similar 
mean amounts both at rest (1.80 mm/
day for indomethacin and 1.68 mm/day 
for prednisolone) and with activity (2.96 
mm/day vs. 3.19 mm/day, respectively). 
All VAS pain score improvements except 
for the one at rest in the ED exceeded 13 
mm, meeting the definition for clinically 
meaningful improvement. The num-
ber of  patients who showed clinically 
meaningful declines in pain scores also 
was equivalent between the two groups 

in both the intention-to-treat and the 
per-protocol analyses, the investigators 
said [Ann Intern Med 2016 Feb 23. doi: 
10.7326/M14-2070].

 Both groups also showed similar 
responses in secondary endpoints of  
improvement in redness and tenderness 
of  the affected joints, need for additional 
paracetamol, and patient satisfaction 
with analgesia.

 There were no serious adverse events, 
but seven patients in the indometha-
cin group and one in the prednisolone 
group discontinued treatment because 
of  adverse signs or symptoms. These 
included abdominal pain, dizziness, and 
lethargy among patients taking indo-
methacin and mild hyperkalemia in the 
patient taking prednisolone. The rate of  
minor adverse events was significantly 
higher with indomethacin (19%) than 
with prednisolone (6%).

 “Our study provides robust evidence 
that oral corticosteroids are as effective 
at treating pain and as acceptable to 
patients as NSAIDs,” Dr. Rainer and his 
associates noted.

 This trial was supported by the Hong 
Kong government’s Health and Health 
Services Research Grant Committee. 
Dr. Rainer and his associates reported no 
relevant financial disclosures. CfA

 Mary Ann Moon is a Frontline 
Medical News freelance writer based 
in Clarksburg, MD.

 BY MARY ANN MOON

Editor’s Note
This study is no surprise. A burst of  
oral prednisone is a very reasonable 
approach to acute gouty flares in our 
elderly patients. If  they are at high 
risk for peptic ulcer disease, prophy-
lactic proton pump inhibitors may 
be added for a week or so to help 
prevent gastrointestinal bleeding. I 
suspect many of  us have been using 
prednisone or other oral steroids as 
a drug of  first choice for acute gout 
in our population for quite awhile, 
instead of  NSAIDs. Good to know 
that corticosteroids work just as well 
as NSAIDs.

—Karl Steinberg, MD, CMD
Editor in Chief

 Scores on several 
measures of joint pain, 
redness, and tenderness 
were equivalent between 
the two treatment 
groups. Both groups also 
showed similar responses 
in secondary endpoints 
of improvement in 
patient satisfaction 
with analgesia. 

http://dx.doi.org/10.7326/M14-2070
http://dx.doi.org/10.7326/M14-2070
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 On a freezing early February 
morning, after an exhaus-
tive search for the place that 

would suit her needs, my husband 
David moved his mother, Eloise, from 
her garden apartment in Westches-
ter, NY, to an assisted living facility on 
the Upper West Side in Manhattan, 30 
blocks south of  the apartment David 
and I had shared for some 20 years. At 95 
and going strong, my mother-in-law was 
fairly clear-eyed about the move, and no 
doubt imagined that living so close to us 
would bring her comfort and pleasure, 
even as it would bring us peace of  mind. 

 I had always wanted a huge, messy 
family with lots of  generations, drama, 
and complicated relationships, where 
hurt feelings could be soothed with 
enough laughs, food, and wine in some-
one’s kitchen. We would live in a big 
compound (like the Kennedys!), and go 
from house to house like an endless 
campus frat party, interchanging chil-
dren and sharing recipes.

 But we are, alas, a tiny, rapidly aging 
family unit here in New York City: Eloise, 
her two sons — my husband, David, 
his older brother, George — and me. 
Eloise’s one grandchild (George’s son) 
inhabits Narnia (also called California’s 
Silicon Valley) and is singularly non-
communicative, despite being eyebrow 
deep in technology. So her boys (62 and 
65 years old) and I are the whole support 
system, with occasional cameo appear-
ances by family friends and distant rela-
tives. We are the embodiment of  the 
new demographic featuring an upside 
down pyramid with a glut of  old, older, 
and oldest at the top.

 We were all adjusting to Eloise’s new 
living arrangements.

 David’s older brother seems unfazed 
by his mother’s move, as he is safely off  
in an outer borough, continuing to visit 
as his schedule allows. It doesn’t allow 
much. A high-powered lawyer with 
decades of  experience, he is constantly 
in motion, in demand by individuals 
whose names appear on the front page 
of  The New York Times and on network 
news. Eloise’s face lights up with even 
the mention of  George’s name. David 
and I, on the other hand, are anything 
but high-powered and get caught in the 
crosshairs of  the Manhattan grid when 
it comes to proximity to Eloise’s place. 

 On days when I do enter through the 
sticky portals of  the assisted living facil-
ity where she resides, I get panic attacks, 
precipitated by bouts of  claustrophobia; 
constantly searching for an exit strategy 
to get me out those doors and back 
home, before I die, and praying I won’t 
have to stay for dinner. 

What’s the Big Idea?
 So on a Thursday, after my husband 
hadn’t seen his mother in 5 days, he 
came up with this idea: “Hey Annie, 
how about we make Mom feel like she 
still can host family gatherings, and have 
Passover seder at her place?” he said. 

 “Her place? Do you mean her room in 
the facility?” I asked, with as little snark 
as I can manage, wanting to add loudly, 
“Have you lost your mind?”

 “Well,” David responded, “She has a 
big room, and she has her regular din-
ing room table in there; and she has a 
kitchen, so why don’t we? Come on, it’ll 
be fun! And she’ll love it!” 

 Looking back, I consistently wonder 
why I didn’t just say what I was think-
ing, or simply laugh at him and change 
the subject, perhaps with a “Yes dear. 
Sure.” Instead, I said, “Hmm. OK, let’s 
go for it.” 

 Clearly we were all trying to make 
each other feel better — David imagined 
his mom would feel better if  somehow 
she could still play the matriarch and 
hostess — roles she took up happily and 
sustained for over half  a century. I imag-
ined David might feel better if  he had 
the power to make his mother happy 
with such a plan. I wanted him to feel 
better, because his level of  stress was off  
the charts since Eloise moved in down 
the road. 

 We set the plan in motion. We called 
George and told him of  our plan. Long 
silence. “Uh ... Okaayyy,” he said. “If  you 
think that will make her happy.” 

 We had about 10 days to make the 
whole meal/event happen for just the 
five of  us, including George’s most recent 
girlfriend. My husband, like his mother, 
is extremely organized about making 
lists and keeping to them. I am allergic 
to lists, as I find it impossible to think 
in a linear fashion. Eloise, on the other 
hand, would sit down and have coffee 
and read the newspaper on days when 
she was expecting people over for dinner. 
My favorite adage from Eloise regarding 
my astonishment at this is, “Annie dear, 
we all have different talents!” 

 When it is time to go over to Eloise’s 
room to set up for the evening meal, 
we are like a fine-tuned MASH unit. 
We each cart four tote bags brimming 
with plates, napkins, paper bowls, a 
tablecloth, glasses, a tub of  gefilte fish, 
two gallons of  frozen matzoh balls and 
soup, string beans that I would braise 
at Eloise’s place, a roasted potato dish, 
fancy wine for George, five boxes of  
matzoh that Eloise likes to eat year 
round, the seder plate, complete with 
roasted shankbone, roasted egg, pars-
ley, chopped up fresh horseradish, and 

charoses (a sweet apples-and-wine-based 
mixture). And of  course, special silver 
wine cups for each of  us. For a main 
course we have chosen various fish 
entrées cooked by our local gourmet, 
Zabar’s, on the Upper West Side. 

Now We’re (Not) Cooking
 We arrived at 4 p.m., with Eloise nicely 
dressed for dinner, already in dining 
mode, snacking on some matzoh. She 
looked blank and not all that happy to 
see us and the eight bags we had in tow. 
While trying to maneuver into her min-
iature kitchen, suddenly I noticed: there 
are no cooking utensils; the tiny refrig-
erator was even smaller than I thought, 
and where I thought there was a stove 
there was instead a small area for prepar-
ing food. It didn’t take long to figure out 
there was, in fact, no stove.

 I gesticulate to David, trying not to 
be furious at him for not noticing this 
before, and even angrier at myself  for 
neither asking nor noticing. 

 “Oh…whoops,” he said. “Oh well.” 
 Oh well? We had a gallon of  frozen 

matzoh balls in frozen soup, the string 
beans and potatoes, and all those nicely 
cooked (expensive) pieces of  fish that 
George was so particular about. I looked 
over at Eloise, who was sitting with her 
hands crossed over her lap, just staring. 

 “What’s wrong?” she asked. 
 “Oh nothing, Eloise,” I said, realizing 

we are in this stuffy room on a chilly 
April afternoon, intending to make a 
delicious, hot meal and create a conve-
nient, joyful Passover for Eloise, who 
complains bitterly about the tasteless 
cold food she is forced to eat in the ALF. 

 And then it hit me: David and I both 
told ourselves we were doing it for Eloise. 
But in retrospect each of  us was deluding 
ourselves that we could somehow grab 
hold and pull Eloise into the present. 

 Of  course we were doing this for our-
selves. Of  course we didn’t want to go 
to all the trouble of  cleaning up our 
apartment and making the Passover 
meal there. 

 Even worse, I realized, even at this 
early juncture of  Eloise’s new living 
arrangements, neither of  us wanted to 
go through all the work involved in tak-
ing Eloise out of  the assisted living facil-
ity, getting her a wheelchair to transport 
her to a taxi, and escorting her to our 
place, then have David take her home, 
get her settled, and get himself  back 
home late. Before Eloise moved down 
here, we simply went to her home for 
Passover and other holidays, enjoyed 
ourselves, cleaned up, and went home. 
I realized almost immediately that I am 
not willing to sacrifice and do for Eloise 

in the way I did for my mother, who died 
5 years ago, and who I was missing quite 
a lot. That’s just the plain truth.

The Best Laid Plans Often Aren’t
 It was not lost on me that Passover is 
a celebration of  freedom, but Eloise 
felt like a prisoner in that room with 
the heavy door that swings shut. And 
obviously, bringing the family meal to 
her made it worse for her and dreadful 
for all of  us. We had labored so hard 
to make this work, and Eloise seemed 
even more bored and unhappy, even as 

we spent the precious resources of  time, 
focus, and energy trying to bring her 
happiness. In truth, I wondered when 
it would be time for David to focus 
some of  those resources on enriching 
our family of  two, thoughts that were 
dangerous given the murky future that 
would be this new arrangement of  
Eloise as a near neighbor, and certainly 
not thoughts I wanted to own up to. But 
there they were. 

 My takeaway lesson from this fiasco: 
Just as a parent experiences a child’s anxi-
eties and triumphs, so too does an adult 
child experience a parent’s anxieties and 
triumphs when that parent has aged out 
of  being the nurturer and aged into being 
the one who needs caring for. And that 
can cause an adult child to make some 
bad choices. I vowed from then on to be 
candid with myself  about my motiva-
tions when it came to Eloise, and to help 
David learn to do the same. CfA

  Ann D. (Annie) Gross is a writer, 
consultant, and researcher, specializing in 
health and aging. She previously wrote 
“A Daughter’s Journal” for Caring for the 
Ages, depicting her mother’s physical and 
emotional struggles in the waning months 
and days of  her life.

 Today’s Dinner Special: Fiasco, Topped With Good Intentions

A Daughter-in-Law’s Journal By Ann D. Gross, MA

It was not lost on 
me that Passover is a 
celebration of freedom, 
but Eloise felt like a 
prisoner in that room 
with the heavy door that 
swings shut ... bringing 
the family meal to her 
made it worse for her 
and dreadful for 
all of us. 
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AMDA- The Society for Post-Acute 
and Long-Term Care Medicine’s  
new website is user-friendly, with  
new search functions, new content for  
patients and families, and a responsive  
design for mobile and tablet use, with 
the same dedication to post-acute and 
long-term care (PA/LTC) practitioners  
as always.

Your home for PA/LTC advocacy,  
community, news, products, resources 
and stories. www.paltc.org.

Welcome to the new  WWW.PALTC.ORG

 Retail prices for medications 
most commonly used by Medi-
care patients rose almost 10% in 

2013 — more than six times faster than the 
rate of  infl ation, according to an analysis 
by the AARP Public Policy Institute. 

 In 2013, “the average annual cost of  
drug therapy for prescription drugs, 
based on the AARP combined market 

basket used in this study, was over $11,000 
per year,” according to the report. In 
comparison, the average Social Security 
benefit was $15,526, the median income 
for Medicare beneficiaries was $23,500, 
and the median U.S. household income 
was $52,250.

 Price increases for traditional and spe-
cialty brand prescription drugs rose faster 
than generics, eliminating any offset the 
declines in generic prices might have had.

 The report examined drug prices from 
2006 to 2013 for a combined market 
basket of  622 brand name and generic 
versions of  traditional and specialty pre-
scription drugs.

 Of  the 397 drugs that were on the 
market for all years, the average retail 
price increased 81%. CfA

 Gregory Twachtman is a reporter with 
Frontline Medical News.

  AARP: Retail Drug Prices Rising Faster Than Inflation
 BY GREGORY TWACHTMAN
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 There is fi nally some clarity about 
how to report and return Medi-
care overpayments, under a fi nal 

rule released by the Centers for Medi-
care & Medicaid Services. 

 The final regulation clarifies that 
health providers have identified an over-
payment when they “have or should 
have, through the exercise of  reason-
able diligence, determined [they have] 

received an overpayment and quantified 
the amount of  the overpayment.”

 Overpayments must be reported 
and returned only if  identified within 
6 years of  the date the payment was 
received — down from the 10 years 
included in the proposed rule released 
in 2012. Physician organizations and 
other health care stakeholders had 
criticized the proposal, calling the 
10-year time frame unreasonable and 
burdensome.

  The 6-year time frame is also more 
reasonable and will save practices money 
by limiting their audit obligations, said 
Scot T. Hasselman, JD, a Washington 
health law attorney. 

The revised definition of  identification 
makes more sense for physicians, par-
ticularly that identification exists when 
providers have quantified the amount 
of  the overpayment, Mr. Hasselman 
noted. In many cases, it takes time to 
decipher how much money is owed 

after discovering 
a potential over-
payment, he said 
in an interview.

 “This all goes 
to: When does 
the clock begin 
ticking for the 
60 days?” he said. 
“The language 
in the final rule 

provides for a standard that is easier to 
apply.

 The final rule also allows the 60-day 
deadline for returning overpayments to 
be suspended if  a provider requests an 
extended repayment schedule. In the 
past, “people could be in a real pickle if  
they didn’t have the money to return,” 
Mr. Hasselman said. “This [provision] is 
important, especially for smaller [prac-
tices] and physicians who may not have 
big credit lines or the cash flow of  an 
institutional provider.”

 The final rule also clarifies how 
to report overpayments. Providers 
and suppliers must use an applicable 
claims adjustment, credit balance, self-
reported refund, or another appropri-
ate process to satisfy the obligation to 
report and return overpayments, the 
rule states. If  a provider has reported 
a self-identified overpayment using the 
self-referral disclosure protocol man-
aged by CMS or the self-disclosure 
protocol managed by the Health and 
Human Services Office of  Inspector 
General, the provider is considered to 
be in compliance with the rule.

 But the final rule is not entirely posi-
tive, according to Houston-based health 

law attorney 
Michael E. Clark, 
JD. Many health 
providers had 
requested clarifi-
cation about the 
level of  resources 
small providers 
are expected to 
devote to inves-
tigating potential 
over payments. 

Commenters suggested CMS allow for 
more defined overpayment responses 
based on provider size and resources. 
The agency did not do so, saying that 
providers, “large and small have a duty 
to ensure claims are accurate and appro-
priate and to report and return overpay-
ments they have received.”

 Refusing to allow scalable responses 
is unfortunate for practices that do not 
have the ability to react to overpayments 
as robustly as larger chains, Mr. Clark 
said.

 “The agency was unwilling to go that 
far,” Mr. Clark said. “They’re not going 
to give a lesser standard for smaller 
providers. They’re going to look at the 
facts and circumstances. It gives [CMS] 
subjectivity, whereas doctors would 
rather have more clarification and objec-
tivity.” CfA

 Alicia Gallegos is a Frontline Medical 
News freelance writer based in Chicago.

  CMS Clarifies How to Report Medicare Overpayments
 BY ALICIA GALLEGOS

 The health care system continues to change, and 
new concepts such as accountable care organi-
zations are gaining attention. ACOs are groups 
of physicians, hospitals, and other health care 
providers who join together to offer coordinated, 
high quality care to Medicare patients. 

 ACOs are designed to ensure that Medicare 
patients — many of whom have multiple chronic 
conditions and illnesses and take several 
medications — get prompt, appropriate, and safe 
care in the best, most cost-effective setting. For 
example, this means that practitioners across 
different settings will work together to get patients 
home as quickly as possible after hospital stays 
for illnesses and surgeries. 

 Under an ACO, practitioners get paid more for 
keeping patients healthy and out of the hospital. 
Therefore, they place greater emphasis on patient 
engagement and education, and include patients 
and families on care planning and goal setting. 
As a result, you may be asked to play a bigger 
role in your care and take greater responsibility 
for things like taking your medications correctly, 
following dietary changes, and participating in 
physical therapy or exercise. You may also be 
asked about your satisfaction with the quality of 
services you receive.

 Medicare patients who see practitioners who are 
participating in an ACO keep all of their rights. 
For example, they still can choose any doctors/
practitioners that accept Medicare, even ones 
that don’t participate in an ACO, without paying 
more. Practitioners who are part of an ACO must 
share this information with their patients, who 
can decline to have their personal and medical 
data shared within the ACO.

 Some people have expressed concerns that ACOs 
sound too much like the old health maintenance 
organizations that gained popularity in the 1980s 
and early ‘90s. However, unlike HMOs, ACOs must 

meet a detailed list of quality measures to make 
sure they are not saving money by scrimping on 
necessary care, and ACO patients are not required 
to only use practitioners in the network. Over 
time, Medicare patients seeing providers in an 
ACO may notice that they don’t have to fill out 
as many medical forms asking for information 
or repeat medical tests (as information will be 
shared throughout the network electronically and 
practitioners communicate with each other).

 If you have questions about how ACOs might 
affect your care or that of a loved one, talk to 
your physician or other trusted practitioner. In 
the meantime, it is always helpful to discuss your 
wishes and preferences with family members and 
make sure this information is documented in an 
advance directive of some kind.

 ▶  Questions To Ask Your Practitioner
•  Is it likely I will have to participate in an ACO 
at some point?
•  How might being part of an ACO affect the care 
I get?
•  How can I work within an ACO to get the care I 
want and return to my home as quickly as possible 
after a hospital stay?

 ▶  What You Can Do
•  Find out what ACOs are operating in your region.
•  Understand your patient rights as a Medicare 
beneficiary.
•  Discuss and document your care wishes or pref-
erences and share this information with your prac-
titioner or provider.

 ▶  For More Information
•  Accountable Care Organizations: 
go.cms.gov/1IQ3heV
•  Accountable Care Organizations, Explained: 
n.pr/1JWsc0W
•  Accountable Care Organizations & You: 
1.usa.gov/1RC6tZx

Caring for consumers

  ABCs of ACOs for You and Yours
 Arif Nazir, MD, CMD, talks about the basics of accountable care organizations and what 

they mean to you or your elder loved ones.
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 Transitional Care Post Discharge
 Transitional care interventions for 
patients discharged from skilled nursing 
facilities that are delayed even by a few 
days are unlikely to help lower rates 
of  rehospitalization and adverse drug 
events, a pilot study conducted within a 
265-physician practice found. 

 Led by Jennifer L. Donovan, PharmD, 
of  MCPHS University, Worcester, MA, 
researchers evaluated the effectiveness 
of  using health information technol-
ogy to alert primary care physicians 
that their patients, who were in SNFs 
temporarily after being hospitalized, 
were sent home but were at risk of  
adverse outcomes. Specifically, the sys-
tem dispatched appointment scheduling 
reminders to the physicians’ staff; alerts 
to the physicians about key therapeu-
tic changes; and discharge medication 
monitoring and alerts.

 To determine whether manual trans-
mission of  information and use of  health 
care technology might affect care, the 
researchers compared the occurrence 
and timing of  rehospitalizations within 
the first 30 days after discharge and 
adverse drug events within the first 45 
days between two groups: 313 patients 
discharged from SNFs during the 1 year 
of  intervention, and a matched group 
of  313 patients discharged during the 
previous 1.5 years. 

  Alerts to outpatient physicians, espe-
cially if  delivered multiple days after 
discharge, did not have any impact on 
reducing rates of  adverse events or 
rehospitalization, the researchers found. 
Specifically, some 30% of  patients in 
each group were rehospitalized dur-
ing the 30 days after SNF discharge. 
Patients who had been hospitalized 
three or more times during the year or 

who had been seen by many different 
providers were at particularly high risk 
of  rehospitalization. 

 Adverse drug events occurred in 30% 
of  both groups, with more than half  
occurring in the first 10 days. Of  the 
83 adverse reactions that occurred, 
the researchers identified 69 as “less 
serious,” 13 as “serious,” and one as 
“life-threatening.”

 “There are several plausible explana-
tions for why our intervention was not 
successful, but one possibility is that 
other competing efforts at reducing 
rehospitalizations were ongoing within 
the hospital and/or within various com-
ponents of  the multispecialty group 
practice,” Dr. Donovan told Caring for 
the Ages. 

 Given that older adults discharged 
from SNFs are at high risk for adverse 
drug events and rehospitalization imme-
diately following discharge, simply pro-
viding alerts to the outpatient physicians 
may not be sufficient. “Our data suggest 
that interventions to improve these rates 
would need to begin during the SNF 
stay or even before the discharge from 
hospital to the SNF,” Dr. Donovan said. 
“Additionally, this would likely require 
increased resources from these settings, 
as well as support from ambulatory care 
providers. Interventions to consider 
include a comprehensive transitional 
care plan that includes patients, their 
families, timely appointments with the 
outpatient physician, and coordinated 
support services, such as visiting nurses.”

 ▶  Source: A Pilot Health Information 
Technology–Based Effort to Increase the 
Quality of  Transitions From Skilled Nursing 
Facility to Home: Compelling Evidence of  
High Rate of  Adverse Outcomes — Donovan 
JL, et al.

 Preventing Functional Decline
About four in 10 nursing home residents 
experience functional decline, but pre-
vention is possible with management of  
depression, reduced use of  antipsychotic 
agents, and improved staffing, a longitu-
dinal observational study in Italy found. 

 Led by Massimiliano Fedecostante, 
MD, of  the Italian National Research 
Center on Aging, Ancona, Italy, 
researchers studied 1,263 nursing home 
residents participating in the U.L.I.S.S.E. 
project. The U.L.I.S.S.E. project (or, An 
Informational Link on Health Care 
Services for Older People) was designed 
to investigate the quality of  hospital, 
nursing home, and home care of  older 
individuals in Italy.

 Participants underwent a standard-
ized comprehensive evaluation using 
the Italian version of  the Inter-Resident 
Assessment Instrument Minimum Data 
Set (RAI-MDS) 2.0 at baseline, 6 months, 
and 12 months.

 During the study, 510 (40.4%) residents 
experienced functional decline. Those 
residents were significantly older, had 
a more frequent history of  falls, were 
more likely to have depression, and were 
more likely to be prescribed antipsychotic 
agents. Also, those patients with func-
tional decline were less likely to be cared 
for in a nursing home with a geriatrician 
on staff, or in a facility with a higher 
number of  physician and nurse hours per 
resident per week.

 These findings suggest that preventing 
functional decline in nursing home resi-
dents might be possible by optimizing 
the management of  depression, reduc-
ing the high prescription rate of  anti-
psychotics, having a geriatrician on staff, 
and providing an adequate amount of  
nursing home care.

 ▶  Source: Predictors of  Functional Changes 
in Italian Nursing Home Residents: The 
U.L.I.S.S.E. Study — Fedecostante M, et al.

  Life Review and Self-Awareness
 Combining a group reminiscence 
approach and reality orientation 
(GRA-RO) in individuals with mild cog-
nitive impairment stimulates life review 
and increases self-awareness of  memory 
deficits, according to randomized con-
trolled trial in Northern Japan.

 Kei Nakamura, MD, of  Tohoku 
University in Sendai, Japan, and colleagues 
enrolled 94 patients from Kurihara to 
either GRA-RO (39 individuals), physi-
cal activity (23 individuals), or cognitive 
training (32 individuals), and then asked 
them to describe their impressions of  
the interventions in a Patient Report 
Outcome, or PRO. Those individuals who 
received GRA-RO were encouraged to 
discuss daily or seasonal events they expe-
rienced when they were younger. 

  Participants in the GRA-RO group 
were significantly better at writing about 
their reminiscence with life review com-
pared with the other two groups. Some 
participants also wrote that they were 
aware of  memory loss in the written 
description after the sessions. 

 The researchers concluded that 
GRA-RO can stimulate life review in 
patients with MCI, as well as increase their 
awareness of  their own memory deficits.

 ▶  Source: The Group Reminiscence Approach 
Can Increase Self-Awareness of  Memory 
Deficits and Evoke a Life Review in People With 
Mild Cognitive Impairment: The Kurihara 
Project Data — Nakamura K, et al. CfA

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

From the April Issue of JAMDAJournal Highlights
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N E W S  F R O M  T H E  S O C I E T Y

  For the next several months, Caring for 
the Ages will feature a profi le of  a dif-

ferent AMDA committee. As a volunteer-
driven organization, AMDA depends on 
and is indebted to those individuals who 
devote their time, talents, and energies to 
AMDA projects, programs, and publica-
tions. AMDA encourages its memebers to 
learn about the various committees and 
consider volunteering to serve on those 
that match their passion and experience.

  James Lett, MD, CMD, chair 
of  AMDA’s Transitions of  Care 
Subcommittee, has long been inter-
ested in care transitions and ensuring 
that patients are safe and protected 
as they move through the health care 
continuum. When the Aff ordable Care 
Act was passed, it included many pro-
visions for hospital readmission penal-
ties, bundled payments, accountable 
care organizations, and other eff orts 
designed to improve care transitions 
and communications between settings. 

  “Clearly, there was an important 
role for post-acute and long-term care 
practitioners in all of  this, and we saw 
an opportunity for AMDA to be a 
player in national conversations about 
care transitions,” Dr. Lett told Caring. 
In fact, post-acute/long-term care is 
where the action is when it comes 
to opportunities to reduce costs and 
improve outcomes associated with 
transitions, he said. “What we do is 
hugely important, yet we still weren’t 
being included signifi cantly in the 
national dialogue. That’s why I got 
interested. I realized the incredible 
value AMDA could bring to the table.”

  As soon as the AMDA Board estab-
lished the subcommittee, Dr. Lett and 
his group jumped into action. “We’ve 
subsequently been at the table nation-
ally with [the Centers for Medicare & 
Medicaid Services] and other stakehold-
ers, and we’re seen as credible, knowl-
edgeable, and willing to help,” he said. 

  Dr. Lett said that AMDA was 
involved in care transitions even before 
the subcommittee was formed. The 
organization had already published a 
Transitions of  Care Clinical Practice 
Guideline — the fi rst CPG available for 

download — and it was instantly popu-
lar. “We were getting thousands of  
hits on the AMDA website. There was 
a tremendous need for guidance and 
information about how to move people 
through the continuum in a quality, 
cost-eff ective, effi  cient manner, and the 
guideline was — and still is — an impor-
tant resource on this issue,” he said. 

  The subcommittee hasn’t rested for 
a minute since its inception. For exam-
ple, Dr. Lett said, “We’ve put together 
checklists for families of  patients leav-
ing PA/LTC facilities and for PA/LTC 
facility staff  detailing the elements of  
a successful patient handoff  from the 
hospital to the nursing facility.” Several 
members of  the subcommittee (Wayne 
Saltsman, MD, PhD, CMD, Kenneth 
Boockvar, MD, CMD, and Karl 
Steinberg, MD, CMD) participated in 
a joint eff ort convened by the Society 
of  General Internal Medicine last year, 
which also included the American 
Geriatrics Society and AMDA, to create 
a consensus best practice for discharges 
from the nursing home back to the 
community. The fi ndings were pre-
sented at AMDA’s annual conference 
and will be presented at AGS in May. 

  Most recently, the subcommittee 
completed a White Paper on dementia 
in care transitions. “This is a detailed, 
referenced, and researched eff ort to 
bring focus to an important but chal-
lenging topic. It’s more than 60 pages 
long, and it addresses the current state 
of  the issue and the next steps for 
national improvement in this area.” 
Dr. Lett said. “It is designed to bring 
attention to the care of  people with 
dementia throughout the continuum 
and encourage greater attention to 
altered mental status and dementia as 
patients move from setting to setting.” 

  This document, the fi rst of  its kind, 
was presented to the AMDA House of  
Delegates last month for a vote. The 
subcommittee also submitted a resolu-
tion to the HOD, asking AMDA to cre-
ate a sample policy regarding patients 
with dementia who transition through 
the continuum of  care. If  the resolu-
tion passes the AMDA HOD, 

Dr. Lett and his group will request that 
it go to the AMA HOD for approval. 

  Elsewhere, the subcommittee worked 
with AMDA to establish a yearly care 
transitions session at the annual con-
ference. This program has become 
popular, as practitioners seek ways to 
ensure successful, safe transitions for 
their patients and facilitate strong rela-
tionships and avenues of  communica-
tion with hospitals. This year’s session 
addressed “Improving Care Transitions: 
A Health Systems Approach.” It high-
lighted four unique programs designed 
to improve the quality of  care associ-
ated with transitions that emphasize 
eff ective and sustainable system change. 

  The group will also be addressing 
issues such as how to increase interop-
erability and promote successful elec-
tronic communication between settings 
and providers. “The number one issue 
regarding electronic health records 
is ensuring the adequate transfer of  
appropriate and relevant information 
from one site to another,” Dr. Lett said. 
“Interoperability is another problem, 

as this isn’t happening for the most 
part. We need to enable and allow two-
way communication and ways to send 
information electronically and follow 
up in a timely manner.”

  Dr. Lett said he is fortunate to have a 
strong, committed group of colleagues 
on his side. “This has been a true work-
ing committee. They have stepped up 
to the plate time after time. They don’t 
hesitate to study and identify how to 
make things better, then set out to make 
change happen.” Dr. Lett added, “We’re 
very fortunate to have Wayne Saltsman 
as our vice chair. He has done a great 
job and has had a tremendous impact.” 

  Dr. Lett will happily dedicate more 
time to this subcommittee. “This 
group is a microcosm of  a wonderful 
experience in my life I call AMDA. 
It is beyond satisfying to work with 
people are engaged, passionate, dedi-
cated, and visionary.”

If  you are interested in volunteer-
ing on this or any AMDA committee, 
visit www.paltc.org/committee-
volunteer-form.    CfA

 Committee Profile: Transitions of Care Subcommittee

  April 4–May 31, 2016
 AMDA Online Core Curriculum 
on Medical Direction in 
Long-Term Care: Part I
 Contact: AMDA Registrar 
 Phone: 410-992-3116
 Email: registration@amda.com
 Website: www.paltc.org/core

  April 15–17, 2016
 Bi-State Conference on 
Post-Acute & Long Term Care
 St. Louis, MO
 Contact: Abigail Galvin
 Phone: 312-329-7326
 Email: IMDA@cmsdocs.org
 Website: https://imda.wildapricot
.org/event-2130520

  April 22, 2016
 Colorado Medical 
Directors Association 
Annual Conference
 Denver, CO
 Website: http://cmda.us/
annual-cmda-conference/ 

  April 29–30, 2016
 California Association of 
Long-Term Care Medicine 
Annual Meeting
 Los Angeles, CA 
 Website: www.caltcm.org/
annual-meeting

  May 18–21, 2016
 Society for Healthcare 
Epidemiology of America 
Spring 2016 Conference
 Atlanta, GA
 Website: http://sheaspring.org/

  July 28–31, 2016
 AMDA Core Curriculum 
on Medical Direction in 
Long-Term Care: Part II
 Indianapolis, IN 
 Contact: AMDA Registrar 
 Phone: 410-992-3116
 Email: registration@amda.com
 Website: www.paltc.org/core

  August 1–September 26, 
2016
 AMDA Online Core 
Curriculum on 
Medical Direction in 
Long-Term Care: Part I
 Contact: AMDA Registrar 
 Phone: 410-992-3116
 Email: registration@amda.com
 Website: www.paltc.org/core

  August 19–20, 2016
 26th Annual Caring 
for the Frail Elderly 
Conference
 Email: walterssj@health.
missouri.edu
 Website: http://medicine.
missouri.edu/cfe/

  September 30–October 2, 
2016
 AMDA Advanced 
Curriculum on Medical 
Direction in Long-Term Care
 Arlington, VA
 Contact: AMDA Registrar 
 Phone: 410-992-3116
 Email: registration@amda.com
 Website: www.paltc.org/
advanced

  Don’t Miss These Events 

Alice Bonner, PhD, RN, GNP
 Westborough, MA
  Kenneth Boockvar, MD, CMD
 Bronx, NY
  Jamehl Demons, MD
 Winston-Salem, NC
  Damien Doyle, MD, CMD
 Elkridge, MD
  Jose E. Gonzalez, MD, CMD
 Wilmington, NC
  Vishal R. Kuchaculla, MD
 Boston, MD
  Susan M. Levy, MD, CMD
 Baltimore, MD

  Mary Mulligan, RN, BSN, 
MA, CDONA/
LTC (Staff  Liaison)
 Columbia, MD
  Victor J. Narcisse, II, MD
 Ballaire, TX
  Joseph Ouslander, MD, CMD
 Boca Raton, FL
  Manisha Parulekar, MD, CMD
 Hackensack, NJ
Wayne Saltsman, MD, PhD, CMD
Burlington, MA
  Karl Steinberg, MD, CMD
 Oceanside, CA
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