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PREFACE

On July 22, 1991, the U.S. Senate Special Committee on Aging
held a forum entitled "Reducing the Use of Chemical Restraints in
Nursing Homes." It was held as a follow-up to the December 1989
symposium on the use of physical restraints in nursing homes. The
overwhelming interest in that symposium and in the issue of re-
straints in general demonstrated to the Committee the need for a
second forum on the use of drugs as a means of restraint for nurs-
ing home patients.

With the October 1990 implementation of OBRA 1987 nursing
home reforms, the appropriate use of these drugs-usually antipsy-
chotics-has become the focus of growing attention on the part of
health care professionals and the general public alike. The Decem-
ber 1989 symposium was successful in informing providers and the
public about the effects of physical restraints as well as alterna-
tives to their use, and it is the Committee's hope that the forum
on the use of chemical restraints will yield similar results.

Unlike physical restraints, which in most instances are detrimen-
tal to the patient, these drugs can truly benefit the patient-if used
properly. Unfortunately, these drugs are all too often inappropri-
ately prescribed, and are used to sedate and restrain a patient,
rather than treat the condition for which they are medically in-
tended. Clearly, there is a significant need to educate health profes-
sionals on the appropriate use of these medications-and the dan-
gers of their misuse.

The Aging Committee is pleased to release this print, which con-
tains the proceedings of the forum, as well as related materials on
the use and misuse of chemical restraints. We would also like to
express our appreciation to everyone who made this event possible.

DAVID PRYOR,
Chairman.

WILLIAM COHEN,
Ranking Member.

(v)



REDUCING THE USE OF CHEMICAL RESTRAINTS
IN NURSING HOMES

MONDAY, JULY 22, 1991

U.S. SENATE,
SPECIAL COMMITTEE ON AGING,

Washington, DC.
The Committee met, pursuant to notice, in the Dirksen Office

Building.
Staff present: Portia Porter Mittelman, staff director; Holly

Bode, professional staff; and Mary Berry Gerwin, minority staff di-
rector/chief counsel.

WELCOME BY PORTIA PORTER MITTELMAN, STAFF DIRECTOR,
SENATE SPECIAL COMMITTEE ON AGING

Ms. MITTELMAN. Good morning, everyone. I know we're packed
in here like sardines, but we're really delighted to have all of you
join us this morning.

My name is Portia Mittelman and I'm staff director for the
Senate Aging Committee. We are really delighted to have you here
for the second in our series of issues regarding restraint use nurs-
ing homes. This forum is a follow-up to our 1989 forum on physical
restraints. We will be discussing the whole realm of chemical re-
straints in long-term care facilities.

Before I turn it over to our moderator, I would like to make a
few recognitions. First of all, my colleague Holly Bode, has been
the driving force behind this forum, and I really would like to give
her a round of applause, if you will. [Applause.]

Ms. MITTELMAN. None of you would be here and none of this
would be happening without Holly's work, so I really appreciate
her.

I would also like to recognize one other person that the aging
community needs to know, and that's Mary Berry Gerwin. Mary is
the staff director for Senator Cohen, who is the ranking member of
the Aging Committee, and is new to some of these issues. So we
should all welcome her.

Let me introduce our moderator, so we can get started. Our mod-
erator is Mr. David Sherman. Mr. Sherman is the founder and
President of Health Care Visions, Inc., of Greenbrae, CA. Health
Care Visions is a nonprofit consulting and educational foundation.
He has had over 15 years of experience in long-term care pharmacy
consulting and education. He has also authored many articles in
professional journals and is a widely traveled lecturer.

(1)
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Prior to his work with Health Care Visions, Mr. Sherman was a
research associate and geriatric pharmacotherapy specialist in the
Department of Social Medicine and Health Policy in the Division
on Aging at the Harvard Medical School. So you can see he is
uniquely suited to moderate our session this morning, and I would
now like to turn it over to David.

OPENING REMARKS BY DAVID S. SHERMAN, R.PH., FASCP,
PRESIDENT, HEALTH CARE VISIONS, INC., GREENBRAE, CA

Mr. SHERMAN. Thank you, Portia. Good morning, everybody. I
am very happy to be here today. Over the last number of years I
have been involved in long-term care, the focus of my clinical prac-
tice and research has been this area. So it feels really great to have
the opportunity to talk in a forum like this. I want to express my
gratefulness to the Senate Special Committee on Aging for bring-
ing something like this together.

First of all, I would like to congratulate each of you for taking
the time out of your busy schedules to attend the symposium.
Clearly, you are here because you care enough to want to learn
more about how you can reduce the suffering of nursing home resi-
dents who are medicated inappropriately.

It was not too long ago that we routinely warehoused mentally
ill people in facilities that came to be known as snake pits. In these
places, meals were shoved under the doors, and electroshock was
administered as punishment for lack of cooperation with institu-
tional rules. Today, we look back at those times with disdain and
even disbelief that we could have treated our fellow human beings
in this way.

I think that at some time in the not too distant future we will
similarly look back at this time, the routine drugging of our elders,
as an equally barbaric form of treatment.

This is not to discount the fact that sometimes use of antipsycho-
tic medications may be necessary, or even be considered compas-
sionate in certain circumstances. Unfortunately, the statistical evi-
dence of antipsychotic drug use patterns in our Nation's nursing
homes demonstrates a continued lack of awareness in our medical,
nursing, and pharmacy communities that use of these drugs is not
only not helpful in many of the circumstances they are currently
used, but downright dangerous.

The factors that contribute to our Nation's "other" drug problem
are complex and sometimes quite insidious. I hope to touch on
some of these factors over the next 20 minutes. There are currently
pharmacists, physicians, nurses, administrators, regulators, policy-
makers that are doing something about this issue now. And you
will be hearing from some of them today during this program.

I think the easiest way to get to the heart of this matter is to
consider this: If your mother or your father, your brother or sister,
one of your loved ones, was in a nursing home, and they were
about to receive a medication that potentially had some pretty seri-
ous adverse effects, wouldn't you want to know that there had been
some pretty well-designed research that showed this medication ac-
tually worked for the condition it would be used for on your loved
one?
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And then, since we are all individuals and each of us respond dif-
ferently to medications, wouldn't we want to know that in that
particular nursing home there was some particular mechanism in
place, some monitoring approach, that would show whether the
medication actually helped, or maybe even hurt, our loved one?

It's only commonsense that the people that are caring for our
loved ones would need this information in order to make more edu-
cated therapeutic decisions. But the sad fact is that in most nurs-
ing homes across the country, this still isn't happening. Often, the
decision of whether to start, increase, decrease or discontinue an
antipsychotic medication is based on not much more than a guess,
a shot in the dark. Because the prescriber has no reliable data base
of monitoring information on which to base his or her decision.

To require the gathering of this information was the intent of
the new Health Care Financing Administration antipsychotic drug
requirement. We have the author of that requirement in the back,
Sam Kidder. And also the subsequent interpretive guidelines were
intended to help surveyors assess whether these medications are
being used correctly in our Nation's nursing homes.

Since this is a forum about inappropriate chemical restraints, I
would like to briefly mention my concern about the potential wa-
tering-down of the interpretive guidelines that are occurring as a
result of the resistance of California to implement those interpre-
tive guidelines. As I have spoken to groups of surveyors around the
country, consistently what I've heard, time after time, is surveyors
saying "We need these interpretive guidelines, because we need to
have some guidelines so that nursing home staff and administra-
tors are not saying it's just your opinion." I am concerned that this
impact might be diffused somewhat because of the potential
changes that could occur in the preamble of the interpretive guide-
lines.

One of the grandfathers of American medicine, William Osler,
once said that the desire to take medicine is one of the principal
factors that distinguishes man from animals. We could also change
this a little bit and say one of the principal factors that distin-
guishes health care professionals from other people is the desire to
give medication. We have all learned in our particular health care
profession that medications can be very useful tools. So we believe
in their use, and for a good reason, because they can be lifesaving
in some cases.

But unfortunately in some cases, they really don't work. When
we are talking about antipsychotic drugs, and about how much
they don't work, it's important to remember that medications are
only tools. They are just as good as they are used and monitored.

Sometimes antipsychotic drugs may be useful, even in demented
individuals, for very specific circumstances. If someone is severely
paranoid, if they are experiencing frightening delusions or halluci-
nations. By the way, it is commonly thought that people have
visual hallucinations, when they have a dementing illness. But
they actually are not that common. It is usually auditory halluci-
nations that are more common in people who are demented. Visual
hallucinations are more indicative of a state of delirium, which
may be drug-induced.
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Violent behavior that is nonresponsive to nondrug approaches,
mutilating behavior, any of these things, these severe kinds of situ-
ations that are occurring, it's worth trying these medications if the
nondrug approaches are not working, to see if they might help.

But we don't know if they are working unless we monitor and
assess the therapy to see what's going on, and we have some base-
line to work from. And that's what the folks on our panel are going
to be talking about today, how we can do that in our Nation's nurs-
ing homes.

These drugs cause a lot of pretty serious side effects, one of the
worst if not the worst is something called tardive dyskinesia. Tar-
dive dyskinesia is something that may start out just with seeing
the tip of someone's tongue, like this, and they are just walking
around with the tip of their tongue sticking out. They might
progress to sucking and smacking motions. Often people who have
dementing illnesses will make these motions anyway. So it's always
important to differentiate.

And whenever we are talking about abnormal involuntary move-
ments, again we need to have a baseline. Were these people
making these movements prior to being on medication? Movements
of the jaw from side to side-sometimes these things can get pretty
extreme, people just walking around with their tongues looking
swollen or hanging out.

Thrusting or fly-catching movements of the tongue I will leave to
your imagination. This disorder can cause other parts of the body
to make strange movements as well. As a matter of fact, it often
goes unnoticed, because people often think it only happens in the
facial region.

These drugs also cause other adverse effects, like Parkinson's
symptoms. People have tremor, rigidity, difficulty ambulating.
They become oversedated. Tardive dyskinesia actually is secondary
only to oversedation. People think tardive dyskinesia is uncommon.
But according to a task force report the American Psychiatric As-
sociation put out in 1979, at least 40 percent of elderly people that
are placed on these medications are likely to develop some form of
tardive dyskinesia. And it is frequently irreversible.

Oversedation can lead to other problems, such as falls. What
happens when fragile elderly bones hit the linoleum? You get frac-
tured hips. There was a study in the New England Journal of Med-
icine about 5 years ago that found that elderly nursing home resi-
dents on antipsychotic drugs are two to three times more likely to
experience a fractured hip.

Oversedation also may lead to urinary incontinence. I am going
to be talking a little bit about the economic consequences of that
later, as a model for how we can open up more time in our nursing
homes to help people. Because oftentimes we hear the complaint
that we just don't have the time in nursing homes to do the things
we would like to do, more humanistically interactive kinds of
things for people.

With all these things, what happens is that people have a reduc-
tion in their self-care abilities. I refer to it as the illusion of the
easier to care for residents. There is a tacit belief in the medical,
nursing, and pharmacy communities that these medications make
people easier to take care of. But actually, they make people
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harder to take care of. It takes more staff time. And I will show
you more about that later.

Not only do these drugs cause a lot of bad side effects, but most
studies that have been done have found that these drugs don't even
work for most of the behavioral problems that occur in people who
have dementing illness. And these are the folks that the medica-
tions generally are used for in our nursing homes.

You might ask, if this is the case, and the drugs don't really
seem to work, then why is it they continue to be used? Well, first
of all, we are in this business to help people. We want to help
people, we believe that medications work. We are taught in our
medical, nursing, and pharmacy schools that medications work. If
they didn't work, why would doctors prescribe them, pharmacists
dispense them, and nurses administer them?

We routinely underestimate the toxicity of these drugs. We com-
monly view behavioral symptoms as a problem, judging people in-
stead of just assessing what's going on. We often see these medica-
tions used for environmental control. They are sometimes used be-
cause families get concerned, and feel guilty because they have
their family member in a nursing home, and they hear mom or dad
going "Gaa, gaa, gaa." They think they should get medication for
that, when maybe what they need is an anti-gaa drug, which
doesn't exist.

Also, nursing staff stress is a very big factor in nursing homes.
Nurses who work in long-term care are second only to nurses who
work in trauma units or emergency care units in the incidence of
substance abuse. That's quite a strong indication of stress. Some of
the people who work in nursing homes are some of the most unher-
alded individuals in our country, particularly nursing assistants.
It's sort of the case of the disenfranchised taking care of the disen-
franchised.

Also inadequate training is a reason why these medications get
misused. As a matter of fact, I go through these reasons in much
more detail in an article-I have a few articles that were out on
the table there that go into this information and what I'm talking
about in greater detail.

Another factor that influences the use of these drugs is the ad-
vertising that comes from the drug manufacturers that occurs with
these medications. Years ago, drug advertising looked something
like this: "Dr. Williams' Electric Medicated Pad, it's good for the
cure of malaria, chills, biliousness, nervousness * * `" I don't know
why they took this off the market, it worked for everything. You
had to be a little wealthy to use it though, because it used electrici-
ty.

Well, thank God we have the Federal Trade Commission and the
Food and Drug Administration so that this kind of thing doesn't
happen in advertising today. Well, actually, because we as consum-
ers have become much more sophisticated, so have the people who
advertise.

Here we have a guy who is leaving the psychotic symptoms of
organic brain syndrome behind. This guy who couldn't find his way
from his bedroom to his bathroom last night, now that he has taken
this medication, he is taking his grandson fishing. Of course what



6

you don't see in the next panel here is that he is throwing his
grandson into the water.

It's important that when we look at these advertisements that
we remember the purpose of advertising is not to intellectually
convince. Physicians, nurses, pharmacists-we're not stupid. We
don't look at it and say "Gee, that's great." It's a subtle influence.
The purpose of advertising is to plant a seed in the unconscious for
later harvesting.

So later, at 2 o'clock or 3 o'clock in the morning when a physi-
cian gets a call from some upset nurse at a nursing home, they will
remember this subliminal message of this peaceful scene, and they
prescribe this medication.

I don't mean to say this is why doctors prescribe these medica-
tions at all. It's another influence, and if it wasn't useful, you can
be sure drug companies would not spend $3 billion a year doing
this.

"I made a flower today." Isn't that sweet? Actually, this lady is
only 32 years old and heavily made up. On the other part of the ad
it says "Helps make nursing home residents less disruptive." The
idea was-this little asterisk you probably can't see-at the bottom
of the other page, there was a statement saying "Now she can get
to activities." The idea was, she made this flower in activities. But
at the bottom, next to the asterisk, it says "Not a real nursing
home resident and not a real flower made by a nursing home in a
real activity." This is a paid actress.

So these are some examples. If I had some more time I would
show you some more of these advertisements. They are really quite
humorous. So what are we going to do? Side effects are really a
problem with these medications. They don't seem to work for what
we wish they would work for. These are influences on the prescrib-
ing that we wish weren't there.

Well, I think probably what we need to do is look at why people
get agitated, if we're going to try and help them. And it's very im-
portant to remember, it's much easier to prevent agitation than it
is to treat it. That's what we need to do, look at how we are going
to prevent people from getting agitated, and by looking at why
they get agitated.

Side effects of drug therapy-there is a member of the health
care team named a consultant pharmacist. There are 4,000 mem-
bers of an organization called the American Society of Consultant
Pharmacists that are mandated by Federal law to be in nursing
homes to monitor medications and to give people information about
medications.

So people who work in nursing homes can turn to consultant
pharmacists, and we have a consultant pharmacist on the panel
today, as a matter of fact, who will talk about some research that
she has been doing in her organization about this subject.

Undiagnosed medical problems-I'm sure Dr. Elon will be cover-
ing those kinds of things today as well, so I will not go through
them. Frustration at being unable to express their needs-people
who are demented know that something is wrong, but they can't
tell you what it is. That gets them very frustrated and eventually
angry.
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People get afraid, they misperceive environmental stimuli. Those
of us that are in this room know that when I go like that, it's the
pointer going down on the podium. To someone who has a dement-
ing illness, they may think that's a bomb going off. So they react in
exaggerated ways.

Feelings of isolation-probably everybody in this room at one
time or another, probably more than one time, has felt rejected,
unloved. It's not a good feeling. People who have dementing illness
also have these feelings, but they don't have the emotional and in-
tellectual capabilities to integrate and process that kind of feeling.
So they just sit with that pain. They feel unloved and alone. As a
result, they get angry and they want to strike out at people.

Unexpected actions of caregivers-I think the best example of
this is to think about it. I would say to people, have you ever
looked in the mirror when you are having a particularly difficult
day? If you do, you look something like this, with some version of a
grimace on your face.

Now imagine being 80 years old and demented, and having some-
body walk up to you with a look like that on your face, they are
bigger than you, they can move faster than you, and they want you
to do something that you don't want to do. How would you re-
spond?

You can understand why people are trying to strike out. They
are just trying to defend what they think they are supposed to be
doing.

The message is that we have to change our behavior. We can't
change the behavior of demented people. We need to change the
environment, we need to change how it is we approach these
people. That's really the key to this. In doing this, we need to try
and find out what's wrong, we need to document each time some-
thing happens. One of my articles I co-wrote with Nancy Mace goes
into this slide in much greater detail. It does not work just to have
a checklist of certain kinds of behavioral symptoms and just be
checking those symptoms off. That does not justify the use or non-
use of medications.

But that information can be very useful if it is analyzed appro-
priately, maybe even if it's presented in a graph so you can identify
patterns that occur. That's when this information is effective, not
just as a checklist to apparently satisfy a regulation. That's not
what the intent of this regulation has been.

We want to find out why this stuff is going on, and how we can
approach it. Medication should not be a sole approach. It should be
an adjunct to a total care plan. Finding out whether the behavior
is occurring when someone is active or not active, how long it lasts.
I know of many cases I could tell you about that we found out what
was going on with somebody just because we did this.

There was one guy who was getting crazy sporadically. We
couldn't figure out what was going on, then we finally narrowed it
down to this one nursing assistant. Then we narrowed it down to it
only being when she wore a red smock. It turns out the guy didn't
like the color red very much. She didn't wear the red smock any
more, he didn't get agitated any more. Sometimes it's not that
simple, but sometimes it really is. It's that simple, just common
sense.
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But when you are in the thick of it, you can't see that. That's
why we need to create a monitoring record to help us separate the
forest from the trees. And I'm sure this is going to be discussed by
other members of the panel in greater detail.

Really what works best for many residents is reassurance. That's
the main message I would like to leave with you today, that con-
necting at the heart level is what really prevents behavioral symp-
toms. People feel more secure, more loved, that's how we prevent
agitation from occurring. If we do it on a consistent basis, just stop-
ping and saying "hi" to somebody, taking 15 seconds to do that,
using appropriate body language, bending down to their level so
that you are not towering over them in some imposing figure.
Those are the things that really work for these folks.

What I would like to do in the last few minutes is share with you
something that I call the hidden costs of psychoactive drug misuse
in long-term care. I have been talking about this subject for many,
many years, and I think it's really important, if we want to effect
change in this area, that we be very pragmatic about how we do
that.

We need to understand that the long-term care industry is a
business. Although it's a business to help people and to take care of
people, it is a business and there is a bottom line that needs to be
attended to. We can't be too naive and think that isn't the case.

So thing it's important to look at the cost effectiveness of de-
creasing drug therapy, not just in the costs of drugs, but in terms
of the indirect costs of drugs. When we look at the costs involved in
urinary incontinence in the nursing home setting, for example,
there is labor from the nursing assistant, supervising time for
nurses, the housekeeping costs, the cost of labor for that.

We are talking about the costs from laundry, from depreciation
of washing equipment, detergent costs, cost of electricity-and
where I come from in California, water is every expensive-sup-
plies, disposable bedpans, briefs, catheters, skin products. Some of
these things are a cost to the nursing home, some of these things
are costs to the Government. In any case, it's a lot of money.

If we look at the daily cost of this, using information from an ar-
ticle in the Clinics and Geriatric Medicine from 1986 by a person
name Hu, at that time it cost about $6 a day to take care of a
person with urinary incontinence in a nursing home setting.

I do a monthly column for a magazine that goes to all nursing
homes in the country called "Contemporary Long-Term Care." Jim
Bowe, the editor of this journal, tells me that it now costs $12 a day
to take care of a person with urinary incontinence in the nursing
home setting. I know that this does not come as a surprise to those
of us who work in long-term care, or does the fact that study after
study has shown that over half of nursing assistant's time is spent
on incontinence related issues.

Sixty percent of the cost is labor, 24 percent laundry, 16 percent
is supplies. Now, if we take a hypothetical nursing home, "Tran-
quility Lane," a 100-bed nursing facility, and I apologize if anyone
is from a facility called Tranquility Lane. I don't think one exists.
You never know with a name like that, it's a catchy name, right?

Let's say, according to the national average, and this goes back
to 1976 data that was collected in a survey by the Department of
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Health, Education, and Welfare. This data was duplicated by my
former colleagues and I in a study that we did from Harvard Medi-
cal School that was in the Journal of the American Medical Asso-
ciation in 1988 looking at facilities in Massachusetts. About half
the people in nursing homes were on some kind of psychoactive
medication.

So, if half, or 50 of the residents in "Tranquility Lane" are on
psychoactive medication, of those half, let's say 20 people are incon-
tinent of urine due to a psychoactive drug. Let's say of those 20
people, we can get 10 of them off the medications, and they are no
longer incontinent of urine. For those 10 people, that's $120 a day,
$3,600 a month, $43,000 a year. That ain't hay.

Now let's say-remember, 60 percent of the cost was labor-let's
say we don't do anything to change the cost associated with labor.
So let's say we only save $18,000. Let's be even more conservative
and say $15,000. Let's say $10,000. What nursing home administra-
tor would not want to add $10,000 to their bottom line? It's a very
pragmatic approach to this kind of thing.

And the nice thing about this approach is not only do we have an
improved quality of life for our residents at this nursing home that
does this, we certainly are going to be saving money on inconti-
nence related costs. And I'm not talking about any other costs, the
time is takes to feed people who are on these medications, who are
much more likely to choke by the way, because these drugs actual-
ly paralyze the gag reflex. Or the time it takes to dress people, or
ambulate people, or all these things that are necessary because
people are oversedated.

That all takes staff time, and not only does it take staff time, it
takes staff energy, and people are more likely to get burned out as
well. So if we can shift staffing patterns around in positive ways, so
people can interact with people in these more humanistic ways, not
only is it going to help the residents, but it's going to help the staff
as well, because they are going to feel better about what they're
doing.

They are not going to be physically exhausted from what they
need to do each day, with the physical care of these people. They
will be able to sit and talk with them for a few seconds here, or a
few seconds there. It does not have to be sitting with them for half
an hour and taking their life story. It can just be for 15 or 30 sec-
onds, a minute, and that will be fine.

If that's done frequently throughout the day, people will recon-
nect. Remember that half the nursing assistant's time is spent on
incontinence related issues. They can use this extra time that is
broken away by people being off the medications that are causing
the incontinence to do these kinds of activities. This is what they
are currently complaining about, and rightfully so, that they don't
have the time to do a lot of things they really want to. People
know what they need to do. They see the effect of what they want
to do. They want to do these things.

I don't believe what I see in the newspapers, that people in long-
term care are these ogres that are torturing people and tying
people up in closets. Sure, this happens on occasion, and sure, it
happens through ignorance. But for the most part, this does not
happen through malintent. It happens because people feel they are
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between a rock and a hard place, and they don't know what else to
do. They need to be educated on what else to do.

We are certainly going to be complying with Health Care Financ-
ing Administration regulations in doing this. And there is also an
opportunity for good public relations for the nursing home. Imag-
ine the headline-"Tranquility Lane starts new program to reduce
unnecessary tranquilizers." I m sure people would flock to their
nursing home.

Now, in closing, you are going to hear a lot of information today,
information I hope you will find practically oriented and useful in
your work. But to me, the most important part of today is for all of
us to be in touch with the fact that this is not just another medical
topic. Ultimately, this subject is very much a matter of heart.
Changes in regulations are useful tools. And learning new and ef-
fective techniques for the assessment and monitoring of behavioral
symptoms are very important.

But the true seeds of change lay waiting in our hearts. For us to
stop the drugging of our elderly-this requires that we, who are
more aware of this problem, to help others to become aware, not in
a judgmental or accusatory manner. We can't allow our judgment
of what has occurred in the past to cloud our vision for the future.

We need to help every one of our colleagues feel the pain that
occurs when our fellow human beings are treated inhumanely.
This is what will encourage the development of new policies that
are not only cost-effective, but also people effective.

Then we need to be ever vigilant, that when such policies, regu-
lations, and guidelines are developed, that they aren't watered
down by those who are not sensitive to the enormity of this prob-
lem. How do we do this? By example, not by placing blame. By of-
fering alternatives, not by condemning others' therapeutic choices.
By carrying our message with an urgency and passion that will
move others to do the same.

Because true and lasting change will occur not through regula-
tions alone, but through a change in attitude, by an increased
awareness of the consequences of our actions, by helping others
bring to consciousness that which they wish to deny, that as pain-
ful as it is to realize, when we inappropriately administer antipsy-
chotic drugs, we are doing something that causes more harm than
good for the people we have dedicated ourselves to serve.

As the educator Herbert Spencer once said, the great aim of edu-
cation is not knowledge, but action. I want to thank you all today
for your kind attention, and I look forward with you all to a sympo-
sium filled with ideas that will help us carry this message to our
colleagues. Thank you very much.

For our first speaker on the panel today, we are going to have
Zofia Long. Zofia Long has been an administrator for 9 years, and
is licensed in both New Hampshire and Massachusetts. She ran the
first restraint-free nursing home in New Hampshire, and she is
now at the Highlands Long-Term Care Center, in Fitchberg, MA.

I had the great pleasure of visiting her nursing home in Massa-
chusetts, and I was incredibly impressed with what I saw there.
She has been leading efforts in Massachusetts to reduce restraint
use. She has taught workshops throughout the country and to Mas-
sachusetts State surveyors. And she has participated on a Massa-
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chusetts committee which is responsible for the publication of a na-
tional manual on restraint reduction.

Zofia.

STATEMENT OF ZOFIA LONG, ADMINISTRATOR, THE HIGHLANDS
LONG-TERM CARE CENTER, FITCHBERG, MA

Ms. LONG. Thank you very much for that nice introduction.
I would like to start off by saying I am very proud and honored

to have this opportunity to come and speak to you here in Wash-
ington. Out of all the workshops I have taught in the past, I think
a total of nearly 75, I am by far the most nervous at this one.

I want to begin by telling you that everything I will mention
today is only the tip of the iceberg. I have 20 minutes, and I am
going to give out some theories and ideas that can take as long as a
day to understand and comprehend. But I am excited about having
this opportunity to share with you the ideas we have been using at
The Highlands, and we have been using them very successfully.

I would like to start off by reading to you a little statement writ-
ten by my medical director, Henry Wieman, who is a geriatrician.
He wrote this paragraph, trying to describe what dementia is like.
I would like you to just listen to this for a minute:

Try to imagine yourself in the middle of the night. You are in bed, sleeping, you
might have had a few cocktails before going to bed. All of a sudden you have been
aroused by an alarming noise. You can't remember exactly what it was. Figuring
out what awakened you seems very important. But the harder you try, the more
elusive it becomes. In your half dream, half awake state, you mistake a shadow in
the room for an intruder. Maybe it's the monster you saw in the movie the night
before.

Now try to imagine that that state never ends. You can never awaken completely,
and you can't go back to sleep again. You are just suspended in midair. Objects are
hard to identify. Sounds are frightening. You can't tell the voices on the radio from
voices in the room. Your hands seem like they belong to someone else. You do
things backwards. You catch yourself trying to open a can with a pair of scissors.

All this makes you embarrassed, but most of all angry. Someone is doing this to
you. It's not fair, and you're going to get them. You start to cry out, and once you
start, you can't stop.

If this happened to you, how would you want to be treated? What usually happens
to people in this state-and add to that physical problems that might make this
problem worse.

I hope that kind of gave you an idea of what dementia might be
like. I hope none of you ever experience it, I certainly hope I never
do. Unfortunately, at this point it seems inevitable that at least 50
percent of us in this room might reach that stage sometime.

Now, I would like to make a few comments before I begin on my
interventions. In defense of the industry that I have been working
in for the past 9 years, I would like to state that I don't believe the
nursing home industry ever used chemical restraints strictly as a
convenience or discipline in caring for the elderly. They used it for
two main reasons: frustration-not knowing what to do with these
people and how to cope with these behaviors, and two, we continue
a standard of practice that is currently in existence in the acute
care industry.

The hospital industry has always been the mecca as far as health
care, and the long-term care industry has been the second class cit-
izen. Right now, the nursing home industry is faced with many
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new challenges and I sincerely hope that the hospital industry will
quickly follow suit.

One of the ways we have dealt with this frustration in trying to
deal with behaviors at The Highlands Long-Term Care Center is
through behavior logging. Behavior logging is step number one in
trying to reduce chemical restraints. What I mean by that is, you
take a log and describe a particular behavior, describe the exact
time of the behavior, and you monitor for 24 hours a day, 7 days a
week.

You do this with all your staff. You make them aware you are
doing this behavior log on a particular resident. For instance, if the
resident has had 13 outbursts of aggressive language in one 24-hour
time period, what you need to do is understand the time it oc-
curred, and what preceded the incident.

What this does is develop a pattern for you to determine what
might be causing the behavior. In the majority of our residents, we
have been able to determine what causes the behavior by using
simple behavior logging techniques. Once you know what causes
the behavior, you have to determine what the proper intervention
is.

The interventions we use fall into three basic categories. Number
one is simple distraction techniques. That's by far the easiest, and
the quickest to use. The second technique is agenda behavior,
which I credit to Joann Rader, who has developed that. The third
is validation theory, and I credit Naomi Feil for writing and study-
ing these behaviors for a number of years, and then finally teach-
ing and doing a lot of education across the country on how to vali-
date people's behaviors.

I am going to give you some basic examples of each type of be-
havior and each type of intervention. Hopefully this will give you
some insight on how to cope with these behaviors without the use
of chemical restraints. Some simple distraction techniques include
food, a calm approach, reminiscing groups, programming, tapes
such as relaxation tapes, a different environment, and family.
Those are just some very basic ideas, and I will tell you how this
worked on one of our residents, that I will call Peggy.

Peggy is about 85 years old and weighs 250 pounds, and has Alz-
heimer's disease. Every day at around 2:30, Peggy would come off
our unit and try to get outside the front door to catch the bus.
Now, of course, in front of my facility, the city bus does stop, so it
made my life even more difficult. So every single day we noticed,
we did the behavior log, it was 2:30 she's coming downstairs again.
Why does she have to do this? What's causing her to do this? She
would be very aggravated if you tried to stop her.

What we found out was she wanted to go home to make supper
for her family. She felt she had to leave this place to get home, be-
cause her family wouldn't be able to eat. When I first arrived at
The Highlands 2 years ago, I noticed the way they tried to get her
back into the building. In those days, they brought the geri chair
down, and three or four aides came to try to get this 250-pound
woman into the geri chair and bring her back up.

I said that's just not right. There has to be a better way to deal
with this person's behavior. She is very, very strong. So you can
imagine all the fighting that could take place when this occurred.
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What we did was talk to her daughter and said "Look, every day
she is trying to go home to cook supper for her family. I would like
you to be available on the phone at this time to talk to your
mother when she goes outside." So what we did was, every time
she goes out the front door, we would follow her and say, "Peggy,
your daughter is on the phone. Would you like to take the call, or
would you like us to take a message?' She would always say "I
want to talk to my daughter."

So she would come right back into the building. Of course, the
staff was upstairs frantically calling her daughter. She would get
on the phone and her daughter would say "Hi, Mom, I love you. I
won't be home for supper tonight. Don't worry about dinner." And
then Peggy would say "Oh, isn t that nice."

So this is a very simple distractive technique. If the daughter
isn't there, by chance, and we don't get hold of her, we say to
Peggy, "Peggy, we're sorry, your daughter had to hang up. She
says she loves you very much and she misses you." And Peggy then
says "What a nice message. My daughter is a good girl." And that
is 100 percent better than trying to get her back into the facility
through the use of a geri chair, with three or four aides coming at
her from different directions.

So that's a basic distraction technique that we used at The High-
lands.

Another intervention is the agenda behavior. What this basically
means, in the simplest of terms, is trying to meet the resident
where they are at. Every behavior has a purpose. People don't just
become agitated for no reason. Anxiety leads to agitation, which
then leads to aggression. So you have to understand the escalation
process. When you see a person start to become anxious, you need
to intervene immediately.

An example of agenda behavior that I want to share with you is
a gentleman called Levi. Every day at around 4 o'clock, Levi would
get very angry, very aggravated. He would almost pace like a caged
animal up on our special care unit. He would strike out at others,
he would swear. He was not very pleasant to be around. We
couldn't figure out what was causing this behavior.

We did the behavior log, and all we could determine was the
time. There seemed to be nothing in particular that preceded the
incident. We didn't know what we could do to prevent this from
occurring.

So at 4 o'clock every day, we at least knew we were going to
have to have some sort of intervention. What we did, however, was
call in his wife and have a more in-depth discussion with her about
his past. We had known that Levi was a factory worker his whole
life, but we never knew what shift. He always worked 4 o'clock to
midnight. So, at 4 o'clock, Levi wanted to go to work.

So we had to deal with that. How did Levi know what time it
was? Surprisingly enough, Levi had his big clock in this room. You
know in reality orientation, we always wanted to orient our people,
time and place? Big mistake.

We took the clock out of his room, and I know some of you might
think that's cruel, now the poor gentleman doesn't know what time
of day it is, but now at 4 o'clock, he does not get agitated. He
doesn't realize it's 4 o'clock. He doesn't think he has to go to work.
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So that's a very simple case of agenda behavior. It often occurs-
agenda behavior is often a good intervention at bathing time. If
some of you have been in nursing homes and you realize people
with Alzheimer's or related dementias often hate to bathe, and
when you go to bring them into the whirlpool or the shower, a lot
of screaming, yelling, and swearing takes place.

That's because the resident's agenda is different than yours. We
are forever bathing these people, dressing, and cleaning them.
These people, prior to the nursing homes, might have bathed once
a week. That generation often did, or even less frequently. They
might have had sponge baths their whole life. And here we are,
trying to put them in this thing that looks like a jacuzzi, which
they have never seen before.

So what you have to do is try to meet the resident where they
are, try to reach them at their agenda. When you do that, they will
not be as disruptive and agitated and angry when you do. Some-
thing as simple as bathing at night versus bathing in the morning,
or vice versa, often will help.

The last intervention I am going to mention is called validation
theory. This is the most complicated of the three interventions.
Validation theory, in simplest terms, means to validate the per-
son's feelings. That's the only way I can describe to allow you to
remember that.

A good example of that occurred-we have a resident named
John-every day he would come downstairs looking for the social
worker. He always wore a suit, jacket, and tie. In his pocket, he
always carried a certificate. It looked like stocks, like a stock certif-
icate. But it really wasn't. I'm not quite sure what it was, but it
was not anything of value.

Every day John was very frightened he was going to lose this. So
every day, he would come looking for the social worker, because he
thought she ran the bank, or the office downstairs. So he would
come to see her, and he would pull out this paper every day, he
could not communicate at all, but you could see his anxiety. He
would start shaking and take the piece of paper-he can't read it,
he doesn't know what to do with it-but he would be trying to
hand it to her. So what she had to do was try to figure out what
that behavior was. It was insecurity.

This gentleman handled the finances of this family prior to
coming into the facility and he felt he either had to pay his bills or
keep his money safe. So what we did was take the certificate from
him and put it in our safe. We showed him where the safe was.
Every day he would come down; the social worker would take it
out and show him it was safe, and he would go back upstairs. So
we validated his feeling of insecurity by doing this.

Because of this technique, his agitation level was greatly re-
duced. And we developed all this through the behavior log. We
didn't know this just by looking at this gentleman. We had to study
it, and decide what patterns were taking place. So that's a simple
example of validation.

Another one is people that are very disoriented, the very old, old.
These people often are uncommunicative. They won't respond, they
won't talk to you, they often walk straight, with tunnel-like vision.
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They often can't see peripherally, they are often crying or showing
a grimace on their faces.

We have one woman, her name is Susie. She walks constantly,
pacing, and always like this with her hands, very scared. Her eyes
are never looking at anybody or anything, just straight. She will
trip over everything; she does not see a thing when she's walking.
It's zombie-like.

No one had ever been able to communicate with her. It was very
frustrating for her daughters to come to visit. All she does is cry.
She cries a lot for no reason. What we tried to do is see how we can
communicate with her. I learned that this symbol is the symbol for
mother, the hand becomes a symbol for mother. She was looking
for her mother, as many of our elderly people who are disoriented
and are in this old, old category will do.

So what I did one day was go up to Susie and I started talking to
her, I got nowhere. Here I think I'm so smart, I'm going to validate
her feelings. Well, she wasn't responding at all to me. Then one
day I decided to use touch. I went up to her and gave her the
symbol for mother, which is this, on the cheek.

She looked at me, right in my eyes, grabbed my hand an walked
with me. That was a big step. It sounds like nothing, but that was
a tremendous step for this woman. So when she sees me now, I do
this to her cheek, the motherly symbol, and she will grab me. We
trained all the staff to do this, and now when they see her, they go
up to her and touch her face gently, and then she is receptive to
either her care or the person she's with.

So that was another simple way of validating this woman's feel-
ing that she is missing her mother.

Basically, that's all I wanted to talk to you about. Again, this is
the tip of the iceberg. I see that my time is up, and I want to thank
you for your attention. I hope that I didn't oversimplify this, and
you think I'm crazy. There is a lot of in-depth information that
goes along with these three basic techniques.

And I can honestly say, since I run a 168-bed nursing home, with
an overall 10 percentage of psychotropic drugs use at this point, I
think I can honestly say these techniques really work.

Thank you.
Mr. SHERMAN. Thank you Zofia, for that excellent presentation.

Zofia is very modest about what she does. But what she does is a
model for what nursing home administrators can do across the
country to improve care for residents in nursing homes.

Our next speaker is Dr. Elon. Dr. Elon is the Medical Director of
the Washington Home, which is a 180-bed nursing facility in the
District of Columbia. As an assistant professor of geriatric medicine
at George Washington University Medical Center, she was respon-
sible for teaching medical students, residents, fellows, nurse practi-
tioners, and physicians assistants about medical care in the nurs-
ing home.

At the end of this summer, she will be joining the medical school
faculty at Johns Hopkins University. It is a great pleasure to intro-
duce Dr. Elon.
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STATEMENT OF DR. REBECCA ELON, M.D., MEDICAL DIRECTOR,
THE WASHINGTON HOME, WASHINGTON, DC

Dr. ELON. It is a great pleasure for me to be here and address all
of you this morning. I would like to review a few things about the
medications we are talking about, and expand on the comments
David already made. I want to talk about the scope of the problem,
the regulations, and then discuss what are the controversial ele-
ments of the implementation of the regulations from the physi-
cian 's viewpoint.

I think I will be speaking for the minority opinion here this
morning. The overview of the controversial elements includes the
responsibility of the nursing facility regarding medical practice in
the facility and the role of the regulations in determining medical
practice. I would like to touch upon what I view as a failure of
medical education in properly equipping physicians to deal with
this population.

I would like to talk about residents' rights versus facilities'
rights, and also the rights of physicians. Then I would like you to
think with me a little bit about the battered woman syndrome.
This is an analogy that can perhaps help us to understand the rela-
tionship between nursing homes and physicians, as they have his-
torically been.

I would like to end on a positive note and talk about the future.
We are talking specifically about neuroleptic medications this

morning, the major tranquilizers, also known as the antipsychotics,
although in medical practice, they have a number of uses other
than treating people with psychotic symptoms. The most common
secondary use is to treat people with nausea and vomiting, as an-
tiemetic medications.

The three major drugs in this category are haloperidol, or Haldol
(sometimes the medical residents call this Vitamin H), Mellaril, or
thioridazine and chlorpromazine, or Thorazine. These drugs have
been commonly called chemical restraints. My own preference is to
avoid that phrase, because in clinical practice I have seen these
medications when they are appropriately used actually facilitate,
enable, or enhance an individual's functioning.

In our own nursing home, as we went through dose reductions
and drug holidays, we found several cases of individuals whose
function actually decreased as their medication was withdrawn.
For example, an elderly demented women who hallucinated that
she and others were on fire. When we couldn't understand why she
was throwing water at other people, it was because she was having
visual hallucinations that they were on fire. Small doses of these
medications controlled that symptom for her.

Another woman became very paranoid when her medication was
withdrawn such that she felt the sustenance she was receiving
through her gastrostomy tube was actually poison. Her function
improved when her medication was resumed. And another individ-
ual has hallucinations which were so distracting to her that she
could not attend to the process of eating, because she was so dis-
tracted by what she was seeing around her.

So although I would be the first to acknowledge that this class of
medication has been overused and inadequately monitored in the
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nursing home setting, my own preference is to use a more neutral
langauge and talk about the use and misuse, the appropriate use
and the inappropriate use, adequate monitoring for efficacy and
side effects, and inadequate monitoring for efficacy and side effects
of this class of medications.

Why is this particular class, and this particular class alone, at
this moment targeted for heightened regulatory scrutiny? I think
that David outlined some of these issues. These are very potent
drugs. The vast majority of people living in nursing homes who are
receiving these drugs do not suffer from psychosis. But in fact they
are elderly individuals with dementia.

There was a recent article in JAMA which is called a meta-anal-
ysis, where they take all the reasonable studies on the efficacy of
these particular drugs and try to come up with a conclusion based
on all the different data. The conclusion of the meta-analysis of the
literature was that in people with dementia, neuroleptic medica-
tions are only moderately effective in improving target behaviors,
about 20 percent of the time.'

Well, with most medical interventions, if it's only effective 20
percent of the time, you wouldn't use it if you had something more
effective to use. But when you don't know what to do, you do what
you know. And unfortunately, physicians have been trained in the
acute care model and have carried what has been taught to them
as standard of practice in the acute care hospital into the nursing
home. We will discuss this more in a moment.

Another reason why this potent class of medications has been
specifically targeted is what David alluded to earlier, and that is,
they can have irreversible, severe, side effects in this group of frail
elderly people (eg., tardive dyskinesia).

My biggest praise for OBRA 1987 is that OBRA 1987 has really
brought long-term care into a leadership role in geriatrics that I
don't think it had prior to the implementation of OBRA 1987. That
is, previously this discussion of drug therapy and physicians' use of
drugs in the nursing home was a medical issue-or at least doctors
thought so-and it was a private issue. With OBRA 1987 this has
become a public issue, a public idea, something that is debated
openly. And I think that is one of the greatest things OBRA has
done.

So what was the scope of the problem before the implementation
of OBRA 1987? Studies reveal that somewhere between 20 and 45
percent of residents in nursing homes were being given these medi-
cations.1 In our own facility, we had about 15 percent of our resi-
dents taking neuroleptic medications before OBRA. Now we are
down to about 7 percent. Currently, I believe that these 7 percent
of our residents who are taking these medications have good medi-
cal indications for them.

In a study published in the Journal of the American Medical As-
sociation in January 1991,1 it was stated that about half of the resi-
dents in nursing homes on neuroleptic did not have documentation
of a diagnosis or a specific condition to justify their use. Therefore
about half of the neuroleptics use would be considered ineligible for

'See p. 149.
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use, based on the new regulations, simply due to lack of documen-
tation. Now, if the physicians go in and do all the documentation,
that does not necessarily improve practice. But you can't judge
practice until you have documentation for why the drug is being
used in the first place.

Now, instead of reviewing the drug therapy regulations, I am
going to assume that most of you here know what the regulations
are. I am just going to highlight certain points. Perhaps the biggest
one, and for physicians, the most pivotal and controversial element
of the drug therapy regulations, is that nursing homes are now
held responsible and are subject to sanctions for some things that
previously they did not have direct control over. That is, physician
behavior and prescribing practices in the nursing home.

Currently, the facility must ensure that residents being given
these drugs meet Federal criteria. However, facilities don't pre-
scribe. Physicians prescribe. Physicians have the legal authority,
the responsibility, the liability, hopefully the education and train-
ing, for prescribing medications for individual residents.

In hospital practice and in outpatient practice, physicians are
subject to peer review, which is often informal. That's an internal
sort of review. Physicians are subject to review by State licensing
boards, county or State medical societies, and more recently, physi-
cians are subject to external peer review organizations in scrutiniz-
ing their practice. Physicians typically have not had scrutiny of
their practice in the nursing home setting.

Being a medical educator, I repeatedly ask myself this question:
How have we come to this position where the Federal Government
is telling physicians how they can and cannot practice, how they
can and cannot prescribe this class of medication in the nursing
home. And the answer I have to give myself is that medical educa-
tion has failed physicians in this realm, I believe.

In my own training, I entered medical school in 1977. There was
not a single course offering at that particular time in geriatrics or
long-term care. Throughout my entire training in internal medi-
cine and even in my geriatric fellowship training, I did not get
formal education about long-term care and taking care of this class
of residents. Now, I believe there is an increasing cadre of people
really interested in this area and trying to make a change and edu-
cate physicians about medical practice in nursing homes.

But I believe that the reason we are at this juncture as physi-
cians with the Federal Government dictating the details of our
medical practice is because institutions of medical education have
not been particularly interested in the needs of the nursing home
population.

There is a question I would like to pose to all of you, and it's a
difficult one for me to ask. It's a difficult one, I think, to answer.
But the question is, is there a parallel to be drawn between the
recent Supreme Court decision in which physicians working in clin-
ics receiving Federal dollars cannot counsel their patients about
the option of abortion (Rust v. Sullivan) and OBRA 1987 telling
doctors under what conditions they may or may not prescribe medi-
cations?

Personally, I believe that the drug therapy guidelines outlined in
the regulations and the interpretive guidelines generally reflect



19

good medical practice, and I endorse them and I support them. And
I teach them. However, when I ask myself about the parallels be-
tween the Federal Government telling doctors what they can and
cannot do in clinical practice, I have to answer myself that yes, I
think there is a parallel there.

In medical practice, there is an imbalance of power. Before I
became medical director of the Washington Home, I was medical
director of an Alzheimers day treatment center. I worked with an
excellent nurse. She used many techniques similar to what Zofia
was telling you about earlier in dealing with problematic behaviors
that would arise during the day with a large number of demented
elderly people.

She was really an expert at recognizing side effects of neurolep-
tic medications. She would often counsel the families to go back
and take mom or dad or grandma or grandpa back to the doctor
and tell them about these things. They can't get up out of the
chair, they are drooling, shaking, having trouble swallowing, can't
stay awake. She would tell the families to ask the doctor if it could
be the medications and whether the dose of the medications could
be lowered.

As medical director, I supported her in this practice. And most of
the time the physicians she worked with were very amenable to
getting feedback about efficacy and side effects, and lowering the
dosages. However, there was one doctor that wrote her licensing
board and said "This nurse is practicing medicine without a li-
cense" because she was making a clinical judgment about side ef-
fects of medication. There is a power imbalance that exists.

However, there are also an increasing number of physicians who
will support nurses and others in trying to do what's best for the
patient.

One public policy avenue which may help improve physician edu-
cation in long-term care is the reathorization of the Graduate Med-
ical Education Act. Some of you may be aware that Medicare dol-
lars, in fairly significant amounts, go to support residence training
of physicians who are practicing in the hospital. This Act has done
a lot to fund post-graduate medical education. But the backside of
this is that residency programs don't get paid per capita dollars
when residents are not in the hospital.

So residency program directors don't like to send their trainees
out to nursing homes. If they can't show that the bodies are in the
hospital, they can't get the dollars. Perhaps there are some of you
here here who would have the ability to see if perhaps the Gradu-
ate Medical Education Act could do something to fund medical edu-
cation in the nursing home, because it is sorely needed.

Nursing homes-and I believe this is thought the guidance of
OBRA-are currently taking the leadership role in decreasing
physical restraints and eliminating the inappropriate use of anti-
psychotic medications for older people. As I try to think about how
these devices and these drugs became so widely used in nursing
homes historically, I believe it is because physicians and nurses
were always trained in the hospitals, they learned how to do things
a certain way, and then they went out to the nursing homes and
did what they always had done in the hospitals.
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I believe through the leadership of OBRA, it's time for the nurs-
ing homes to turn around and start teaching the hospitals. I would
like to tell you two stories, which illustrate this point.

My mother's neighbor is 91 years old. She lives in a small town
south of Chicago. She and her elderly husband would often have to
call in the local police in this town of Kankakee, because they
would both fall, or some other bad thing would happen and the
local cop on the block would come and help them out.

She had to have surgery. She was transferred to a tertiary care
teaching hospital in Chicago. After surgery, she was tied down in
her bed. She is very alert and cognitively intact. And she was able
to reach the phone. She called the police in Kankakee and said "I
am being tied down against my will. Come up here and do some-
thing about it." Well, Kankakee is about 50 miles south of Chicago,
and they didn't make the drive.

But they did call the Chicago police department and the Chicago
police department sent an officer to a surgical ward in a tertiary
care hospital and went to talk to this woman, and got the nurses in
there, and basically told the nurses they were violating her civil
rights. She was untied.

One of my own patients from the Washington Home was admit-
ted within the last couple of weeks to an acute care hospital for the
treatment of a heart attack, an acute myocardial infarction. When
I went in to make rounds, she had a POSY restraint on, she had
both of her wrists tied down, and she was very agitated. I said
"What's the matter?" She was an old medical surgical nurse her-
self, 89 years old, she retired at the age of 75.

She said "Look at this. This is horrible. They have tied me
down." So I untied her. The nurse came in saying "What are you
doing?" In looking over the orders, the resident had been giving
her 5 milligrams of Haldol intravenously all night long. We had a
real education session that morning.

Another issue under OBRA 87 is that residents have the right to
choose a physician. I endorse this right. But the resident's right to
choose a physician has to be exercised within the facility's right to
make sure that physicians know the rules of the game, and that
the nursing home has the authority to enforce the rules of the
game.

Physicians also have rights, and physicians have rights to due
process. If a physician is cited for being out of compliance with the
regulations, the physician should also have the right to defend his
or her medical practice in the nursing home.

In the past, I have heard nursing home administrators, medical
directors, directors of nursing say: "We cannot hold our doctors to
all these standards, because if we make them angry or upset, they
will leave, and we don't have anyone to replace them."

This is where the analogy to the battered woman syndrome
comes into place. You can't live with them, and you can't live with-
out them. For an abused woman to break the battered woman
cycle, she must examine her own needs and dependencies, develop
the insight and courage to leave an abusive situation, break old
patterns of interaction and realize that she is a worthy person de-
serving of something better. Then she has to know there is some-
thing better out there.
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Nursing homes need to realize that their residents deserve the
best medical care. It's a vicious cycle, when the nursing home says
"I can't enforce these standards, because my doctors will leave."
On the other hand, if they don't enforce high standards to begin
with, they are not going to get good doctors in there to practice.

In medical education, we are trying to equip a cadre of people
interested in long-term care, trained in geriatrics, to fulfill these
roles and provide good medical leadership within the nursing home
setting. The American Medical Directors Association, AMDA,
which now has 1,400 members, is taking a leadership role in certi-
fying medical directors, and providing educational programs for ad-
ministrative, management, and leadership skills for physicians al-
ready in practice as nursing home medical directors.

Nursing homes should not be afraid to set high standards and
should work with physicians through strong, positive medical direc-
tion, to realize that they can break the patterns of negative inter-
action between physicians in nursing homes and move forward
with quality medical leadership to implement the guidelines of
OBRA 1987.

Thank you.
Mr. SHERMAN. Thank you, Rebecca, for your comments. Very

well said. I wish we had more doctors in our nursing homes like
Dr. Elon.

Our next speaker is Jeanine Mount, who has a Ph.D. in sociolo-
gy. She is both a sociologist and pharmacist on the faculty of the
Social and Behavioral Pharmacy program at the University of Wis-
consin-Madison. Her research interests focus on how service organi-
zations and professionals working within them provide care to per-
sons with complex physical, psychological, and social needs.

And important for this particular forum, I think, she has been
involved for the past 6 years in a project called the Wisconsin
Nursing Home Use Project, a large field study describing the pat-
terns and analyzing factors influencing psychotropic drug use and
quality of care of elderly nursing home residents.

Dr. Mount.

STATEMENT OF JEANINE MOUNT, PH.D., UNIVERSITY OF
WISCONSIN SCHOOL OF PHARMACY, MADISON, WI

Dr. MOUNT. I would like to begin by recognizing two important
sources of support for the work that I will discuss today. One is the
collaboration of my colleagues at the University of Wisconsin
School of Pharmacy, particularly Dr. Bonnie Svarstad, also Dr.
C.A. Bond and Ms. Elizabeth Tesdahl. Each of them has been
highly involved in development of the Wisconsin psychotropic
screening protocol (WPSP), the instrument I will be discussing.
Second, I would like to recognize that this work has been facilitat-
ed by funding from the National Institute on Aging and the Na-
tional Institute of Mental Health.

My comments today focus on using screening criteria to assess
the appropriateness or quality of antipsychotic use among nursing
home residents. My objectives are: (1) to analyze various types of
criteria we might use to assess appropriateness of antipsychotic
use; (2) to discuss the notion of "screening criteria"; (3) to identify
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strengths and weaknesses associated with use of screening criteria;
and (4) to discuss how screening criteria can be developed, adapted,
and applied within ongoing quality assurance systems.

In the last few years, we have been forced to come to grips with
two difficult realities in contemporary nursing home care. One is
that nursing home staff members, nursing home residents, policy-
makers, and funders alike are being confronted with numerous se-
rious concerns; inappropriate use of psychotropic medications is
one of these concerns. The second is that budgetary and personnel
constraints are likely to continue to influence nursing home oper-
ations. It is unrealistic to assume that nursing home care will expe-
rience a substantial infusion of new funds or a tremendous in-
crease in the availability of essential personnel.

ASSESSING QUALITY OF ANTIPSYCHOTIC DRUG USE

In this context, inappropriate use of antipsychotic medications,
particularly their use as chemical restraints, has developed as a se-
rious cause for concern. Many researchers have provided us with
documentation of the high quantity and wide variations in antipsy-
chotic use in nursing homes.

Our focus currently is changing, however. Rather than looking at
aggregate patterns describing the quantity of antipsychotic medica-
tions used, we now are interested in indicators of the quality or ap-
propriateness of antipsychotic use and we are interested in evaluat-
ing this at the level of the individual resident.

Unfortunately, assessing quality on an individual resident basis
has two substantial problems: it is expensive to perform and it fre-
quently is difficult for care providers to agree on what constitutes
appropriate use. Each of these factors has the potential to limit the
effectiveness of efforts to improve antipsychotic use.

Use of screening criteria and screening procedures-also known
as case-finding procedures-offers a helpful tool for efficiently and
reliably identifying individual residents who are at greater risk of
inappropriate care.

What are screening criteria and how can they be used? Simply, a
criterion is a standard or rule that one can use to make some judg-
ment. We can distinguish among several different types of criteria
that have been applied within health care. The first type, clinical
criteria, evaluate appropriateness of care on the basis of treatment
outcomes as observed in individual residents. Because they utilize
such highly particularized bases for determining appropriateness,
clinical criteria often are viewed as providing definitive evalua-
tions. Their reliance upon expert knowledge and in-depth assess-
ments make systematic application of clinical criteria both difficult
and expensive, however.

A second type of criteria, what might be referred to as legalistic
criteria, have been developed to address difficulties inherent in
clinical criteria. Legalistic criteria offer the advantages of efficient
and reliable application. Their scope, however, historically has
been limited to examination of inputs into the care process or the
processes employed in care provision. It frequently is argued that
these lack direct connection to individual residents' quality of care
outcomes or quality of life.
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A third type of criteria, normative criteria, are pattern-oriented
criteria based upon factors that generally are associated with posi-
tive resident outcomes. This type of criteria serves as the basis for
the Wisconsin psychotropic screening protocol. Specifically, we
have focused on the model psychopharmacologic screening criteria
that have been developed by the American Psychiatric Association
and endorsed by numerous medical associations in the United
States. These criteria are supplemented with psychotropic drug use
recommendations that have been accepted by the U.S. Pharmaco-
peial Convention and/or the U.S. Food and Drug Administration.
This approach offers the advantages of providing valid, up-to-date
criteria. In general, these criteria are indicators of appropriate psy-
chotropic drug use and are associated with positive resident out-
comes. Formalizing them into explicit protocols offers the addition-
al advantages of reliability and efficiency.

There are, of course, alternate sets of criteria that might be used
in evaluating the quality of antipsychotic drug use. While we focus
on the APA-developed criteria, criteria associated with OBRA 87
are a second set. Guidelines developed by the American Society of
Consultant Pharmacists reflect yet a third. Although they differ in
specific details, these sets of criteria have many common elements
and any could be adapted for use in a screening protocol to review
antipsychotic use among nursing home residents.

THE WISCONSIN PSYCHOTROPIC SCREENING PROTOCOL

Screening, then, refers to a systematic evaluation of individual
residents' care. The purpose of such examination is to identify
those cases that do not conform to target criteria. Of interest here
is the systematic evaluation of residents' antipsychotic drug orders
and determination of whether they are in conformance with crite-
ria that we have identified as relevant.

Thus, screening protocols focus on identifying deviations or in-
stances where practices do not conform to professionally recognized
norms. It is important to recognize that such instances may or may
not represent real problems in medication use. Rather, application
of screening or case finding procedures results in identification of
cases where there is an increased likelihood that a given practice-
such as antipsychotic use by a particular nursing home resident-is
inappropriate. Cases with deviations warrant further in-depth ex-
amination to determine their clinical correctness. Other speakers
in this forum have commented on the importance of such assess-
ments.

The Wisconsin psychotropic screening protocol is an instrument
for screening nursing home residents' antipsychotic, antidepres-
sant, antianxiety, and hypnotic drug orders. The preface and an-
tipsychotic sections of the protocol are included here; a complete
copy of the WPSP is available from the authors.

Several important characteristics of the WPSP should be noted.
First, the WPSP is a screening tool specifically designed to identify
potential psychotropic drug therapy problems. As discussed earlier,
cases identified through its application are those failing to conform
to some professionally recognized criterion and may or may not re-
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flect actual drug use problems. Cases that are identified warrant
more in-depth examination.

Second, from the antipsychotic portion of the protocol, it is obvi-
ous that it does not include all potential criteria for evaluating
drug use. Rather, we have selected for inclusion those criteria that
can be ascertained reliably from generally available information
sources. This recognizes the fact that certain types of information
may be unavailable, difficult to ascertain, or unreliably recorded.
For example, in the WPSP we do not evaluate whether critical ad-
junctive services-such as laboratory monitoring-are being provid-
ed or whether critical adverse developments-such as medication
side effects-are present in a particular resident's case. While such
information is quite important, its collection requires additional
effort and may be more appropriately considered during subse-
quent in-depth assessments.

Finally, the WPSP utilizes consensus criteria. Such criteria have
been examined closely by expert review groups and a consensus
has been reached that they are appropriate criteria for use in re-
viewing drug use.

In the antipsychotic portion of the Protocol, you see the content
and diversity of criteria relevant to screening antipsychotic drug
orders. (Note that these criteria are for use only in evaluating an-
tipsychotic medications that are being used for the purpose of ad-
dressing a resident's mental health problems.) The first, most fun-
damental question asked is whether the resident has an appropri-
ate diagnosis or indication substantiating antipsychotic use. Obvi-
ously, this criterion may not be met if a documentation problem
exists or if there simply is no appropriate reason for use. The next
two criteria are related to duration of antipsychotic use, whether
too short or too long. Criteria 4, 5, and 6 relate to inappropriate
concomitant drug use. Remaining criteria evaluate the presence of
any contraindications for use and whether the dosage falls within
the recommended age- and diagnosis-specific range. Note that
under- and overdosage are considered parallel concerns.

The structure of this set of criteria enables efficient, reliable re-
views to be conducted by anyone who has received basic instruction
in its use. Familiarity with drug terminology and medical records
is necessary. Once training is completed and the records for indi-
vidual residents have been assembled, reviewers require on average
only 10 minutes to screen each resident's psychotropic drug orders.
In other words, all antipsychotic, antidepressant, antianxiety, and
hypnotic drug orders, the bulk of all psychotropic medications one
might wish to evaluate, can be evaluated in a brief period of time
by any trained reviewer.

It is important to recognize that screening protocols have two po-
tential weaknesses. First, as is the case in any type of screening in-
strument, there is the possibility of false positive results. For exam-
ple, we may identify cases that deviate from screening criteria
where subsequent application of clinical criteria leads to the con-
clusion that observed drug use is entirely appropriate. Such over-
specification of potential problems is seen fairly commonly. Alter-
natively, false negative review results are likely if we focus on a
very small number of criteria or if an extremely wide range of
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practices is recognized as acceptable. Either situation can result in
underidentification of cases where real problems exist.

Estimating and attempting to control the rate of false positive
and false negative results are other challenges presented to facili-
ties that choose to employ screening procedures. Involved staff
members must assess the validity and reliability of their protocols,
based upon their experiences with application in specific facilities.

DEVELOPING AND APPLYING A SCREENING PROTOCOL

What might nursing home staff members with an interest in
using an antipsychotic screening protocol need to consider? First,
selection of sound criteria and incorporation of the most-up-to-date
standards for drug use insure that the reviews are relevant and
timely. Second, involvement of nursing, medicine, pharmacy, social
work, and other appropriate staff members in efforts to develop
and/or adapt a protocol can promote the type of collaborative rela-
tionships that are essential for reducing use of chemical restraints
and address other complex resident care problems. Third, because
different nursing homes experience different concerns and different
opportunities, the protocol should be tailored to the individual fa-
cility's circumstances. For example, data availability and medical
information systems differ across facilities and permit reviews of
varying depth or complexity. Some facilities may be able to mar-
shal additional pieces of information that allow more complete as-
sessment of the appropriateness of antipsychotic use. Some may
have that ability to computerize review procedures.

Once a protocol is finalized, its application often can be carried
out by staff members with modest skill levels. Expert knowledge,
as one might expect the medical director, physicians, the nursing
director or the consultant pharmacist to possess, is not required.
Consequently, we are able to involve a larger number of staff mem-
bers in the process.

This has the potential disadvantage of complicating the system,
although it has two clear advantages: It spreads the workload over
a larger number of individuals and it can involve those staff mem-
bers who are most directly responsible for providing care to the
specific resident whose drug orders are reviewed.
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Dr. MOUNT. Overall, as shown in Figure 1, such a system reflects
a true multidisciplinary effort in the development of the protocol,
implementation of the review system, and feedback regarding
review results. It recognizes and builds upon the social system of
the nursing home, rather than imposing an artificial structure.
Further, application of screening protocols can move beyond identi-.
fying individual residents whose care requires closer evaluation. It
can be incorporated into an ongoing quality assurance system and
used, for example, during quarterly care planning meetings or
annual resident assessments.

No set of drug use criteria or guidelines should be universally
adopted or indiscriminately applied to any nursing home; vari-
ations in personnel, data availability and access simply argue
against this. Consequently, one must continually evaluate (1) the
appropriateness of review criteria and associated practices, and (2)
how productively they are being applied within a given nursing
home.

Persons who have contact with several nursing homes (e.g., ad-
ministrators working in multifacility organizations, pharmacists
working in long-term care pharmacies) should recognize that these
kinds of screening procedures can be applied across nursing homes,
to identify where causes for concern exist. This moves us beyond
examining care of individual residents and permits analysis of the
quality of antipsychotic use patterns within particular nursing
units, particular nursing homes, groups of residents with particular
diagnoses, and so on.

EMPIRICAL FINDINGS

Description of the appropriateness of antipsychotic use and anal-
ysis of factors associated with observed variation in appropriate-
ness of use are two goals of the Wisconsin Nursing Home Study.
This is a study of about 2,000 residents in 18 randomly selected
skilled nursing homes in the State of Wisconsin. Information de-
scribing this sample is presented in Table 1.

In addition to analyzing all residents included in this sample, we
have used case-mix referencing procedures to identify several
groups of residents who warrant particular concern. These are resi-
dents who have diagnosed: (1) affect disorders, (2) psychotic disor-
ders, or (3) dementia in addition to (1) or (2).

Results presented in Table 2 address the question: What charac-
teristics of nursing homes (as organizations) predict that a higher
quantity of antipsychotic medications will be used in the facility?
(Quantity is measured here as the average number of doses of an-
tipsychotics administered during a 30-day audit period.)

Several patterns are clear. First, when use among all nursing
home residents is analyzed, a wide variety of characteristics are
significant predictors of the quantity of antipsychotic medication
used. Significant predictors of higher antipsychotic use include:
lower per diem rates for Medicaid residents, higher percentage of
Medicaid-paid residents in the facility, and lower percentage of
residents who can be described as frail elderly residents.

Second, when we control for differences in facility case-mix by fo-
cusing on our three more diagnostically homogeneous resident

47-284 0 - 92 - 2
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groups, most observed correlations are reduced and become statisti-
cally nonsignificant. In other words, differences observed across fa-
cilities in the quantity of antipsychotic medication used generally
appear to be due to systematic differences in resident case-mix.
There are a few exceptions to this pattern and each is related to
operation of the Medicaid program. Most notable is the finding
that among residents with affect disorders, residing in a facility
with lower Medicaid per diem rates is strongly related to adminis-
tration of a higher quantity of antipsychotic medications (Pearson
r = -0.75). (It is not clear why these residents with affect disorders
are receiving antipsychotics; this might be an indication of chemi-
cal restraint use.)

A substantially different pattern emerges when we analyze pre-
dictors of the quality of antipsychotic use, as measured by the pres-
ence of polymedicine (i.e., concomitant use of >2 antipsychotics
and/or use of >2 psychotropic medications in addition to an anti-
psychotic medication). When the total sample of residents is ana-
lyzed, a wide variety of facility characteristics again are signifi-
cantly related to the quality of antipsychotic use.

Analysis of the subgroups of residents with diagnosed mental ill-
nesses reveals quite a different story from that above. When the
group of residents with psychotic disorders is considered, none of
the selected facility characteristics appears to be related to the
quality of antipsychotic use. However, among residents with affect
disorders and those with dementia in combination with another
severe mental illness, we see that multiple facility characteristics
remain significantly correlated with the quality of antipsychotic
use. A facility's source and amount of financial resources, adminis-
trative stability, nurse staffing, size and resident mix characteris-
tics are statistically significant-or marginally significant-predic-
tors of the quality of antipsychotic use within these facilities.

Recall that in these analyses, our goal is not to identify factors
that place individual residents at higher risk of high quantity or
poor quality antipsychotic use. Rather, we are identifying factors
that place entire facilities and their residents at increased risk.

I would like to end here on a positive note. Unfortunately, the
empirical results of our research make that difficult as they sug-
gest that certain characteristics inherent in the structuring of long-
term care place certain types of facilities-and persons residing
within them-at increased risk of poor quality antipsychotic use.
And many of these factors appear to be very difficult to modify so
as to modify that risk.

Mr. SHERMAN. Thank you, Dr. Mount. It was very interesting to
see the final results of that research project.

Our next speaker is Judith Welty, who is a consultant pharma-
cist with an organization called GPS Health Care out of Harris-
burg, PA. Judy is a consultant coordinator who is responsible for
the development and implementation of consultant pharmacist
programs for long-term care facilities in Pennsylvania and New
Jersey.

She coordinates and supervises the activities of consultant phar-
macists in her group. Judy is one of those consultant pharmacists I
was talking about earlier, who represents many of the consultant
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pharmacists in the country who are doing some really good things
that we are going to hear more about now.

Judy.

STATEMENT OF JUDY WELTY, CONSULTANT PHARMACIST, GPS
HEALTH CARE PHARMACY SERVICES, HARRISBURG, PA; AC-
COMPANIED BY JANET STEIN, RN, CONESTOGA VIEW NURSING
FACILITY, LANCASTER COUNTY, PA
Ms. WELTY. Good morning. It's very exciting for me to be here

today to address you and to represent consultant pharmacists all
over the country.

I think if we wanted to briefly subtitle this program, we could
maybe call it "OBRA From the Trenches." I have to be honest with
you, though, this is my first trip to Washington, D.C., and when
you're a native of a place called Puzzletown, PA, the Nation's Cap-
ital is a bit intimidating, so I am going to try to tough this out.

I would like to say a few words about GPS Health Care, our com-
pany. We are a full service, long-term care pharmacy company: We
offer what we call the core business-tablets and capsules, and we
provide i.v. therapy. We have a nursing branch that provides con-
sultation to long-term care facilities and we have a respiratory
therapy branch. We service approximately 12,000 beds in Pennsyl-
vania and most recently in New Jersey.

About a year ago, GPS developed what we call an antipsychotic
monitoring program for the facilities we serve. It consists of three
parts: two formalized in-services and many informal in-services
along the way, a behavior monitoring form which the nurses use to
track behavior problems and medication side effects. The third part
of the program is a monthly report which we generate, with com-
ments from the pharmacists and from our medical director, rela-
tive to the quality of drug therapy.

We currently have about 20 facilities that participate in this pro-
gram. Many of them will be the facilities I talk to you about today.

At this time I would also like to introduce, camouflaged behind
the screen here, my colleague Janet Stein. Janet is a registered
nurse and also a nursing home administrator in Pennsylvania. She
currently is Director of Utilization Review and Quality Assurance
at Conestoga View Nursing Facility, which is the county home of
Lancaster County, PA.

Conestoga View is a 450-bed home and it is the county home.
They have approximately 300 nursing personnel there, a staff of
three full-time physicians who are in the building every day and
who make rounds daily on the residents. Our company, GPS, main-
tains an in-house pharmacy there, and that is our connection with
Conestoga.

In June 1990, GPS and Conestoga jointly entered into a pilot pro-
gram to see how many Conestoga View residents we would be able
to get off antipsychotic drugs, or doses we could decrease. Since a
lot of the data and the residents I will talk to you about today are
from Janet's facility, I thought it would be appropriate for her to
be here to present some information to you, and also to be avail-
able for questions during the question period.

I would like to present to you Janet Stein.
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MS. STEIN. I have the pleasure of telling you a few stories, and
Judy gets to present the dirty data from the study.

Imagine that you are an 85-year-old gentleman. You have been
married for 60 years. You have been living in the same house for
50 of those years, slept in the same bed, eaten breakfast in the
same space by the garden window almost daily for those 50 years.

Your wife died a few years ago. Since then, you've been running
the house yourself. You've been doing the laundry, the cleaning,
the gardening, and the finances. You have even managed to cook
for yourself.

Lately, though, you've been experiencing a few medical prob-
lems. You don't really feel you want to continue to run this large
house by yourself. You decide, after talking to your daughter, to
admit yourself to a nursing home.

On the day of admission, you and your daughter work in the
morning to close the house. By the time you get to the nursing
home and through the admission process, you are tired. So the
nurse on the unit offers to bring you a dinner tray to your room.
Tomorrow you will begin eating in the dining room with the rest of
the residents.

You wonder where it is and how to get there. But you assume
that one of the staff will probably escort you to the dining room.
The first night passes, and you sleep well in spite of the totally new
environment. The next morning you are hungry. You are really
ready for breakfast. Since no one seems to be available, you follow
a group of residents, and something that smells like breakfast, to
the dining room.

After breakfast, you leave the dining room, and you aren't quite
sure which way to turn-right or left? You wish now you had paid
more attention to the directions coming down, than to your hunger
pains. You make a choice. You turn left. Nothing looks familiar to
you, but you see a door at the end of the hallway, and you decide,
if I can just get outside and look at the building, I can orient
myself to the facility and find my way back to my nursing unit.

But before you reach the door, someone comes into the hallway
and takes you by the arm. She reads your i.d. bracelet and leads
you back to your nursing unit. She doesn't say anything to you, but
you hear her tell a nurse "This gentleman was confused." Label
number 1. "And wandering in the hallway." Label number 2. "I
caught him before he got out the side door.'

The nurse, fearing you might try to leave again when no one was
watching you, calls the physician. You hear her tell another nurse
that she is getting something for you called a restraint. You don't
know what that is, you haven't been in a nursing home before. But
four people approach you without explanation. They begin to tie
you into a wheelchair with a band around your waist.

You try to talk to these people. You try to reason with them.
You try to explain to them an innocent wrong turn, but no one lis-
tens. They are all intent on tying you into your chair. You feel
helpless and frightened and then you get very angry.

You begin shouting and struggling against the restraint. You be-
lieve that perhaps that will get their attention. It didn't. You kick
and hit at the staff and that gets their attention. You then hear a
nurse say, "He's really combative." That's label number 3. "I'll call
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the doctor for something." That's good, you think. Maybe the
doctor will come and put a stop to all this foolishness.

The doctor is busy on another unit. He hears that you kicked a
nursing assistant. He is comfortable with the competence of his
nurses. And they are competent. They always seem to know their
patients, he thinks. So the doctor does order something for you,
Haldol, 2 milligrams, i.m.-immediately. And four times a day if
necessary.

In a few days, your spirit is broken. The very thing you needed
to survive and thrive in this new home is gone. You no longer fight
the restraint or the staff, and they seem to like you better that
way. They compliment you on your good behavior.

The charting progression in this case, though, tells a different
story. Within 3 weeks, the gentleman in question was a total care
resident. He was fed, bathed, could no longer walk independently,
and couldn't even marshal enough spirit to communicate coherent-
ly. Unfortunately, the story is not unique. It occurs all over the
Nation in nursing homes and has been occurring for some time.
This is why I, like David, support the intent of the regulation Sam
Kidder has written.

This story, and some others, were addressed by the study we did
at Conestoga View in 1990. In supporting something David said
about changing nursing approaches, I have another little story.

One resident on the 11 to 7 shift had a dose of Thorazine before
he went to bed, because he was combative at nighttime. He kicked
and pinched and hit the staff at 2 a.m. when they did his care.
They needed some help with this resident, so they called me. I met
with them and the first thing I asked them to do was describe to
me how they gave his care. And boy did they describe it.

"Well, we go into the room, we turn on the lights, we pull down
his covers, we roll him over, we change his wet bed, we cover him
up, turn the light off and leave the room."

Yes, they did. They described it to me. That's what I asked for. I
asked them to try something different. And when I described what
I wanted them to do, they didn't give it a prayer of working, but
they agreed to try it. And he said, and others have said, the sim-
plest things sometimes work the best. Enter the room quietly, turn
on the bathroom light instead of an overhead light, approach the
man quietly, touch him gently on the shoulder. Talk to him while
you are doing his care, very softly.

It was amazing how a little gentleness and consideration changed
the patient's behavior, all because of a little change in the staff's
approach.

The third and final story I want to tell you is about a gentleman
who was not in the study, but was admitted after the study oc-
curred. I really liked this old fellow, he was about 87 years old. I
would see him probably three or four times a week. He has a won-
derful sense of humor.

One day I was wearing a bright red suit jacket at work, sitting at
the nursing unit, studying a chart. He rolled himself over, and re-
membered this is a man who was both physically and chemically
restrained at one point in his admission. He rolled himself over in
the wheelchair and he said to me "You know, you shouldn't wear
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that color." I looked at him and said "What are you talking
about?"

He said "It's bright red, you'll get a reputation." I looked at him
and said "Ah, I'm too long married and too old to get one of those."
The sense of humor they have is tremendous, if you listen to them.
They have much to tell us, many stories we can use to improve
their care. We need to listen to that.

Thank you.
MS. WELTY. Janet's first story was pretty frightening, wasn't it?

We like to use that story with our in-service programs for two rea-
sons. First of all, we feel it does help to emphasize some of the
problems, the devastating effects that these types of medications
can have on elderly residents when they are not used properly.

The other thing I would like to have you think about, and we
will revisit the people in the story in a few minutes, is some of the
stereotyped thinking that went on among those people. If you think
about it, none of them did anything overtly terrible to the resident.
But nobody stopped to examine that person on an individual basis,
and to evaluate that particular situation.

In a few minutes, when we talk about some of the educational
needs in long-term care facilities, I would like to return to those
people.

Time is ticking away here very quickly. I have a habit of talking
fast, and I think I'll take advantage of that. What I would like to
do for a few minutes is present to you some data, some experiences
that GPS Health Care has had with our monitoring program. Some
of the data will be numbers, some of it will be percentages. But a
large part of it will be anecdotal. There will be stories of some of
the residents' lives that we have touched, and certainly a lot of
residents who have touched our lives.

At the end of the program, via videotape, I would like to intro-
duce you to a resident named John Allen. John is an 87-year-old
man, he lives in Reading, Pa. He has been antipsychotic free for 5
months, and he is very pleased to tell people how good he feels off
the medication.

We had requested that John make a videotape with us, and he
was so excited that he was up at 6 o'clock and dressed on the morn-
ing of the filming and asking the nurses "Where are the girls with
the camera?" In a few minutes I will introduce you to John.

As I go through some of my experiences here, several of them
involve John, and I think by the time we see him, you will feel like
he's an old friend of yours.

One of the things I noticed as we began to do monitoring-we
had Conestoga View and we added other facilities to our program-
was many similarities that seemed to occur, regardless of the size
of the facility. The Conestoga Views, the large county homes
seemed to have many of the same preconceived notions about an-
tipsychotics, many of the same monitoring problems that the small
60-bed facilities had who were private pay.

With your indulgence I have created a list of what I call the
three great truths of antipsychotic monitoring. I would like to go
over with you at this time.

These are the three great truths of monitoring. There is a strong
need to monitor behavior episodes in residents receiving antipsy-
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chotics. I might add, before I go on, I think you will hear some re-
curring themes here that you have heard from some of the other
speakers. But I hope that just helps to validate their importance to
you.

The second great truth of monitoring is you don't need a sophis-
ticated monitoring system to begin to make an impact in residents'
lives. The third great truth is education is vitally important before
any program begins, and constantly, day after day, thereafter.

Let's examine each of these quickly. Number one, there is a need
to keep a record of all problem behavior incidents in residents re-
ceiving antipsychotics. You might wonder why. Well, quite simply,
once you start to track episodes, you may find out that there are
not any episodes, that the medication is not really needed. That's
not to say that it was not needed at some time. But currently,
whatever the problem was that caused the medicine to be pre-
scribed, the problem has resolved on its own. This is very common-
ly in elderly residents. We had a woman in one of our facilities
who had been on Mellaril, 15 milligrams twice a day for 20 years.
When we looked back through the record, we discovered that her
son had died very unexpectedly 20 years ago. And she was a behav-
ior problem for a short period of time. After that, there was noth-
ing ever charted relative to behavior problems. No one in the facili-
ty ever bothered to reevaluate her.

It is quite common for me, as I go into facilities to do in-services,
to have nurses, as I present examples and cases say "Well, you
might have cut antipsychotics in other facilities, but don't expect to
do any here. Every resident we have in here needs the medication,
and we can prove it to you." So we go in, after a 3-month trial, and
we do find people that we recommend for dose reductions, because
they simply do not have behavior problems.

And I want to say quickly here, please do not feel I am saying
that nurses want residents to receive medication, or that they are
not careful about monitoring residents. Rather, I think the problem
is that when you do not monitor on a daily basis, you start to rely
on the nurse's memory, when she cares for many, many patients
over weeks and weeks, sits down at the end of the month to do her
charting, she is not going to remember any patient specifically.
And that is why I say I think it's very, very important that you
monitor behavior on a daily basis.

I personally applaud HCFA's idea-and they have it written in
the regulations 'quantitative" number of episodes. I think that's
an excellent thing. If you think about it logically, if you have a
resident who has hypertension, a resident who has low potassium,
and you are giving these people therapy, you monitor their need
for the drug based on a number. With antipsychotic drugs, through
the years we have always said "Yes, this resident's better; no, that
resident got worse this month." We have never had any type of nu-
meric evaluation.

If you have a monitoring form, you are able to chart episodes on
a daily basis, you now have numbers, you have a way to tell nu-
merically, quantitatively, whether or not the behavior is better or
worse. That's the end of the first great truth.

Let me show you some examples of what can happen when you
do monitor behavior. You have a handout, out in the front there is
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a blue folder, "People with Solutions," which is our company
motto. I won't have time today to discuss all the data in there, I
will just present a little bit of it to you.

The study was broken down beyond just the medications that
were reduced. We talk about the physician responses, which medi-
cations were involved, some of the types of diagnoses we have dealt
with and so on. So just let me briefly tell you the final results of
the study in Janet's facility.

We ran the pilot project from July 1 until September 1. During
that period, we were able to discontinue 44 percent of the antipsy-
chotic medications in the residents we dealt with. We decreased
doses in another 21 percent. So we thought that was a pretty nice
impact.

Also in your folder, is some current data from some of the other
facilities that we are doing. You will notice these numbers are not
quite as dramatic. I have to give some credit here to my colleague
Janet. I think any time you have a monitoring program in a facili-
ty, you need a believer in there. You need someone with a real
commitment to making the study be successful. Janet was that
person for the pilot project. As you can see, we still are able to de-
crease drugs, but we have not had quite as dramatic an effect in
the other facilities.

We have 27 to 12 here, 25 to 20, and 11 to 7. Incidentally, these
things are all ongoing. We are still working at this.

Beyond the numbers we generate, I think it is important to talk
about quality of resident life. That is what we are all here to show.
I would like to show you a slide now, these are actual physician's
progress notes, of one of the residents in Janet's facility.

In August 1990, he received 400 milligrams of Mellaril a day. If
you are not familiar with drugs, that's a lot of Mellaril for any-
body. At that time, the physician had charted he must be fed, he is
continent only at times, he is out of bed in a geri chair only, his
ambulation is essentially negative.

In January 1991, when the Mellaril was down to 50 milligrams a
day, he had decreased agitation with less Mellaril, he is now conti-
nent, he is no longer restrained, he ambulates with a walker and
one assist. He is going to PT for strengthening and he is aiming for
independent ambulation. He also feeds himself, and probably even
better than all that for himself, the nurses began to like him. They
said "You know, he's really a nice old man." Unfortunately, this
story has rather a sad ending. This particular resident developed a
fever as part of a urinary tract infection, tried to stand up, fell and
broke his hip. The subsequent hospitalization, surgery, and anes-
thesia set his progress back a little bit. He still does feed himself,
still is continent, but walking probably is not realistic for him any
more.

Another resident I want to tell you about briefly is Mr. Allen,
the man we will see in the videotape. Once he was off his antipsy-
chotic medication, he was able to verbalize a problem he had with
his dentures for nearly 4 months. He told our consultant pharma-
cist that he had problems in his mouth, and he thought he knew it
was his teeth, but he really didn't know how to verbalize to the
staff that his teeth were bothering him. Once he was off the medi-
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cation and was able to understand it, he called the dentist himself
and made his own dental appointment.

Let's move on to great truth number two. You don't need a so-
phisticated monitoring program to make an impact on resident
quality of life. I don't want to say that you don't ever need to do
that. But I do think in the beginning as facilities are starting out,
they should be aware of the value of close observation and common
sense. I would like to give you some examples of this.

First, there's Mr. Allen again. He was taken off his antipsychotic
drugs because a pharmacist noticed during the monthly review
that the nurses had been charting he was deteriorating, he was in-
creasingly confused, and the family was concerned about his well-
being.

Based on that, this is a sample of a letter that was written to the
director of nurses with the monthly antipsychotic report. "In re-
viewing John Allen, who is receiving Serentil, we see he is increas-
ingly confused, and generally deteriorating. We need to be sure the
Serentil is really necessary-since he does not possess an appropri-
ate diagnosis-and that it's not contributing to his deterioration."

Based on this request, the director of nurses talked to the physi-
cian, the Serentil was tapered, now John is drug-free.

A few other quick examples. When we go into facilities, we like
to talk to the nurses about behavior programming. I am sure you
are aware in the regulations they talk about behavior program-
ming-changing the staff's approach to the resident or the resi-
dent's physical environment. In one facility, after we had done this
in-service, one of the charge nurses reviewed a resident who was in
the wheelchair every day. They had taken him to the activities
room on a daily basis because they felt even though he was not
able to participate, he was better for being there with the other
residents.

Unfortunately, when they put him there, they sat him in the
doorway where there was a tremendous amount of traffic, a lot of
people in and out. He began slapping and hitting at the staff, the
other residents, even sometimes family members. He was given
Mellaril first to control this-it didn't work. He was given Haldol.
That also did not work.

Fortunately, this particular nursing supervisor had an excellent
idea. Perhaps if he was at the other end of the room, he could still
be a participant, but he would not be in this heavy traffic area.
The staff moved him to the other end of the room; he is fine. He
slaps no one and he takes no medication.

A third example-Ann Martin, one of our consultant pharma-
cists in the front row here today, was presenting, to an Alzheimer's
family support group some information about OBRA, about the
regulations, things that needed to be done. She mentioned in there
something we have heard mentioned before, many times to under-
stand a resident's current behavior, you need to do a little investi-
gation into the past, to see some of the things they did when they
were younger.

One resident's daughter-in-law spoke up and said "I believe my
father-in-law is receiving medication at bedtime to help him sleep.'
That was checked out and yes, he was getting 4 milligrams of
Navane every night at bedtime. She said "For 45 years, this man
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worked 11 to 7. I can tell you before he came into the facility, when
he lived with me and my family, he never slept more than 5 p.m.
to 10 p.m. any night. He is never going to sleep any more than
that."

The nurse took this information to the physician; the Navane
was cut; and the third shift staff found a way to keep him busy at
night so that he was not disruptive to other residents. He is medi-
cation free.

Another example from that same evening, a daughter spoke up
and said "You know, my mother goes to activities every day, I be-
lieve she enjoys the activities, but I know she receives medication
because she is very disruptive at activities." When we checked that
out, we found that it was true. The daughter went on to say "For
her entire life, my mother was afraid to leave our house. Many
times when she was required to go to a new situation, she would
become physically ill after she went outside. It went so far that she
did all her shopping by catalog, because she was terrified of new
experiences."

The people in the facility were able to think about this, to bring
the activities into the department. The woman does not have to
leave her room. She happily participates, and she is medication
free.

Those are some examples of easy, common sense, "getting in-
volved with the resident ways," of getting people off medication.

The third great truth of monitoring has to do with education.
Education is vitally important on an ongoing basis. It needs to
start the day you start any kind of a program, and it needs to con-
tinue. Think about the people in the story Janet told you.

As I said before, no one there did anything overtly bad to that
resident, but they all had a preconceived idea. One said he was con-
fused, one said he was a wanderer, another person said he was
combative. Had they decided to look at the resident personally and
evaluate that situation, perhaps that terrible thing with the Haldol
would not have happened.

I have a quote here to show you. You may wonder what are some
of the reasons we need to educate people. First of all, these patients
are very, very difficult to care for. One of the consultants found
this and brought it to me, and I think it's excellent. It says "The
healthy can endure invalids only when the latter are quiet and mo-
tionless. But let them cough or scratch and sympathy flies out the
window." And when you are dealing with antipsychotic patients,
we are talking about the scratchers of the world, trust me.

But I think it's important to educate all the staff to understand
why these people scratch. And I won't spend a lot of time on this,
David talked about it, but they need to understand what cognitive
impairment is, what it's like not to be able to see, not to be able to
hear, not to be able to remember. The staff needs to understand
that sometimes when the resident does strike at them physically,
that is not to be interpreted in the way you would normally inter-
pret it.

I also think staff needs to be educated to approach residents and
not expect them to react as their co-workers would react. I will tell
you a real quick story. I witnessed a terrible confrontation in a
nursing facility one day that did not need to happen. An elderly
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resident wheeled herself to the desk and said to the nurse's aide, "I
didn't have any lunch today." The aide said "Yes, you did, you had
ham, and so on." This happened four different times-the resident
wheeled herself out and said "I had no lunch." On the fifth time,
the aide said to her "Are you calling me a liar? I told you that you
had lunch."

Well, the tone of voice or whatever she said got the resident
angry, and she said "Don't you yell at me." And this thing just es-
calated and got worse and worse. The point of the thing is, if the
aide had known how to approach this person, the ugly confronta-
tion would not have occurred.

I would like to show you two books that I recommend, "Under-
standing Difficult Behavior" and also "Care of the Alzheimer's Pa-
tient." These are books which tell staff how to deal with particular
situations, people who repeat questions, people who get into other
people's belongings, a lot of the common problems you have in the
nursing home.

Families need to be educated also-During an inservice at a Har-
risburg facility, the nursing staff commented on one female receiv-
ing Haldol 1 mg tid. "We had her off the medication, but her
family called the doctor and requested to have it restarted."

Apparently the pattern was this, the family took this resident
home every Sunday for dinner, she ate, took a nap, and was re-
turned to the facility. With the resident off the Haldol, she was re-
fusing the afternoon nap, opting instead to walk through the
house, refamiliarize herself with her old home, and wanting to visit
with the neighbors. The family could not deal with this new activi-
ty and requested the medication be restarted.

Finally I would like to leave you with a positive example of how
valuable an educated, enlightened nurse is to a facility and to resi-
dents. Re: John Allen of Reading again-shortly after the Serentil
was discontinued, he had a bad dream in the early morning where
he thought his wife, who is deceased, was in the facility. For sever-
al hours he was quite a behavior problem to the staff and in many
facilities would have been returned to the antipsychotic medication
immediately. Enter Betsy Mathias, LPN on the daylight shift. She
took John "under her wing" and began to encourage him to vent
his feelings to her. I will share with you two separate entries from
nurses' notes. The Serentil was discontinued on February 9, 1991.

2-11-91-10:00 "Resident alert, oriented to person, place, and
time. Verbalized to nurse problem on 2-9-91. Verbalized "I was out
of control" with details of being in geri-chair, biting and kicking.
Resident verbalized, "If my teeth had been in, I would have bit
them harder." Verbalized that he heard his wife's voice and was
trying to find her, and that someone said she was in a room here.
Verbalized he is aware his wife is not living, is aware his medica-
tion has been decreased, and will try and work with the facility.
Social service made aware."

3-23-91-10:30" * * *. Resident verbalizes how well he feels, how
proud he feels not to be taking any antipsychotic medication.
Nurse verbalized how proud she was of resident, encouraged him to
verbalize to staff any problems or frustrations he may have and we
can work them out together.
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I want you to look at John Allen here for a few minutes, and I
thank you for your attention. [Video shown.] [Applause.]

Mr. SHERMAN. I'd like to thank Judith Welty and Janet Stein for
their presentations. That's an interesting video.

We would like to take the next 10 minutes, and if any of you in
the audience have any questions for myself or any of the members
of the panel, please feel free to bring that up now. Yes, Bill Cavish.

STATEMENT OF BILL CAVISH, PHILADELPHIA GERIATRIC
CENTER

Mr. CAVISH. My name is William Cavish. I am the Medical Direc-
tor of the Philadelphia Geriatric Center. I know it's really late, I
wanted to respond to some of the things that my colleague, Rebec-
ca Elon, said. We are both members of the American Medical Di-
rectors Association, and interested in the same directions of the use
of psychotropic drugs.

But I did want to comment on a couple of things that were said
about the physician's role. First, nursing homes have always been
responsible for physicians' behavior. In fact, one of the biggest com-
plaints I used to get when I lived in Massachusetts from the people
at the Massachusetts Federation of Nursing Homes was that
almost all the deficiencies they got in their surveys were because
physicians were not coming in and signing the things they were
supposed to sign, and doing some of the other things they were sup-
posed to do.

On the question of whether OBRA is an unreasonable intrusion,
I don't think so. I do disagree with my friend Sam Kidder about
attempts to regulate certain things around drug dosages and the
use of medications like Coumadin and other medications that I
think it is very hard for surveyors to respond to appropriately.

But I think dealing with behavioral issues is a very different
matter than prescribing an antibiotic for an infection. We are
really talking about depriving people of their humanity, not simply
treating a physical symptom. We are also talking not about adding
drugs, but about removing drugs and substituting nursing interven-
tions, which I also think is very different.

I definitely don't think that this is like the Supreme Court tell-
ing doctors what they can say or not say to their patients to help
them make health care decisions for their benefit. What OBRA
1987 does is prod physicians to offer their patients a range of op-
tions. What the Supreme Court did was restrict options.

Finally, 15 years ago the predecessor agency to the Department
of Health and Human Services responded to people on this Com-
mittee, Senator Moss and his colleagues who really began to get
out to the public that there was a problem with contemporary
nursing home care.

In that response, the Department of Health, Education, and Wel-
fare recommended education for physicians to reduce excess of psy-
chotropic drug use in nursing homes. And there are lots of exam-
ples of peer review and education efforts directed toward physi-
cians that were tried, and failed throughout this period.

Education is valuable only when the environment is suitable for
education to have an impact. There have been more positive educa-
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tional activities directed at doctors in the years since OBRA 1987
went into effect than for the 15 years before that.

Thank you.
Dr. ELON. Thank you for those comments. In considering the

nursing home's responsibility for medical practice, prior to OBRA
1987, the nursing home was not specifically responsible for physi-
cian prescribing habits in the nursing home. And although I ap-
plaud what is written in the interpretative guidelines for drug
therapy for physicians' practice habits, in looking at those guide-
lines, it's a little bit like expecting a farmer to get his grains to
market without the infrastructure of roads.

What I'm saying is that the way the interpretive guidelines first
came down, you had surveyors judging physician practice, and
citing negative findings without giving physicians the right to due
process and without giving physicians the right defend their prac-
tices within the nursing home.

I think that medical practice in nursing homes and the review of
medical practice in nursing homes is quite variable State to State.
If you take a State like Massachusetts, and a State like Minnesota
or California, the nursing home medical practice might be much
more sophisticated than if you take a State like Texas, Oklahoma,
or Mississippi. My own hope is that OBRA will be the impetus for
getting more physician peer review on a local level within nursing
homes and really helping support the infrastructure, the education
and the physician based monitoring of physician care.

I really support Jeanine's concept of using the interpretative
guidelines as screening criteria, and I think they are excellent
when they are used as screening criteria. However, my own opin-
ion is that physician peer review needs to be the methodology for
final judgment as to whether a physician's practice is reasonable or
not.

As far as intrusion into the medical practice, I think there needs
to be more "intrusion" into the way that physicians are dealing
with the majority of our elderly population. My own preference
would be that this comes out of education, out of the academic cen-
ters, not out of Federal or State micromanagement of medical prac-
tice.

Unfortunately, the academic centers have lagged behind. So for
that reason, I applaud the leadership that OBRA provides. And I
think it would be good to continue this discussion, I don't think we
really disagree on substantive issues.

Mr. SHERMAN. Thank you, Dr. Elon. Any other questions?
Thank you very much. We are stopping now, just about at 12:30.

We would like everyone back here at quarter after 1 o'clock.

AFTERNOON SESSION-1:28 P.M.

Mr. SHERMAN. Welcome back, everybody. I hope everybody had a
pleasant lunch. This afternoon we are going to have a panel discus-
sion on regulatory and implementation issues, and for this panel,
we have assembled a number of people I am sure you will be happy
to hear from, and draw upon a variety of experiences.

The first person we will be hearing from today is Dr. Barry Wil-
liam Rovner. Dr. Rovner is an Associate Professor of the Depart-
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ment of Psychiatry and Human Behavior, as well as Director of the
Division of Geriatric Psychiatry at Thomas Jefferson University
and Jefferson Medical College in Philadelphia, PA. He is also Medi-
cal Director of the Wills Eye Hospital in the Geriatric Psychiatric
Unit in Philadelphia.

STATEMENT OF DR. BARRY ROVNER, WILLS EYE HOSPITAL,.
GERIATRIC PSYCHIATRY, PHILADELPHIA, PA

Dr. ROVNER. Thank you. Good afternoon. What I would like to do
today is describe a number of important trends that have occurred
over the past few years in nursing home research.

The first trend will be the prevalence of psychiatric disorders in
nursing homes. The second trend will be evidence of the misuse of
psychotropic drugs in nursing homes. The trend will be the effec-
tiveness of the OBRA implementation so far, in terms of antipsy-
chotic drugs.

And finally, I will be talking about some alternative treatments
in nursing homes that might fill the gap between what drugs were
doing before, though inadequately and improperly, and what might
be possible for nursing home patients.

The first thing we should notice, though, is that over the past 10
years there are two trends that have been evidenced in the nursing
home research. The first trend is that these drugs, antipsychotic
drugs, are widely used and perhaps uncritically. Numerous studies
point that out.

The second point is that the prevalence of psychiatric disorders
in nursing homes is very high. Many of these disorders are poten-
tially treatable. But right now, the first trend, that is the use of
antipsychotic drugs, is wrongly applied, and second, a lot of pa-
tients need psychotropic drugs. The balance is to find a linkage be-
tween appropriate use of the medicines, and making correct diag-
noses.

These are comments I have been working on along with Dr. Ira
Katz, at Philadelphia Geriatric Center along with the HCFA effort.
Let's start with the first slide.

Much of our knowledge needs to come from research, not just
from intuitions and clinical impressions. What I will be describing
first off, very briefly, is a study of the prevalence of psychiatric dis-
orders in nursing homes. This is a National Institute of Aging Re-
search Project called the Impact of Mental Morbidity on Nursing
Home Experience. The principal investigator was Pearl German, of
Johns Hopkins University School of Public Health and Hygiene,
and myself. At that time I was in Baltimore.

Essentially what we did was study 454 new admissions to eight
Baltimore nursing homes, 454 was our sample. Just to see whether
our results would be generalizable to other nursing home patients
in the United States, we compared their age, race, and sex to data
from the 1985 National Nursing Home Survey, of 1.5 million nurs-
ing home patients. Basically it shows that with regard to the demo-
graphic variables, the sample of patients we studied represents
other nursing home patients.

The first question was, for these new admissions to nursing
homes, what was the prevalence of dementia? What we did differ-
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ently in this study, compared to previous studies, was the psychia-
trist examined each and every one of the new admissions upon ad-
mission, to make a DSM-III-R psychiatric diagnosis.

The figure I will draw your attention to right at the bottom is
that 306, or 67.4 percent, of these new admissions, were demented.
That is twice the number that is generally recorded in many medi-
cal reviews and chart reviews and that sort of thing. You see the
most common dementing condition was Alzheimer's disease, pri-
mary degenerative dementia, in about 38 percent of the patients.

That's followed by dementia due to stroke, in 17.8 percent, then
dementia from other causes in a smaller percent. Then a combina-
tion of delirium and dementia, which is another smaller percent-
age. But overall, over two-thirds of these new admissions to nurs-
ing homes were demented. And over half of these were not recog-
nized as such.

Ms. LUCERO. Are you talking a diagnosis of a primary degenera-
tive dementia, or organic dementia, or are you talking about being
demented in the sense of the clinical characteristics?

Dr. ROVNER. I'm not sure what the difference is. These are
people who met DSM-III-R diagnostic criteria

Ms. LUCERO. I'm talking about-you can have a person who is di-
agnosed as having a dementing illness who is not yet demented, in
that they have aphasias and apraxias, but they are still able to sur-
vive without assistance.

Dr. ROVNER. But you say they have already started to have a de-
menting illness. So they are demented.

Ms. LUCERO. Not in my mind.
Dr. ROVNER. Well, we can talk more about it as we go along.
The next question would be, what are the psychiatric disorders

besides dementia in this new admission cohort. What we found was
an additional 12.8 percent of the patients, 58 people, had other psy-
chiatric disorders, the first of which most commonly was depres-
sion, affective disorders, in about 10 percent of the nondemented
nursing home patients.

Then there were less common conditions, like schizophrenia, in
about 2.4 percent.

If you add up the first two slides together, for all psychiatric dis-
orders, that is the demented plus the nondemented, with other psy-
chiatric disorders, you see that 364, or 80 percent of these new ad-
missions, have a psychiatric diagnosis. There are only 90, about 20
percent of these new admissions, that did not have a psychiatric di-
agnosis. That leads many of us who work in the field to believe
that nursing homes really are mental institutions, because the ma-
jority of the patients have mental disorders.

Another point, of course, is that if they are mental institutions
by the fact that most patients have mental disorders, we also
notice that psychiatric kinds of treatments are very common in
nursing homes, particularly neuroleptics, the kinds of medicines
you might expect to see in a psychiatric facility, neuroleptics or an-
tipsychotic medications. What this slide shows is a bar graph of
four different diagnostic groups, and the proportion of patients who
are receiving antipsychotic drugs.

The first group is dementia plus. These are patients with demen-
tia plus depression or delusions. Demented patients do develop
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these non-cognitive psychiatric problems such as depression and de-
lusions. That is the dementia plus group. Then there are people
with dementia only. That is, they are demented, they have memory
impairments and so forth, but they don't have the other, non-cogni-
tive psychiatric problems, like depression and delusions.

Then there is the group of people I have already told you about,
the other psychiatric disorders group, 90 percent of whom were de-
pressed. Then there is a small group of patients with no psychiatric
diagnosis at all.

So this is the whole sample of 454. But what this slide shows you
is what proportion of these patients by diagnostic group were re-
ceiving neuroleptic drugs. This slide will talk to you about the in-
appropriate use of these medications. What it shows you is regard-
less of the kind of dementia you have, that is complicated or un-
complicated, you see that between 30 and 40 percent-this was in
1988-30 to 40 percent were receiving antipsychotic drugs.

Now maybe we could argue that antipsychotic drugs would be
useful in the demented patients with delusions, because that's
really what those drugs are proposed for. But clearly what you see
here, though, is that they are used independent of the diagnosis,
and about 30 to 40 percent of all demented patients were receiving
these drugs.

Regarding the inappropriate use, I will draw your attention to
where it says "Other Psychiatric Diagnosis," there we see that
about 30 percent of these patients were receiving neuroleptics.
That is different than, and in contrast to, the fact that these pa-
tients were depressed. Neuroleptic medications are not the appro-
priate treatment for depression, by and large, yet many of these
patients were receiving those medications. This is the inappropri-
ate use of neuroleptic medications for a condition of depression.

Finally, peculiarly, people with no psychiatric diagnosis, about 10
percent of these patients were receiving neuroleptics. Clearly that
was a disassociation between diagnosis and treatment.

Another point I want to make is that these drugs are used to
treat behavior disorders. That is why they are used. They are not
used for the diagnosis, even though they should be. Behavior disor-
ders emerge from a lot of different conditions, with different treat-
ment implications. This is just a look at the people whom the nurs-
ing staff said were uncooperative. About 17 percent of the sample
were thought by nurses to be uncooperative.

What I have on this pie chart is broken down by those four diag-
nostic groups. The point is that patients can be uncooperative for a
variety of different reasons. In the patient with dementia compli-
cated, he or she might be uncooperative because of delusions. So
the nurse is asking them to get into the shower and they think the
nurse is trying to kill them because they are delusional, and they
might be uncooperative.

That is a totally different treatment implication than somebody
with dementia only. Somebody with dementia only who is uncoop-
erative might be because of their aphasia not comprehending what
a nurse is asking, so they seem to be uncooperative, because they
don't truly understand what is being asked of them. That has a dif-
ferent treatment implication than the first one I described.
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And about 15 percent of the people were depressed. Well, a de-
pressed person might be uncooperative because they have no will
to live, because they are not interested in doing anything, because
they are apathetic and depressed, and that's why they would be un-
cooperative. That has a totally different treatment implication.
Such a person requires a treatment for depression.

Then, people can be uncooperative and not have any diagnosis at
all. But my point to you is that all these patients are treated the
same way. In the past, they have all been treated with neuroleptic
medications, which is probably only appropriate in a small group of
patients.

I have been working with Dr. Kidder at HCFA to develop an ap-
proach for surveyors to begin to try to sort out when to use these
drugs and when not to use these drugs. We have laid out five sorts
of conditions to begin to understand where behavior disorders come
from, to assist surveyors in being able to sort out whether a drug is
appropriately used or not.

The first were the cognitive symptoms. As I said, most nursing
home patients do have a cognitive disorder, about two-thirds of the
new admission cohort do. A patient can be uncooperative because,
as I said, of a cognitive problem, that is aphasia. Aphasia is when
they don't understand what somebody is saying, it is the incompre-
hensibility of language.

Sometimes a behavior disorder emerges because the nursing staff
does not appreciate that the person really does not understand the
words that are being used. And a person might become agitated
about that. So the way to approach that is to teach the nursing
staff about what those cognitive symptoms are, and to show what a
patient can and can't do, according to their abilities, and not so
much that a patient is doing it intentionally, or willfully. So many
behavior disorders emerge themselves from the cognitive problems.

Then there is the catastrophic reaction. This directly relates to
the cognitive symptoms. Imagine what it is like when you are half
asleep, and somebody is asking you to do something, like get into a
shower, get undressed or something like that. If you feel like your
cognitive capacities are overwhelmed, you don't understand what's
happening, the only sort of response you might have is to become
agitated or combative.

If somebody is pushing you and you can't quite see properly, you
are not awake, what happens in such a circumstance that there is
a behavioral outburst. That has a different treatment implication.
That means the approach of the staff has to be entirely different
for such a patient. The agitation is occurring through a catastroph-
ic reaction, rather than some other cause, which is totally different
from the next condition, namely non-cognitive symptoms.

Somebody can become agitated because they are delusional, or
because they are depressed. In such a case, these symptoms usually
respond to antipsychotic or antidepressant medications, which is a
totally different kind of treatment implication.

Physical illnesses, such as unrecognized urinary tract infections,
can lead to agitation and combativeness. And drug toxicity can as
well. So the approach is to be able to dissect behavior disorders,
using this sort of differential diagnosis, where the behavior is iden-
tified. Then there is some effort followed after to sort out what the
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cause of that behavior disorder might be with these principles in
mind.

This is just one approach. There may be very many others, but
this is the one we have come up with for now.

The next point is the fact that from our study we showed that
most nursing home patients, particularly those with any kind of a
psychiatric problem, are not participating in activity programs in
nursing homes. What this slide shows is that for the three groups
with the psychiatric disorder, who comprise 80 percent of the
sample, only between 25 and 35 or 40 percent of these patients are
participating in any kind of an ongoing activity.

In contrast, you see amongst the patients with no psychiatric di-
agnosis a much higher level of participation in activities. Of course,
they are the substantial minority in nursing homes. The point is
that as they are currently structured, most nursing homes don't
provide adequate activity for patients in the nursing home, particu-
larly for the demented.

The consequence is that you have a lot of people looking like this
in a nursing home. That is predominantly women, sitting outside
their doors, looking blank, doing nothing. That's why OBRA was
important, these antipsychotic drug regulations were important.
Many of these patients, because they had nothing to do, were wan-
dering and agitated and so forth, were prescribed medications.

This slide is an attempt to show you that in the 3 months preced-
ing and the 3 months following, October 1990, you see changes in
psychotropic drug practices. These are from 18 nursing homes in
the State of Maryland.

What you see in red are the antipsychotic drugs. It shows you
that about 26 percent of patients were on antipsychotic drugs in
July 1990. Then you go over to December, the last column, and you
see a reduction. This is about 16 percent of the patients who are
now on antipsychotic drugs. So in anticipation of October, we have
seen a 37 percent decline in the use of these medications for these
particular nursing homes in Maryland.

One of our concerns, though, was an increased rate of use of
other psychotropic medications, like benzodiaziphenes, or anti-
depressants, perhaps, or barbiturates. But basically there has been
no change in this time period, no increase in other kinds of medica-
tions for these patients.

But what is a place to do, if a place has many agitated patients,
who are wandering and have nothing to do, and you can no longer
restrain them, or give them medications to quiet them down? I
think that's the dilemma that most nursing homes face today. We
have been involved in developing a care program, to test it in a rig-
orously controlled manner, to develop an effective way to take care
of patients that is reasonable in nursing homes, that I will describe
now.

I have one more. This is from Dr. Kidder. What it shows is that
for this particular researcher in Georgia, it's showing that there
has been a reduction in the use of antipsychotic medications as
well. Before the OBRA implication, you see 31.5 percent were re-
ceiving antipsychotic drugs. But by sometime afterwards, I'm not
sure when, about 20 percent were on the medications, which consti-
tuted a 38 percent reduction in antipsychotic drugs.
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There is also over this time period a 60-percent reduction in falls
and also a substantial reduction in doses in patients who were re-
ceiving antipsychotic drugs. The point I want to make here from
these two slides is simply that OBRA works in some way. That is,
we recognize that drugs were overused in the nursing home, and
now in response to this law, we see that they are not used as much.

Seeing as the majority of the usage was probably inappropriate,
from a public health perspective this is a good thing.

I want to describe the alternatives. This is a randomized trial of
what we are calling dementia care in nursing homes. In one par-
ticular nursing home with 250 patients, we identified 40 behavior-
ally disturbed, demented patients. We randomly assigned half of
them to what we called a psychiatric intervention program. The
other half was to be followed as controls, receiving usual nursing
home care.

Now, many of you know about Alzheimer's care units. They are
wonderful ways to take care of patients, for the most part. By and
large, though, they are unavailable for most nursing home pa-
tients, because of the added expenses in taking care of such pa-
tients. What we tried to do in this particular nursing home was to
design an intervention that could be easily implemented by other
nursing homes, using a few basic principles.

Basically what we did was follow the sample for 6 months, to see
if there was a greater reduction in behavior disorders in the people
who received the treatment compared to the controls. This is what
the treatment was. First, it was weekly clinical rounds where the
staff who took care of the patients met and talked about the behav-
ior problems the patients were having and whether they were
emerging from physical illnesses, medications, delusions, depres-
sions or cognitive symptoms, the same approach I described earlier.

We also defined certain psychotropic drug protocols, when we
would use an antipsychotic medication, in which dosage, how it
would be increased, what would be the indications, to lay out a
standard that might be effective.

Finally, and most importantly, what this intervention did was
gather these 20 patients who lived throughout the nursing home
and brought them to an activities room, a room that was just being
used before for nursing reports, where the patients spent the re-
mainder of the day. They got there first thing in the morning and
stayed there until about 3 o'clock or 4 o'clock in the afternoon, and
they participated in activities.

From our previous research, this was a needed intervention, be-
cause most of these patients were not doing anything before this
intervention started.

This is just a picture. It shows you rather severely demented pa-
tients being able to do something. Most of these patients would nor-
mally not be doing anything in a nursing home, because as it is
currently constructed, many activity staffs feel there is nothing
you can do for this severely demented kind of patient.

Besides looking at whether this kind of program of activities, and
rounds, and psychotropic drugs, when used in a prescribed fashion,
is effective in reduction behavior disorders, we are also looking at
decreases in use of restraints, changes in cognition, functional ca-
pacity, nursing staff job satisfaction, family satisfaction, and also
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the incremental cost of having an activity program for these kinds
of patients.

Our goal is to have patients look better than that blank sort of
appearance that I showed you before. Thank you.

Mr. SHERMAN. Thank you very much, Dr. Rovner.
Our next speaker is Beth Klitch, who is Chief of the Division of

Health Facilities Regulation, from the Ohio Department of Health.
Beth directs, plans, and administers State licensure and Federal

Medicare/Medicare certifications programs for 22 health care fa-
cilitates, providers and suppliers, including nursing homes, rest
homes, adult care facilities, hospitals, home health agencies, hos-
pices, and laboratories. She also administers the Board of Examin-
ers of Nursing Home Administrators.

Beth A. Klitch.

STATEMENT OF BETH A. KLITCH, CHIEF, DIVISION OF HEALTH
FACILITIES REGULATION, OHIO DEPARTMENT OF HEALTH, CO-
LUMBUS, OH
Ms. KLITCH. Good afternoon; I should also let some of you know,

I see some familiar faces out here, I am also the Vice President of
the National Association of Health Facility Survey Agencies. So I
get an opportunity every now and then to come to Washington and
meet with providers and advocates and my fellow survey agency
heads.

I want to express a special thanks to the Senate Committee on
Aging for their continuing efforts to examine and publicize quality
issues in long-term care. As many of you are aware, past forums on
the use and reduction of physical restraints have proven enormous-
ly successful across the Nation, and I am pleased to participate in
today's discussion of the use and misuse of chemical restraints.

To give you a little bit of background, the Ohio Department of
Health licenses and certifies more than 1,000 nursing facilities for
participation in the Medicare and Medicaid programs. These facili-
ties, like many other States, range from large multi-facility chains
all the way to small "mom and pop" operations. We employ more
than 300 surveyors to inspect nursing homes as well as well as 20
others types of health care providers.

We perform an average of one annual survey with our licensure
and certification visits combined, about 1.5 followup surveys, and
two complaint investigations for each nursing home, for an approx-
imate total of four or five visits per facility per year.

In addition, for the 30 to 40 nursing homes that present an im-
mediate and serious threat to their residents each year, we employ
and sometimes round the clock monitoring to assure the residents'
well-being.

Ohio is also fortunate to have a highly respected nursing home
ombudsman program, aggressive in resolving more than 8,000 nurs-
ing home resident rights complaints each year. We actively share
information and jointly pursue enforcement action with them when
necessary.

Today I am going to share information with you that illuminates
both, unfortunately statistically, and also anecdotally, the extent of
the use and misuse of chemical restraints in Ohio's long-term care
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facilities. I also will describe a few "best practices" as observed by
Ohio surveyors and propose a four-point plan for reducing the inap-
propriate use of these drugs in nursing homes.

Let me start by describing the primary regulations under which
State survey agencies look for evidence of inappropriate psychoac-
tive drug use, and for those of you for whom this is repetitive, I
apologize. But it kind of occurred to me that we ought to make
sure we know what regulations we are talking about here.

First, for the more compulsive among us, CFR 483.13(a) or what
we call Tag F204, states that the resident has the right to be free
from any psychoactive drug administered for purposes of discipline
or convenience, and that is not required to treat the resident's
medical symptoms. The accompanying guidance to surveyors de-
fines psychoactive drugs as "drugs prescribed to control mood,
mental status, or behavior."

Discipline is defined as "any action taken by the facility for the
express purpose of punishing or penalizing residents" and conven-
ience is defined as "any action taken by the facility to control resi-
dent behavior, or maintain residents with the least amount of
effort by the facility and not in the resident's best interests."

Interestingly, however, nearly all the survey procedures and
probes for this regulation direct surveyors to the examination of
physical restraints, not psychoactive drugs. Since October 1, 1990,
Ohio surveyors have cited F204 out of compliance in 10 facilities
out of 632 surveys, or a percentage of only about 1.6 percent.

Nationally, 550 facilities of out 9,626 surveyed have been cited
out of compliance, for a total of 5.7 percent. Incidentally, all na-
tional comparative data derives from the Federal OSCAR system,
the Online Survey and Certification Automated Reporting system.

The second applicable regulation, CFR 483.25(1)(2)(i), or Tag F308,
addresses the use specifically of antipsychotic drugs. It says "Based
on a comprehensive assessment of a resident, the facility must
ensure that residents who have not used antipsychotic drugs are
not given these drugs, unless antipsychotic drug therapy is neces-
sary to treat a specific condition."

The interpretive guidelines, which as many of you know States
have been instructed only to use as guidance, not additional re-
quirements beyond those stated in the regulation, lists examples of
commonly used antipsychotic drugs, it lists examples of specific
conditions that must be documented in the resident's clinical
record, and lists indications for which antipsychotics should not be
used if they are the only indication.

I would like to put a quick overhead up here, just to give you an
idea. If you look at this list of indications, you have probably all
heard both this morning and tonight, these kinds of behaviors de-
scribed as some of the primary behaviors that are most troubling to
nursing homes facilities. Ohio has cited 7 facilities out of 632 since
October 1, or only 1.11 percent. Nationally, 2.2 percent, of 214 of
those 9,626 facilities surveyed were found out of compliance with
this requirement.

The third applicable regulation specific to the use of antipsycho-
tic drugs is CFR 483.25(1)(2)(i), or TAG F309, which states that resi-
dents who use antipsychotic drugs receive gradual dose reductions,
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drug holidays, or behavioral program, unless clinically contra-indi-
cated, in an effort to discontinue these drugs.

The interpretive guidelines define behavioral programming as
modification of the rezident's behavior and/or the resident's envi-
ronment, including staff approaches to care to the largest degree
possible to accommodate the resident's behavioral disturbance.

Ohio has cited 11 facilities for failure to comply with this re-
quirement since October 1, 1990, or 1.74 percent, and nationally,
156 facilities have been cited for a percentage of 1.62 percent.

The Ohio Health Care Association, which is an American Health
Care Association affiliate, provided some additional information to
me, comparing residents who have received antipsychotic medica-
tions from January 1990 to March 1991. I would like to put a
second overhead up.

Of 2,377 nursing facility residents compared over this period, ap-
proximately 17 percent had routine orders for these drugs in Janu-
ary 1990, and fewer than 13 percent in March 1991. The PRN, or
"as-needed" orders, decreased by nearly half, from 6.9 percent to
3.6 percent in March 1991.

Then I have some examples of a smaller sampling of residents
that was also conducted, 176 residents compared from March 1990
to March 1991-I think you will find this interesting. While 49 per-
cent of antipsychotic medicines were discontinued or reduced in
dosage, 51 percent of these orders remained unchanged or in-
creased. I think it is evident that as a philosophy, OBRA and these
regulations have had some impact. But I think clearly we have a
lot of work yet to do.

Let's shift the focus for a minute from statistics to people. Ohio
surveyors recently had occasion to monitor a nursing home pre-
senting a serious and immediate threat for nearly 3 weeks. During
our daily monitoring sessions, we observed three residents, and I
wanted to share their stories with you, because I thought they were
good indications of both the bad and the good we can find.

Resident number one was a female resident admitted from her
home, diagnosed with organic brain syndrome. The nursing assess-
ment upon admission stated that she was oriented to person and
disoriented to place and time. She was seen by the physician 5
hours after the admission. During those 5 hours, in the words of
the facility staff, she displayed behavior indicating that she was
not adjusting to the nursing home, in 5 hours.

Due to a history of falls, she was physically restrained, and when
the physician saw her, he also ordered a chemical restraint, due to
restlessness. Within 1 week the resident removed the physical re-
straint and fell, striking her head. She was seen in the emergency
room and received sutures. During the ongoing monitoring of this
facility, we watched the staff eliminate both the physical and the
chemical restraints.

This resident began adjusting well to the facility, and although
she was unable to walk without assistance, she was able to spend
her day in a wheelchair without a restraint by the time we had
concluded our monitoring.

Resident number two was a male resident admitted during our
survey with a diagnosis of organic brain syndrome with dementia.
The nursing staff assessed him to be disoriented to person, place,
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and time. Social services assessed him to be oriented to person, and
at times to place and time. The survey staff found him oriented to
person and place on 2 of the 4 days of the survey.

The resident was found on the day of the admission wandering
outside the facility. Since the physician was in, he ordered Thora-
zine, 25 milligrams, i.m., which was given. The resident left the fa-
cility twice more over the next 24 hours. Nursing interventions in-
cluded continued use of Thorazine and a geri chair.

At the end of our monitoring, 3 weeks later, this resident was
without chemical and physical restraints, and had adjusted well to
the facility. He was an active participant in most activities and had
not left the facility since the restraints were discontinued.

Both of these residents were admitted from their homes with in-
complete assessments. Nursing staff did not use any interventions
to help these residents adjust to the major change of admission to a
nursing home, and both were physically and chemically restrained
shortly after admission, contributing, no doubt, to their adjustment
difficulties.

After our intensive monitoring, this facility completely changed
their resident interventions and were very pleased.

Let me tell you the story of resident number three. He was a
male resident admitted during the time of the survey, in our moni-
toring sessions. His record and facility staff interviews indicated
that he kept wandering out of the facility to the dumpster.

Past practice of the facility would have been to restrain and/or
medicate him for wandering. However, since this was a problem
area identified by our surveyors, the facility completed a more com-
prehensive assessment and found that he had worked for many
years as a garbage collector.

So the facility included in his daily activities the task of empty-
ing trash cans at the nurse's station. This occupied him and com-
pletely stopped his wandering behavior.

Because of the survey agency's constant presence during this fa-
cility's crisis, surveyors were able to observe, question, and docu-
ment physical and chemical restraint use, as well as subsequent
and more effective staff interventions. Some of the best practices
that our surveyors report in observing staff approaches and other
interventions include the following.

One, short walks, both inside and outside the facility, several
times a day, individually and in groups, advantages are that it di-
verts attention and burns excess energy. Two, short-term activities
in as few as 15-minute sessions, three to four times a day, playing
catch with a ball, bowling, memory association games, folding and
distributing linens.

Three, frequent small snacks, such as pudding, ice cream, fruit,
small sandwiches or other nutritious foods, has both a calming
effect and prevents weight loss. Four, a calm atmosphere, having
the staff lower their voices and less use of the intercom and paging
systems.

Five, a fenced-in area outdoors, a small controlled area that
allows residents access to the out of doors without the fear of loss
of security. Six, bed mattresses on the floor to prevent residents
who would otherwise need to be restrained from falling out of bed.
Seven, furniture groupings, small groupings of furniture placed up
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and down the hallway to allow residents who pace or wander an
area to meet or rest with other residents.

We believe that a four-point plan will help eliminate the inap-
propriate use of chemical restraints in nursing facilities. Step one
is leadership. The Congress, the Health Care Financing Adminis-
tration, State survey agencies, and State ombudsman programs
must exert strong philosophical leadership about the undesirability
of chemical restraints.

We must share that philosophy with nursing facility owners and
operators and we must use the visibility of our organizations to
communicate and promote alternatives. In other words, we must
create a powerful new culture of humane alternatives to the use of
chemical restraints in nursing homes.

Step two is research. We must advocate, participate in and fund
clinical research into the development and application of alterna-
tive approaches, to help residents manage their own behaviors.
Step three is education. We must target continuing education re-
quirements to all health professionals working with nursing home
residents, especially physicians, pharmacists, nurses, social work-
ers, and nursing assistants.

Additional training must include side effects of these drugs,
coping with difficult resident behaviors, comprehensive assess-
ments, and multidisciplinary care planning. We must not forget to
involve residents' families and friends, so that they will understand
and gain confidence in alternative approaches. Remember, the
loved ones of nursing home residents have been told for many
years that the only way to keep their mom safe was to tie her
down. They are not going to change their minds overnight.

Step four is enforcement. HCFA, State survey agencies and State
ombudsman programs must vigorously enforce State licensure and
Federal regulations prohibiting the inappropriate use of chemical
restraints. We must be visible, active, and determined in our ef-
forts to detect and eliminate violations of these requirements.

Thank you for the chance to share Ohio's survey agency experi-
ences in eliminating inappropriate restraints, and to propose this
action plan for the future. We look forward to joining our partners
in long-term care-Congress, HCFA, the nursing home provider
community-in creating this new culture of human alternatives.

Thank you.
Mr. SHERMAN. Thank you very much, Beth. Our next speaker is

Susan Acker, who has a background as a surveyor and as a direc-
tor of nursing. She has a masters in nursing administration from
the University of Florida, and a Ph.D. in administration from the
University of Florida.

She currently supervises the central office operations for the 31
facility types that are certified and licensed by the Florida Office of
Licensure and Certification.

Dr. Acker.
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STATEMENT OF SUSAN ACKER, R.N., PH.D., HEALTH SERVICES
AND FACILITIES CONSULTANT SUPERVISOR, OFFICE OF LICEN-
SURE AND CERTIFICATION, TALLAHASSEE, FL

Ms. ACKER. Good afternoon. I would like to thank you for the op-
portunity, some of you more than others, for joining you all here in
Washington today. Those of you that are familiar with State gov-
ernment know that it almost took an act of Congress to get anyone
out of the State of Florida to participate in this seminar. So I
would like to extend a special thanks to the committee staff mem-
bers who assisted me with that.

As you all know, although I sound like I originally come from
New Jersey, which I do, I am here representing the State of Flori-
da, which has 570 long-term-care facilities, 40 of which are licensed
only. Those of you that are statistically inclined know that then
means that 530 of them are dually licensed and certified.

So they must sustain surveys or inspections under the State of
Florida, Florida Statute 400 and the rules thereof, 10D-29, as well
as the certification standards, OBRA of 1987. We have 69,000 long-
term-care beds in Florida, of which 91 percent are occupied on any
given day.

People think of Florida as Miami Vice, lots of turquoise and fla-
mingos and no socks. But you must remember that the distance
from Key West to Pensacola is the same as the distance from Pen-
sacola to Chicago. So when long-term-care surveyors take to the
road in Florida, they really take to the air in an attempt to survey
those facilities.

We have facilities that are extremely urban in nature-down-
town Miami, Tampa, Orlando, Jacksonville. But we also have facili-
ties that are extremely rural, that make Plains, GA, look like a
metropolis, where the nursing home is the primary employer, and
the residents are related to all the caregivers.

In Florida we have a very diverse population. When you look at
the HCFA guidelines for second language, in Florida you find that
on the southeast coast the second language is as you expect, Span-
ish. But if you go to the southwest coast of Florida, the second lan-
guage is Greek. If you go to central Florida, just slightly north of
Orlando, the second most commonly spoken language is Slavic.
And if you go to the Panhandle of Florida, the second most com-
monly spoken language is Vietnamese.

So you have some idea of what is happening in the facilities that
you would think of as being just a short distance from Disneyworld.

The only thing you probably know about Florida is that wher
you get to the border, the children want to know "Are we ther(
yet?" And as you know, no matter what border you cross, you havE
at least a 5-hour drive to get where you're going. In some cases
you have between a 8-hour and 10-hour drive.

The residents of long-term care facilities are as diverse and anx
ious to get things on the road as your children going to Dis
neyworld. They want their lives taken care of, and we in the regu
latory agency of the State of Florida consider that our mission. W.
are very righteous in the State of Florida. We take our missioi
very seriously, as do they all over the Nation.
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The thing we realized our residents have in common is their hu-
manity, our respect, and the protection of OBRA 1987. But long
before OBRA 1987, the Florida Statute 400 listed resident rights.
With your permission, I will read to you the part of this statute in
Florida that has protected residents' rights from physical and
chemical restraints for over a decade. That is "the right to be free
from mental and physical abuse, and from physical and chemical
restraints, except those restraints authorized in writing by a physi-
cian for a specific and limited period of time, or as are necessary by
an emergency." Then the statute goes on to define an emergency.

The second part of that phrase that you will find interesting is
that they then add a sentence that says "Restraints may not be
used in lieu of staff supervision, or merely for staff convenience, for
punishment or for other reasons other than resident protection or
safety." In Florida, we have been doing this for over a decade. And
so when we hear the rumblings out of the West that the interpre-
tive guidelines are going to be modified, we stand tough and we
stand tall.

In the past 3 years, Florida has reduced the incidence of physical
restraints from 37 percent to 18 percent, 37 percent to 18 percent.
At 69,000 beds, that's almost 15,000 residents who are no longer
tied down.

When you think of 15,000 people who have been released from
physical restraints, your antenna should go up, for those of you
that are surveyors, the fur on the back of your neck should start to
twitch. Because that means that they probably-and you know who
"they" are-are probably watching them wander out of the facili-
ty? No. Are they probably getting programming to them in those
facilities? Maybe-hopefully.

What is really probably happening, and what we thought might
be happening is that we had better start checking on the relation-
ship between physical restraint reduction with a corresponding
chemical restraint increase. So we began to turn over the pages in
the medical record. Essentially, chemical restraint, we have found,
or the use of the antipsychotic drug, is invisible and aesthetic. You
don't see it. It's very invisible and very aesthetic. There aren't any
people tied down with things, or wearing things, or strapped in
with things.

It's very benign to the average person. You give them medica-
tion, everybody takes something, even those of us on normal diets
take our vitamins every day. And last but not least, one of the best
things about chemical restraints is that, best in a sardonic, sarcas-
tic way, is that it is attributable to the physician. When you walk
into a nursing facility, and you see someone with a chemical re-
straint, an anti-psychotic drug, for an inappropriate diagnosis, it
can always be said "The doctor made me do it."

In the State of Florida we began to look at this. And we looked
at it from those three categories and cited accordingly. As I said, in
Florida we have been tough on this for a long time. Under the in-
visible and aesthetic, let me tell you a little anecdotal story about a
160-bed facility in a moderately rural area. This facility was sur-
veyed by yours truly, 4 years ago, before OBRA.

The nicest thing that happened when I walked in the door at 9-
in Florida we start when the business day starts on the first day of
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the survey, although our surveys are unannounced, they don't
really start at the change of shifts, they start around 9-I walked
into the over 160-bed facility, at 9 o'clock in the morning, started
my tour, and it was quiet.

Those of you that have ever been in a long-term care facility at 9
o'clock in the morning, with only 60 residents, let alone 160 beds,
know right away that one of the strangest and most bizarre things
is to walk into a 160-bed facility at 9 o'clock in the morning and
find it quiet.

No one was in the hall, no one was hollering about going to the
shower, no one was fussing about the fact that they wanted corn
flakes instead of oatmeal. No one was anywhere. They weren't any-
where!

The residents were semi-somnolent in two huge day rooms, ap-
proximately 35 residents in each, and all the rest of the folks were
tucked in their wee little beds, somnolent. When we asked why,
after the tour, and they were able to run a computer record for us,
98 of the 160 residents were receiving-well, they were receiving
psychoactive drugs, most of them antipsychotics, some of them
tranquilizers.

On that survey, we took out State and Federal standards at that
time, State standards of course. But do you want to know who we
cited besides nursing care? We took the consultant pharmacist.
When he rushed in to appeal and say "The doctor made me do it,"
I said "That's fine. Is this the practice of the consultant pharma-
cist?"

By the time he left that building, all the PRN orders had been
discontinued, because the residents had not been receiving them
anyway. Most of the drugs for noncategorized dementia, such as
wandering, and other issues of that nature, had been discontinued.
And a lot of the people that were on the heavy-hitting antipsycho-
tics were on stepdown programs. So we felt fairly justified.

At the follow-up 45 days later, there were no more "Stepford"
residents. Everyone was out in the hall fussing, refusing to take a
shower, talking about the corn flakes, just like a normal day.

So that's how to deal with invisible and aesthetically pleasing an-
tipsychotics, you cite them. Let's take a look at benign, how benign
these antipsychotics are. As I left the office on Thursday, I got a
telephone call from one of our area offices. Florida is divided into
11 districts or areas. A young woman who is in charge in southwest
Florida had been in the nursing facility with 86 residents. She
wished to place a moratorium, which is a State sanction, under our
scope and severity rule.

The reason she wished to place this was of the 86 residents, 3 of
them had lost over 30 pounds in a 1-month period of time. Of those
folks, all 3 of them were on at least one antipsychotic medication.
Two of them were on three or more antipsychotic medications.
And, these people had started to break down and develop inconti-
nence, and one had been hospitalized during the course of the
survey.

So we placed a moratorium on admission, which is a very severe
State sanction in our area, and took two of the Level A's. More to
come.
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Under the issue of physician attributable, I happened to talk
with Dr. Kidder on the telephone on occasion-with him giving me
the pep talk, to hang in there-and he was telling me that really
it's the nurses attitudes in long-term care that change behavior re-
garding the administration of antipsychotic drugs, because it is the
nurses who request them.

He can cite the studies for you that say the nurses are the ones
that call in and say Susan Acker wandered out the door, or Susan
Acker is being belligerent, which would not be unlike Susan Acker
and that medication is required. But it's very important that you
understand the physician oftentimes is acting at the request or
behest of the primary caregiver who is the nurse.

I told you the story of a nursing facility in Florida where we took
out the standard for 98 residents. Now I will tell you where we
took it out for just one. Another rural facility, 120 beds, this resi-
dent was physically restrained because he liked to touch female
residents.

Now, this was a very rural facility, and he had been a "round-
er"-that's what they say in Florida for "party animal," I guess-
he had been a rounder all his life in that town. Everybody knew
him. And of course, as he aged-you don't become nice little old
ladies if you weren't nice little young ladies, and you don't become
nice little old men it you weren't nice little young men* * *.

Anyway, to make a long story short, he had been a rounder and
liked to touch the ladies his entire life. However, in the nursing
home this was no longer acceptable. They physically restrained
him.

When the physical restraint initiative went into effect, they de-
cided to untie him and chemically restrain him. He fell three times
in the course of 1 week on massive doses of Haldol, I'm sure that
would have foundered the average horse, and was admitted to the
local hospital. When his family complained, they threatened to pre-
emptively discharge him.

For some strange reason, most of this was documented in the
medical record. You know, surveyors do get lucky every once in a
while. So based on that one incident, the fact that he was being
punished, and the fact that this was being used in lieu of staffing
and for staff convenience, we are able to go after them on just one
person.

I have a feeling that even were it not in the medical record, with
this team they would have gone just for that single individual.

I have two or three issues in closing that I just can't speak before
a Senate Special Committee hearing, or seminar, and let go by. I
don't think there is a health caregiver in the United States that
does not believe that the antipsychotics have beneficial effects
when there are clinical indications. We are all committed to just
that, the appropriate use of then.

But when they are not clinically indicated, we do consider them
to be chemical restraints. It's not only a matter of morality, it's not
only a matter of ethics. As you have heard speaker after speaker
say today, it's a matter of cost. It's not only economic costs, but
human costs. You lose not only the dignity, but eventually appe-
tite, continence, you get pressure sores, weight loss, and things that
start off as being fairly innocent become cumulative.
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In the elderly, institutionalized elderly in particular, inappropri-
ate use of psychotropics usually result in increasing acuity of need
and eventually may, as in the case of one of the residents in the
facility where we took the standard on three, the Level A's on
three, eventually in the death of that resident.

Increasing staffing needs can be viewed not only on the staff
needed to care for the resident if he or she wanders. But we need
to take a look at what staffing needs are deferred, based upon the
reduced acuity, because they have not been psychotroped into the
next century.

I think that in regulation and enforcement we would like to re-
spectfully request that those of you with influence attempt to use
that with your legislators and those of you in the legislative body
continue to provide us with statutory authority and continue to
support those individuals at HCFA and everywhere who write the
regulations to support them as written, to allow us to serve and to
protect the residents of the long-term care facility.

Mr. SHERMAN. Thank you, Dr. Acker, for the eloquent summa-
tion.

Our next speaker is Larry Price, who is Senior Pharmacist of the
Office of Long-Term Care. Mr. Price has been with this agency in
Arkansas for 9 years, and surveys nursing homes and intermediate
care facilities for the mentally retarded. He is also in charge of
training nurses and other staff on pharmacy regulations, and re-
views the work of other field surveyors as well as handling all
pharmacy office correspondence.

Mr. Price will speak to the current status of the regulations as
they relate to one State, the State of Arkansas.

STATEMENT OF LARRY PRICE, SENIOR PHARMACIST, OFFICE OF
LONG-TERM CARE, ARKANSAS DEPARTMENT OF HUMAN SERV-
ICES, LITTLE ROCK, AR
Mr. PRICE. Thank you very much. What I would like to do today

is just speak to one State, what we are doing in the State of Arkan-
sas, what our results are, and what we have found. As it relates to
other States, it is probably on-line, but I couldn't exactly say that,
so I do want to keep my comments just strictly to Arkansas, and
what we are doing.

Since October 1, 1990, up to the present date, approximately 60
percent of the residents who receive antipsychotics have received
gradual dose reductions. Basically the dose reductions have come
about in three different ways by the physicians. One is some physi-
cians will reduce the dose every month by around 10 percent,
almost on a monthly basis. Other physicians will do a dose reduc-
tion and wait 4 to 6 months before trying again. And others wait
longer than 6 months. Those seem to be the three ways it's being
done.

We do have one facility in the State that has basically met the
condition of clinically contraindicative, which is that the residents
have received the gradual dose reductions, they are on the lowest
dose possible, and they have a correct diagnosis. But to my knowl-
edge, only one facility so far has met 100 percent of the residents
who use antipsychotics.



56

What we try to do when we survey a nursing home, or what we
have been trying to do since October, and will continue for a while
longer, is we look for a trend in a facility. For instance, when we
go into a nursing home, we pick a case mix. And it may be a case
mix of 20 individuals, and maybe 5 of those individuals take anti-
psychotics. It may be as we look through the clinical record we find
that they all have been on them for extended periods of time and
the clinical records does not show a risk where these individuals
would not benefit from a dose reduction.

So what we try to do is find out how many residents are on an-
tipsychotics in the facility and also how many dosage reductions
have occurred. Because they may have 50 residents in the facility,
and 45 of them may have had dose reductions, and the 5 that we
happen to pick on our case mix may be the 5 that have not yet
received, and are due to. So we try to be fair in enforcing the regu-
lation, we do look at the overall status of the facility, and not just a
particular set of individuals at this point.

Also, approximately 25 percent of the residents in Arkansas have
had at least two or more dosage reductions at this time. Approxi-
mately 95 percent of the residents who have received reductions
have not required an increase in dosage at a later date. I am going
to read that again, because I think that's a very important state-
ment. Approximately 95 percent of the residents who have received
reductions in dosage have not required an increase in the dosage at
a later date.

One thing we note is that drug holidays are not being used. I
think possibly that's due to definition, which is basically a gradual
lowering of the does, and a subsequent discontinuance of the drug,
to test for its continued need. I think it's the wording of "subse-
quent discontinuance" that a lot of physicians and facilities would
rather go the dosage reduction route than the drug holiday route. I
think I have seen one individual in the State of Arkansas that has
been on a drug holiday at this point.

Approximately 50 percent of the facilities in Arkansas, of which
there are a little over 260, I think 262, use an outside resource as a
behavioral management tool. And this is growing at a very rapid
rate, because in October 1990, it was probably less than 10 percent.
Now it is up to 50 percent. The main firm that seems to be used in
Arkansas is called Clinical Service Inc. I have some of their materi-
al available which I will leave out on the desk if anyone would like
to look through it.

Basically, when they do their consultations, a small percentage
of physicians give CSI complete control of the psychotropic portion
of the patients' drug regimen. But by and large, the majority of
physicians keep control of the psychotropic drugs and allow CSI to
make suggestions.

Approximately 40 percent of Arkansas residents on antipsycho-
tics have an organic mental syndrome diagnosis. Facilities, as least
as we note by surveys, are doing a relatively poor job of document-
ing the episodes of danger, either to the other residents, to the staff
or show some interference with the staff's ability to provide care.

Also, to document these episodes, a lot of homes are using form
sheets, which I also have some examples available. But by and
large most nursing homes use nurses' notes to document this.
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Also, surveyors are required to use professional judgment. Every
time we survey in this particular area of regulations, and I will
give you two examples of the last survey I did, I was looking at this
gentleman who lived with his wife in a nursing facility. He had a
diagnosis of senile dementia. As I looked at his chart, I could see
nothing in the clinical record that would indicate that this individ-
ual would have a need for the drug. There was just nothing to indi-
cate a reason for the episodes, as we mentioned, being noted at all.

But as I looked at the incident and accident reports of the facili-
ty, over half of the incidents and accidents were on this particular
gentleman. What he was doing was, instead of using the call light
or getting a nurse's aide assistant to lift his wife from the bed to
the wheelchair, he was trying to do it himself. And he had dropped
her many times, he had bruised her, she had never had any broken
hips or anything like that. But looking back, I would say probably
instead of using an antipsychotic on this individual, perhaps some
behavioral modification would have been in order for this gentle-
man.

Another resident in the same home I was looking at was on
Haldol, 10 milligrams at bedtime. His primary diagnosis was epi-
lepsy. The diagnosis for the use of the Haldol was restlessness. As I
looked through his clinical chart, I really couldn't see anything
that would justify it, plus the fact that it's not a correct diagnosis
in the first place.

But as I talked to the charge nurse, she informed me that the
resident did not sleep well at night, and that the drug had been to
help him sleep. Sure enough, he was sleeping very well, I might
add. But the point is, the gentleman had been on the drug since
1984 at the same dose every night, 10 milligrams of Haldol. And
there are other interventions that could have been used.

First of all, he is certainly a candidate for a dose reduction.
There is nothing in the clinical record that suggests otherwise.
There are also other drugs on the market that could be used in
place-and I'm not necessarily talking about sedative hypnotics-
drugs like perhaps Benadryl, or Periactin or something like that
may be of more benefit. And it may be, as they do the dose reduc-
tion, they may find that the gentleman sleeps very well, anyway.

Another area we run into where we have a problem is the diag-
noses that are not indicated for the use of an antipsychotic, such as
the restlessness, the anxiety, insomnia, this sort of thing. I would
say approximately 15 percent of the residents have this diagnosis.
Now, obviously, this is changing. The regulations have certainly
had an effect on the way the diagnoses are being tended to.

Also, one of the more major changes that I have seen as a sur-
veyor is the use of PRN antipsychotics. Right now, the regulations
read that if you sue a PRN antipsychotic more than five times in a
7-day period, the physician should be notified and acknowledged.
But we're finding out is a lot of the consultant's are recommending
the discontinuance of PRNs and the use of PRN antipsychotics has
gone down greatly in the nursing homes we survey.

One thing we also find-and this has really happened in the last
3 months, I would say-is that the physicians are more adequately
documenting clinical risks for a resident. Because as surveyors, we
are taught that if we find problems in the antipsychotic drug area
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that we are to give the facility a chance to explain things to us,
including talking to the physician, whatever evidence they would
like to present that would show a need for the drug.

So we are finding that physicians document the risk factors
much better than they did before. And that's really been in the last
3 months that I have noticed an increased effort in that area.

One thing we have not used is the regulation F170. I am sure we
will use it in the future. Basically, our intention has been to give
the facilities a chance to adjust to the regulations, give the survey-
ors a chance to adjust to the regulations, and go forth with them,
and show improvement in each area both by the way we survey
with it, and with the way the facilities do it.

But F170 basically says that a resident has the right to choose a
physician, but if that physician will not allow the facility to meet
certain requirements, and it specifically indicates unnecessary
drugs and antipsychotic drugs, then the facility may, after inform-
ing the resident, choose a physician that will allow the facility to
meet these requirements.

So that is going to be a regulation that I think in the future is
going to make nursing facilities more attuned to discussing these
problems with the physicians and getting things done.

As far as the side effects of antipsychotics, what we find mostly
is that these are treated by form sheets, but not necessarily moni-
tored in the facility. A lot of homes use standardized sheets to put
down what the side effects of the drugs are going to be, and this is
placed away somewhere, usually in the care plan or something like
that, not necessarily used. The sheet is only good if the monitoring
is in effect.

So I think that's one area that nursing facilities need to be doing
a better job in, monitoring the side effects, not simply just writing
them down, but actually having some kind of monitoring system,
an ongoing program.

As for the consultant pharmacists' involvement with the new
regulations, I find it is true that the independent pharmacist, or
the pharmacist that strictly consults for a living, rather than con-
sults in the retail setting, that they do a much better job of inform-
ing the facility of these regulations and what needs to be done.

Sometimes, especially in Arkansas, which is a rural State by
nature, you might have a town with one or more pharmacies in it,
and the pharmacy is both provider as well as consultant for the
home. Sometimes they can be reluctant to tell the home the advice
or give them the correct status of the facility at a particular
moment.

But Federal guideline indicators have included most of the anti-
psychotic drug regulations as part of the indicators. So this gives
the consultant pharmacist another tool to work with in their ef-
forts to meet the requirements of the regulations.

Basically, one thing I do know, in the Federal guideline indica-
tors it says that the pharmacist should comment on residents who
are not at clinical risk, that have not had dosage reductions in 6
months. That's one thing I think we need to work on, is what is a
proper standard, what's an extended period of use.

But the indicators do give us a 6-month criteria as a consulting
tool in this particular case. Part of that regulation, the 6-month
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criteria and the 25 percent maximum dose, has been taken out of
part of the Federal regulations. But I did note that it is in the Fed-
eral guideline indicators.

That's really about all I have to say at this time. I just wanted to
give you kind of a status report from a surveyor's point of view as
to what was going on and how these regulations are being enforced
at this time. I thank you very much.

Mr. SHERMAN. Thank you, Larry, for that very practically orient-
ed presentation.

At this time we would like to welcome any questions for mem-
bers of the panel. Does anybody have any questions they would like
to address to anyone?

[Question from audience.]
Mr. SHERMAN. Is your question addressing the PRN use of anti-

psychotic medications? Sam, do you want to address that?
Dr. KIDDER. I'm Dr. Sam Kidder with the Health Care Financing

Administration, my original thinking was, an antipsychotic drug
takes about 10 days to build up its antipsychotic effects, as Dr.
Rovner was saying, to have an effect on hallucinations and delu-
sions. When it is used on a PRN basis, it is used for its immediate
sedative effect. So we didn't think that was a reasonable use of the
drug.

However, a number of people convinced us that there were cer-
tain circumstances where they needed that effect, principally in
catastrophic reactions, as Dr. Rovner talked about. But we tried to
circumscribe that use, by saying five doses in a 7-day period, there
should be a physician looking at that resident, because they have
something going wrong, there is a lot of stress there, and somebody
ought to look at it.

We don't want to be taking that tool away from the physicians,
because it was necessary in certain circumstances.

Mr. SHERMAN. Thank you, Dr. Kidder. Any other questions? Yes,
ma am.

STATEMENT OF MARIE SAUNDERS, WISCONSIN NURSE
CONSULTANT

Ms. SAUNDERS. I am Marie Saunders. I'm a nurse consultant
from Wisconsin. I practice in several other States. One of my great
concerns with psychoactive drugs is the target behavior monitor-
ing. I am finding very little good information coming into the medi-
cal record. I am finding the target behavior sheets with lots of little
squares on them, with checks or slashes or numbers. And I am
finding surveyors who are counting the boxes, and the number of
empty boxes, and citing on the number of empty boxes.

I don't find that to be useful to anyone. I am finding my clients
are very vulnerable to cites that are not meaningful in terms of
regulation. I am wondering if anyone has any ideas or suggestions
in terms of what might be some meaningful monitoring.

Mr. PRICE. One thing I would suggest to you is to have in-service
to the nurse's aides. Because they are the primary caregivers in
the facility, the bathing, toileting, eating. A lot of the incidents
that happen will be happening to the aides. If they don't tell you

47-284 0 - 92 - 3
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about it, then it doesn't get done. Episodes have to be documented
quantitatively and qualitatively.

I would also suggest to you that you get away from using words
like combative and aggressive, and be more specific as to why the
episode happened. But you need to get your reporting mechanism
in place, and that is that the aides, and all the facility personnel,
know that these things are to be reported as to what happened, so
it can be put down and show a clinical record.

STATEMENT OF NANCY WILBURN, NATIONAL COUNSELING
ASSOCIATION

Ms. WILBURN. I'm Nancy Wilburn, an executive with the Nation-
al Counseling Association. We have gerontological counselors,
rehab counselors, all kinds. But I am also speaking from another
perspective.

For about 11 years now, I have been grieving over the loss of my
mother in a nursing home in the State of Maryland. If I had echoes
of that experience, I heard them all here, every one, with some of
the anecdotes.

My deep concern is, though, we are talking about drugs and their
administration and dosage. We are perhaps avoiding-I think I
have only heard two people today speak to the tremendous need of
some of our caregivers in our society for docile, quiet places, docile,
quiet people. Some of our caregivers and I talk about nurses aides,
I talk about nurses, doctors, whatever, counselors included, require
this. The need is tremendous for total re-education.

I am ashamed of any part any one of us play, since 50 percent of
us will leave this earth from one of those places, possibly, that we
admire and respect the conforming, docile person. This is what has
developed the industry of medication. It has put down the creative
interventions that were described so well today, the alternative
interventions.

I am not anti-medication, but I think we have been so absolutely
enraptured by them, because they are such a quick fix in many
cases. I do feel deeply about this, and I came here with a bias that
I had to share.

There are a lot of caregivers out there who are ready to work,
and yet are not named as potential providers. We are not talking
about people who administer medication, but counselors, social
workers, others in the community who could come in and work
with people in nursing homes.

The nursing home where my mother died was one of those big
franchise operations, there are a million of them all over the coun-
try, same name, different location. Again, I know other people in
this room have had comparable experiences with their loved ones,
sisters or brothers.

But I would urge all of you to look at the real target, and that is
the tremendous need of our society to keep things calm and flat.
All these industries develop because of that need. So unless we
change and educate ourselves, I think we are going to continue to
have this problem.

Mr. SHERMAN. Thank you very much. Yes, sir?
[Question from audience.]
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Mr. SHERMAN. I can speak to that, or would anyone else like to?
I don't think that it has been done in a large enough way yet, or

the information has been presented, at least in a way that people
in the Government agencies responsible for reimbursement have
really heard that. I also feel that it is a very difficult area to evalu-
ate. So that just as this woman expressed, she comes here with a
bias, I think we all come here with a bias. I don't think there's
anything wrong with that, as long as we are aware that this
occurs, and acknowledge it as we are talking to each other.

But I think that those individuals who do these kinds, these
pieces of research, that examine these kinds of things, oftentimes
they are done anecdotally and not designed in a way that really
stands up to what might be considered well-designed methodology
from a public health perspective. I think there are a number of
those projects in the works now, but it is a very complicated area.
It is a multi-variant area, so it's a difficult kind of study to analyze.

Yes?

STATEMENT OF DAVID ZIMMERMAN, UNIVERSITY OF WISCONSIN

Mr. ZIMMERMAN. I am David Zimmerman, from the University of
Wisconsin Center for Health Systems Research and Analysis. I
think the issue of the relationship between psychotropic drug use,
and for that matter physical restraints and resource use, has been
one, unfortunately, that has been the subject of a lot of convoluted
thinking, and not very good empirical work.

Many people have said that one of the problems is that if we
reduce our use of psychotropic drugs or physical restraints that we
are going to see an increase in RN time, in nurse's aide time, etc.
In fact, there will be an article coming rather shortly that shows
with respect to physical restraint use, quite the opposite is true,
across many data bases.

In fact, I think of the four or five data bases on which some anal-
ysis was done, the authors have found that only in one case was
there an increase in use, and in the other cases there was in fact
decreased use with the removal of physical restraints.

Some of our work in the area of resource use and psychotropic
drugs, analyzing data from Texas, suggests that there is really not
any major effect one way or the other in terms of resource use,
when you reduce the use of psychotropic drugs. In that regard, I
think there is going to be a golden opportunity in the next 3 or 4
years to do some work in this area from another product of OBRA,
which is the implementation on a universal basis of the minimum
data set.

We are putting together a set of quality indicators now for four
States that are participating in a case mix demonstration. But all
States will have-I suspect in 2 or 3 years-available data from
that data set, on all nursing home residents. One of the things I
think can be done with this information, not only do you have won-
derful information on the use of psychotropic drugs, in particular
antipsychotic medications, but you also have information that can
be used to serve as predicators of psychotropic drug use, antipsy-
chotics in particular.
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And you also have information that, short of hospital admissions,
etc., can be used to take a look at outcomes that might result from
this use. So I think that this information can be used in a regula-
tory context, which is what we have been talking about this after-
noon.

But it also can be used in an internal quality assurance context,
by some of these same nursing homes, whether or not they be fran-
chises or whatever the word is that you use, to develop internal
quality assurance systems.

So I think we will learn a lot more about that issue, as well as
some of the other outcomes, in the next couple of years.

Mr. SHERMAN. Thank you very much for your input, David.
Ted.

STATEMENT OF TED COLLINS, UNIVERSITY OF WISCONSIN
Mr. COLLINS. I'm Ted Collins, I'm also from the Center for

Health Systems Research at the University of Wisconsin. You men-
tioned earlier this morning the study done by Wayne Ray in which
he has shown that the use of antipsychotics, and for that matter,
most psychotropics, nearly all psychotropics, cause an increase in
the incidence of hip fractures. So certainly there is a potential for
reduction in that sort of thing.

I think as it relates to reductions in Medicaid payments for
drugs, I think the savings is going to be somewhat modest, partly
because most of the antipsychotics are now available generically,
and the cost to Medicaid is nowhere near what it used to be. But
certainly there is some potential there.

Mr. SHERMAN. Thank you, Ted. I think the important point that
most of us make is that the cost, the moneys that are to be saved
are not from the drugs themselves, but from the drug-induced ill-
ness that results, the indirect costs of the drug. I agree that it is an
area that is worthy of more exploration of well-designed work, and
I look forward to the project you were just describing, David.

Any other questions? Yes, sir?

STATEMENT OF STEVE BALL, MARYLAND DISABILITY LOSS
CENTER

Mr. BALL. I'm Steve Ball, Maryland Disability Loss Center, Balti-
more. Dr. Rovner, I was interested in the study you cited, the 1988
Study in Baltimore, with the nursing homes. Would that be avail-
able? Is that published in a journal?

Dr. ROVNER. It's published in a journal. I can give you a refer-
ence.

Mr. BALL. Thanks, I would appreciate that.
Mr. SHERMAN. Any other questions? Please feel free.
Yes, ma'am?

STATEMENT OF MARY LUCERO, GERIATRIC RESOURCES
Ms. LUCERO. My name is Mary Lucero, and I have a company

called Geriatric Resources that develops sensory stimulation prod-
ucts for dementia people. I was very interested in Dr. Rovner's
study. But what I wanted to mention, which I have not heard much
about today, was remembering-well, after Dr. Rovner shared with
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us about who the people are who are the prime targets for antipsy-
chotic drugs, and what are the behaviors staff are perceiving as
necessary to control, he identified that as uncooperativeness.

I think we also need to be really careful that we remember what
else OBRA tells us, and that is that people, no matter what their
mental status, have the right to refuse treatment. That means that
someone who is cognitively impaired, even severely, who chooses
not to go willingly to a bath, it tell us that we do not have the
right to force that, and to ask for an antipsychotic medication to
enable that.

That means that we need to take a really hard look at our care-
giving practices and priorities, especially when we are looking at
cognitively impaired people, and to remember and maybe update
our perceptions, that these people are terminally ill people. They
have fatal, irreversible illnesses. And to look at what is our long-
term goal in caregiving to them, which is palliative care, which
means comfort, dignity, supporting remaining capabilities, and
compensating for losses.

When we are looking at uncooperativeness and resisting we also
need to remember that that is part of the dementing process, those
behaviors, as Dr. Rovner shared with us, about the language prob-
lems that occur, we really need to take a hard look.

Mr. Price talked about educating nursing assistants. I also think
we need to maybe look at educating nursing home administrators
as well as people who are in power, directors of nurses and so on.
Maybe we need to change practices. Who made us boss and said
that someone has to have a bath three times a week, and that
someone has to sleep in their pajamas, if they are severely im-
paired and they don't understand?

I think we also are charged with looking at what our priorities
are with demented people, and looking at the care practices we
have put in place, using an acute care model.

Mr. SHERMAN. Thank you.
Dr. ROVNER. I certainly support many of the sentiments you ex-

pressed. One issue about the antipsychotic drugs and the ability to
refuse or not refuse those medications is an important issue. Many
facilities are now requiring that a patient or guardian sign an in-
formed consent document if such a drug is to be used. The benefit
of that is, of course, that somebody makes a knowledgeable decision
about whether this medicine is appropriate or not. It also weighs
against the side effects, namely tardive dyskinesia, which is a long-
term complication of the drug.

So as with other medical procedures, it makes perfect sense to
have a patient and/or family member comment on the appropriate-
ness of the medication, whether it is desirable or not. Most of the
patients for whom these drugs are used are incompetent, they
cannot make these decisions on their own. That does not mean
somebody should not make them for them, either through previous
indications, or through family, legal guardians, and that sort of
thing.

Mr. SHERMAN. One of the best quotes I have heard that sums
that feeling is from the late Supreme Court Justice Louis Brandeis.
He once said that "one of our most cherished rights is the right to
be left alone."
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I would like to introduce Holly Bode, a member of the profession-
al staff of the Senate Committee on Aging, who will provide closing
remarks today.

Thank you very much for your kind attention today.

STATEMENT OF HOLLY BODE, PROFESSIONAL STAFF, SENATE
SPECIAL COMMITTEE ON AGING

Ms. BODE. My closing remarks will be extremely brief, and con-
sist mostly of my thanking everyone for coming today. I want to
mention to you that we will have a printed record of this event
today. It should be available within the next couple of months. I
encourage you to contact us and let people in your communities
know it will be available.

I again want to thank everyone for coming today. I was very
pleased with the turnout today, and with all of our speakers. I
thank all of them for coming, some of them from very long dis-
tances. Thank you. [Applause.]

[Whereupon, at 2:58 p.m., the forum was adjourned.]
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APPENDIX

Item 1

PUBLIC LAW 100-203-DEC. 22, 1987 101 STAT. 1330-165

"(C) maintain clinical records on all residents, which
records include the plans of care (described in paragraph
(2)) and the residents' assessments (described in para-
graph (3)).

"(7) REQUIRED SOCIAL SERVICEs.-In the case of a skilled nurs-
ing facility with more than 120 beds, the facility must have at
least one social worker (with at least a bachelor's degree in
social work or similar professional qualifications) employed full-
time to provide or assure the provision of social services.

(c) REQUIREMENTS RELATING TO RESIDENTS RIGHTS.-
'(1) GENERAL RIGHTS.-

"(A) SPECIFIED RIGHTS.-A skilled nursing facility must
protect and promote the rights of each resident, including
each of the following rights:

(i) FREE CHOICE.-The right to choose a personal
attending physician, to be fully informed in advance
about care and treatment, to be fully informed in
advance of any changes in care or treatment that may
affect the resident's well-being, and (except with re-
spect to a resident adjudged incompetent) to participate
in planning care and treatment or changes in care and
treatment.

(ii) FREE FROM RESTRAINTS.-The right to be free
from physical or mental abuse, corporal punishment,
involuntary seclusion, and any physical or chemical
restraints imposed for purposes of discipline or conven-
ience and not required to treat the residents medical
symptoms. Restraints may only be imposed-

"(I) to ensure the physical safety of the resident
or other residents, and

"(II) only upon the written order of a physician
that specifies the duration and circumstances
under which the restraints are to be used (except
in emergency circumnstances specified hy the Sec-
retary) until such an order could reasonably be
obtained.

"(iii) PRIVACY.-The right to privacy with regard to
accommodations, medical treatment, written and tele-
phonic communications, visits, and meetings of family
and of resident groups.

'(iv) CONFIDENTIALITY.-The right to confidentiality
of personal and clinical records.

(v) ACCOMMODATION OF NEEDS.-The right-
"(I) to reside and receive services with reason-

able accommodations of individual needs and pref-
erences, except where the health or safety of the
individual or other residents would be endangered,
and

"(II) to receive notice before the room or room-
mate of the resident in the facility is changed.

"(vi) GRIEVANCES.-The right to voice grievances
.. .-- - _ - _ ___ *.~- ;e ad- fils to hp)
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The purpose of this study was to ap-
ply the HCFA guidelines to n existing
set ofdots about medication use in nunr-
ing homes to estimate the potential im-
pact of the new regulations.

SUBJECTS AND METHODS
Subjects

The data were coilected in a previous
study, and the methods used have been
described in detail elsewhere.' Briefly,
patient recordo in 60 nursing homes lo-
cated in eight westerm states were ab-
stracted on the basis of a standardised
record review form by name abstrac-
toar who were not affiliated with the
nursing homes. Tbe nursing home re-
ords included physicians and nursesd
notes, medication records, logs or pose
books, businesa office forms, and hospi-
tal discharge summaries for patients
who were admitted or returned to the
nursinghome.

Thirty study nuning homes were se-
lected as a convenience sample of
102 Medicare- and Medicaid-certified
skilled nursing and intermediate care
facilities that participoted in the Moun-
tain States Health Corporation pro-
gnun''- to train geriateric nurse practi-
tioners (GNPsl The nursing home
were recruited s matched Win that
consisted ofa study nursing home and a
contrnlnursinghome Amnirtnluring
home (without GNPQ) wa matched to
each study nursinghome on the basis of
number of beds, type of ownership, af-
filiation, and rarslhutan location. No
nursing home ws a facility for the men-
tally Ill or mentally retarded. Informa-
tion about staffing levels within the
nursing home, physicians' chracteri
tics, or prescribingpattera was not eal-
lected as prt of the originl stuly Pre-
liminary analyses showed no differ-
encesbktween GNP and aos-ONP fiil-
ities in psychotroe dreg ass by sub-
jects in this study.

Within each anang home sepr-
ate random nampi were drwn of

admisons (N==52 snd residents
(N -31911 Subject selection was hum-
ited to individuals whose length of tay
was 6 weeha or mee there wa no -
striction by age, sonrceofadsission. or
source of payment For purposes of the
present study, only data from individ-
uIa who were 65 yeano ags or older
were analyed.

An admission wasdefined as any indi-
vidual who was adrited to the nursing
home during a 12 enth oral M pe-
riod. This definion included individ-
us who had nd pretonsly End in a
nursing home, as weB as readmisdona
from this or other -ursiaghoms Only
the individual's fraxt admission during
the study period ws considered. No

subject was used more than once. and
there wou no subject replacement on
discharge within either cohort. lb gen-
erate a sufficient sample size from each
nursing home, three random samples of
admission were drawn Irom each nur-
ing home, one for each of 3 years. A
nonproportionate, simple random sam-
plingdesignwasused, and thesampling
frame consisted of all admiomona over
each 12-month period who met the sub-
jectcriteri.

A resident was defined as any individ-
ual who lived in the nursing home on the
fAnt day of the study period. Similar to
the sampling of admissions, three ran-
dom samples of residents were drawn
within each nursing home. The sam-
pling frame for each af these &years
consisted at all residents who met the
subject criteria and were living in the
nursing home on a given day.

The start of the 3-year study period
varied between 1976 through 1983
across these 60 facilities. Subjects were
observed (in the records) from admis-
sion to the nursing home (admissions
cohort) or the begimning of the study
period (residents cohort) until either
discharge or the end of the study,
whichever occurred first. Fbllow-up
varied from 6 weebs to 24 months for
admissions depending on enrollment
date and either 12 months (subjects
sampled in years 1 and 3) or 24 months
(those subjects sampled in year 2) for
residentk. Discharge was due to deat",
discharge alive to community, trnanfer
to nother facility, or hospitalization
with no return to the nursing home.

Up to 12 current diagnoses were ab-
strscted from the medical record on ad-
mission or the beginnng of the study
and at discharge or the end ofthe study.
Each diagnosis was assigned the first
three digits of its corresponding Inter-
natiosal Classification of Diaeaea,
Nintbh Reviion, Clinical AfodItcion
(ICD--CM) code, and all diagnoses
were included in the analysis. Mental
status (alert and oriented, ooseionally
confused, usually confused. and coma-
tose) and behavior (no problems, occa-
aionally disruptive, usually disruptive,
and comatose) were rated by the nurse
abstractor based on information in the
nursing home record that was recorded
during the same 2-week periods that
neuroleptic drug use was assessed. ID-
formation about sex and marital status
had been inadvertently omitted from
the data form in the original study.

Neuroleptkc Drugs
Information about neuroleptic use

waa obtained from the nursing home
chart, including the medication record,
which is the name source used by HCFA

464 .hMA.Jsnu"r5_v19 rW12W.No.4

surneyors in establishing rrmpliance
with the documentation pert of the reg
ulatisns. The nurse abstractor recorded
a maximum of 10 drug used throughout
each of two 2-week periods: at admis-
sion (admissions) or begimnig of the
study (residents) and the first 2 weeks
of the month prior to eitherdischrge or
the end of the study. The three nears
leptic agents most commonly used in
nuaing homes were recoded in stan-
dard dose equivalents" and treated u a
single variable: 25 mg of thioridazine
equals 25 mg of chlorpromazine equals
0.5 mg of haloperidol Because the em-
phusis in the original study was on dos-
age loves rather than type of use,
scheduled ad as-needed use were not
differentisted in the coding.

Based on the antipsychotir drugs sec-
tion of the HCFA guridelnes,' we de-
fined antipsychotic or neuroleptic drug
use us "ineligible" if used without a
documented diagnosis of psychotic
mood disorder (lCD-9-CM codes 296
and 2981 schizophrenia (lCD 9-CM
code 2951 and Tburette's syndrome or
other conditions (ICD-S-CM code 307)
The HCFA guidelines specify that or-
gauni mental syndrome (OMS, includ-
ing dementia (lCD-S-CM codes 290 to
294,310, and 3311 mustbk acompanied
by documentation of associated psy-
chotic and/or gitated features tojuetify
use of neuroleptics. We used the curse
abstractorbs aseesments of mental st.-
tas (usually or occaaionally conouoed,
behavior problems (usually or occaion-
ally disruptive), or both as surrogate
mesue

Statstlcal Methods

Descriptive data are presented in rhe
form of a tree diagram. Multiple lint-ar
regression analysis was used to modal
percent of neuroleptic use and. sewa
rately, percent of ineligible use at the
nursing home level. Logistic regressitn
was used to model ineligible neuroleptic
use at the individual level; X tests were
sued with categorical variables, inlud-
ing the Yates' correction when d- 1. A
P<.06 level was used for statistical
significance.

RESULTS
Cohort Chanctaetics

Admissions had a mean age of 83.S
years (SD, 7.8 yearsl 99% were white,
28% were Medicaid recipients on admis-
sion, and 60% entered from the hospital
and 21% from the community. By the
end of the study, 19% had died, 15%
were discharged to the community, 7%
were discharged to the hospital with Do
further information, and 59% remained
alive in the nursing home. Residents
had a mean age of 85.4 years (SD, Vl

NeufmDapno tuhsa-Gwsnrd rat



68

years), 99% were white, and by the end
of the study, 28% had died, 4% were
discharged to the community, 6% had
been transferred to the hospital, and
62% remained alive in the nursing
home.

Organic mental syndrome, including
dementia, was recorded for 21% of the
admissions and 26% of the residents;
other HCFA-etigible diagnoses were
recorded for about 13% within both
groups. Of those individuals who had
OMS, 80% to 85% of both groups had
confutsed mental status, behavior prob-
lems, or both. Of those without OMS,
approximately 27% had confused men-
tal status problems only, 5% had behav-
ior problems only, and 24% had both
types of problems.

Use of Neuroleptic Drugs

Within each cohort, the same propor-
tion of people who were taking neuro-
leptic drugs was found at the beginning
and ending points of the study; howev-
er, these were not the same individuals.
On admission to the nursing home, 17%
(N = 996) of the individuals were taking
neuroleptism. By discharge or the end of
the study, one third (N =345) of these
individuals who were taking neurolep-
tims had discontinued use; however, ap-
proximately the same number (N = 349)
of individuals who were not taking neu-
roleptic drugs at admission had initiated
such use at the end point. Of the 3191
residents, 21% (N = 657) were talking a
neurcleptic drug at the time of initial
evaluation. By the end of follow-up, half
of the 657 individuals who were taking
neursleptics had discontinued use, but
an additional 326 residents had initiated
neuroleptic use.

Neurcoleptic use did not differ by ei-
ther source of admission (communmity vs
hospital) or payment source (Medicaid
vs private pay) for the admissions co-
hort. The rote of those individuals who
were taking neuroleptic drugs among
those who entered the nursing home
from the hospital was 16%; from the
community, 18%; and from another
nursing home, 21%. By source of pay-
ment, 18% of the Medicaid recipients
(N = 1580) were taking neuroleptics,
compared with 18% of those individuals
who paid privately (N 2829) and 14%
of the Medicare recipients (N= 1332).
Neuroleptic use declined with age, a
finding more pronounced for residents
than admissious. Thirty-one pereent of
residents aged 65 to 74 years were tak-
ing these drugs, as were 23% of those
aged 75 to 84 years and 17% of those
aged 85 yearm or older, the correspond-
ing rates for admissions were 20%, 20%,
asd 14%, respectively

Physical restraints were applied to
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55% of the residents who were taking
neurolepties at the initial evaluation
compared with 39% of all residents.
Rates were similar for admissions dur-
ing their first 2 weeks in the nursing
home: 60% of the individuals who were
taking neuroleptic were restrained vs
39% of the total cohort. The duration
and extent of restraint use during the
2-week period of assesament were not
clear from the data available.

Inteligible Use ofNsuroleptcs
In each eohort, half of the neuroleptic

use would not have met the HCFA cri-
teria as defined in this study. As shown
in Fig 1, ineligible neuroleptic use by
the admissions cohort was 49% of the
996 individuals who were taking neuro-
leptics at admission and 52% of the 1000
individuals who were taking neumlep-
tics at discharge or the end of the study.
Among those who were receiving ineli-
gible neuaroleptie therapy at admission
who were still receiving neuroleptics at

the end of the study, only 10% had docu-
mentation that made such mue HCFA-
eligible. Neurcleptic use intiated after
admission was associated with a 57%
rate of ineligibility.

Findings were similarwithin the resi-
dents cohort: 46% were ineligible at mNi-
tial evaluation and 53% at discharge or
the end of the study. By discharge orthe
end ofthe study, only 11% ofthe individ-
uals who wer initially ineligible for
neuroleptic therapy had become eligi-
ble.

In subsequent analyses of alternative
explanations for these rates, ineligible
use of neurcleptic therapy within the
admissions cohort ceuld not be ex-
plained by the treatment of develop-
mentally disabled persons who had be-
havior problemrs t by the presence of
OMS without documentation of mental
or behavioral problems, by study char-
acteristics such as GNP effect, by miss-
ing data, or by variations by calendar
year in which the data were colected.

Neuroleptic Drug Us-Gr.rr.. et a 455
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Residents' ineligible ume of neuroleptico
could also not be explained by these fac-
tors, with the exception that the data
generated in 1977 through 1978 show a
higher rate of ineligible use (70% to
80%) than in later years (50%).

Charecterlstacs of InelIgIble User

Five individual characteristies were
concidered in modeling eligible and inel-
igible neuroleptic use by admissions on
entrance to the nursing home: (1) pres-
ence or absence of other mental disor-
ders, (2) source of admisoion, (3) age,
(4) source of payment, and (5) number
(0 through 6) of activities of daily living
dependencies. Other mental disorders,
listed in the Table, were identified by
our study team as possible explanatory
conditions for neuroleptic use, although
such use is not necessarily recom-
mended, nor were these conditions is-
cluded in the HCFA guidelines. The six
activities of daily living were ambula-
tion, transferring, feeding, toileting of

urine and feces, and dressing.
The first three of the five pre-

dictor variables were found to be stotis-
tically associated with inejigible use;
none of the interactionm were statisti-
crly significant. The ^ coefficients,
their SEs, and the odds ration (ORt)
for the three predictorvariables wereas
follows: presence of other mental disor-
ders (,=0.75, SE=0.14, OR-2.12);
source of admission coded as two dum-
my variables with "other nursing
home" as the comparison variable:
community (p=0.03, SE =0.20, OR=
1.03) and hospital (t=0.34, SE=
0.17, OR=01.40); age used as a con-
tinuous variable (P=0.02, SE=0.009,
OR==1.02); and the constant (3-
-2.48, SE=0.73)

Tb maximize the use of these findings,
the result3 are usmmarized in the Table
as predictive probabilities based on the
3 coefficients. For example, there is a
70% probability that use of neuroleptics
will not meet the HCFA guidehnes, as

400 JsAMA,Jo lyr230.(191 sl-Vol 265. No. 4

defined in this study, if the individual is
aged 85 years or older, has one or more
of the other mental disorders, and was
admitted from the hospitAg whereas,
the probability is 31% if the individual
who takes a neuroleptic drug is aged 66
to 74 years, does not have one of the
other mental disorders, and entered the
nursing home from the community.

NursIng Home Rates
At the nursing home level, use of neu-

roleptics varied from 2% to 35% within
each cohort, and ineligible nse varied
from 0% to 100%. As shown in Fig 2,
only one of the 60 nursing homes had no
ineligible use by residents. Based on
regression analyses, none ofthe nursing
home characteristics (number of beds,
ownership, affiliation, or rural or urban
location) predicted either the overall
rste of neuroleptic ume or that of ineligi-
ble use within either cohort.

COMMENT
The 21% rate of neuroleptic use by

residents in this study is comparable
with that found in other studies."
Higher rates, 39% to 44%, have been
reported in previous research, which in-
cluded individuals who were living in
rest homes,a many of whom were for-
mer psychiatric patients and therefore
likely to have greater mse of neurolep-
tiee, and studies' based on Medicaid
claims files in which all neuroleptic me
over a 1-year period was assessed. Con-
sidering the amount of discontinuation
and initiation of neurolepticm found in
our study, such rates over an extended
period would be expected to be higher.
FPrthermore, data from claimo files
tend to overestimate actual mse.' Alter-
natively, our estimates may be lower
because weincluded only three of the 15
or more neuroleptic agents on the mar-
ket, although these three agents ac-
counted for 78% of al neuroleptic use in
a nationwide survey of nursing homes.'

Approximately one half of admisoions
and residents did not have documenta-
tion of a diagnosis or specific condition
to support neuroleptic use based on the
HCFA guidelines. Characteristics of in-
dividuals who took neuroleptics associ-
ated with ineligible ume incleded the
presence of one of the other mental dis-
orders not included in the HCFA guide-
lines, advanced age, and admission to
the nursinghome from the hospital. Vir-
tually all nursing homes had at least one
individual who was considered ineligi-
ble for neuroleptic mse, which could re-
sult in a negative finding under the
HCFA guidelines.

These results are even more disturb-
ing when we consider that rates of ineli-
gible neuroleptic use in this study may
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underestimate those that currently ex-
ist throughout the country for several
reasons: our criteria for defining ineligi-
ble neuroleptic use were a subset of
those in the guidelines; we were not able
to examine as-needed use; our measures
of mental status and behavior problems
are probably more lenient than the
HCFA's requirement of 'psychotic
and/or agitated features"; and the nurs-
ing homes in this study were probably
above average because they were will-
ing to participate in a study that re-
quired complete access to all records.

The high rate of ineligible use of neu-
roleptics can be attributed to either
poor documentation or inappropriate
clinical use of the drug. Since the data in
this and other published studies' de-
pend on smine form of reord review, it is
not possible for us, the previous re-
searchers, or HCFA-affiliated survey-
or to determine which of these reasons,
alone or in combination, best explains
the evidence (hence our choice of the
term ineligible rather than inappropri.
ate). In implementing these regula-
tions, however, HCFA surveyors will
have the advantage of being able to aug-
ment record information through inter-
views with patients and staff, although
the requirement regarding documenta-
tion will nonetheless require reliance on
nursing home records.

The strengths of this study include
sufficiently large numbers of subjects
and nursing homes, data that are based
on actual wse rather than prescription
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orders or claims files, assessment of
mental and behavioral status in the
same time periods as drug use, and fol-
low-up data of an admissions as well as a
residents cohort.

If the results are attributable solely
to poor documentation in nurming home
records, better record keeping will not
guarantee a concomitant improvement
in quality of care. However, until the
reostn for the use of the drug and its
effects on each individual have been re-
corded, there will be no systematic way
to determine whether the medication
was dinically justified.

Alternatively, we might speculate
that compliance with the requirement
for documentation mould result in possi-
bly negative outcomes for patients,
such as substitution of other leas specifi-
cally regulated psychoactive drugs, eg,
benzodiamepines; increased staff time
and effort spent on improvement of doc-
umentation at the expense of direct pa-
tient care activities; compliance with
regulations by recording OMS, which
might discourage complete diagnostic
assessments; increased use of physical
restraints to control disruptive behav-
ior, and a shift from an an-needed use to
regular use of the same medication.

The legislative intent of the nursing
home provision of the 1987 Omnrbus
Budget Reconmcliation Act was to im-
prove the quality of care in nuring
homes, and the HCFA guidelines con-
stitute a regulatory vehicle for accom-
plishing that intent. If compliance with
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these guidelines extends beyond simple
documentation, resulting in a closer ex-
amination of why neuroleptic drugs are
being used, the spirit of the law, as well
as the letter of the law, may very well be
accomplished. Ideally, only the patients
who need these medications will receive
them at the lowest effective dosage lev-
els and with ongoing monitoring. Such
efforts should result in a reduced likeh-
hood of adverse risks,' such as tardive
dyskinesia, reduced confusion, and pos-
sibly the ability to function with less risk
to physical safety.'

Tbe HCFA guidelines on antipsy-
chotic, ie, neuroleptic, drugs constitute
an unprecedented regulatory approach
to the management of drug use by nurs-
ing home elderly. In spite of the fact
that the data available for this study
were gathered prior to implementation
of the regulations, the results of this
study suggest that justification of the
Ume of these prescription drugs by the
physician and at the facility level will
constitute a major endeavor if current
practices in long-term care facilities are
similar to those in the recent past.
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Item 3

Matrix of Probelamtic
Behaviors and Alternatives

to Restraint Use*

Probltic Be ris

I9 of Fnll Risk lres11nt Disruptive Behvior
Alternatives Interfere

byisiologic Positiafing Qxifort gi tl :
Evaluate drugs Pain relief Oomfort, Fain relief
Regular toileting Regular toileting Corretion of uwderlying

Charge in problem, eg. dehydration
treatment (e.g. Positiadng
reove IV/M Ibileting
tube, catheters) Sensory aids

in9: Attention to
toileting, Massage

Other disubn
Fehavior: cmafort,
sensory aids, pain relief,
adequate hydration

Psyhsca 9upervision Copaiahisp A4aicnre;g=a:
Authorization of ard supervision 0-panioanhip, theraptic

"no restraint" Authorization of taour, active listening,
frui resident/ "no restraint" provision of sense of
family from resident/ safety and secrity

family
Reasszrance nder: Supervision;

behavioral modification;
promotion of trust and sene
of mastery; attention to
residant's ageda.

Other disturbing bdsvyor:
Reaotivaticn, reality
orientation; therapeutic tauc,
active listening; attention to
feelings, erns, sial ties
and need gratification; behavior
modification; facilitating
resident contzol over activities
of daily living
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Matrix of Problematic
Behaviors and Alternatives

to Restraint Use, oont.

Probleatic Behaviors

qTratment
Interfererim

Disruptive Behavior

Activities p y ysical Oistractioui
therapj/arbalaticrn Televisicm, Distraction, plancin
Gait trainin radio, music recreation, exercise, Pr/ar,

Scomething to social activity, cutlets for
hold anxious behavior

plarmed recreation,
ercise, AM tradng,
Pr/or, social activity,
nighttime activities prn,
redirection tokard rawsing
hme unit

Other dstbingM behavio.:
Distraction, plarned recreation,
exercise, AML training, Pr/or,
social activity

awiraanital chaizs that slant oate near Acitatic/restlansne !
or fit body
ctairs

Wadge cushions
low beds, or
mattress on floor

Mbility aids
Bedy prop
Bedsida table
placed in
frlut

Alarm signal
system

Bedside cmode
Bearails down
Pcessible call
lilt

Fall-safe environment

rursing station
Accessible call
light

Camouflaged or
Eadsed

treatmeL site

Deceased use of intercom;
easie//inreased light

as appropriat, quiet roan
or soothing bancgr-urd music,
persanalized area

Wandering: Cmaflaged doors,
eaits, elevators; floor tape
or planters to signal end of
hall; "baffle" locks, alarm
systems, velcro ors";
cintained areas that are safe
and interesting; broad-based
rockers and footstools; music;
familiar objects; special
clothing, variety of seating
and furnituve; aontrolled
lighting, sound, noise reduction

other disturbing behavior: Quiet
roo or soothing Iaugrcwnd
music; persoal space

*Adapted from
Evans, L.K. & Stunpf, N.E., & William, C.C. (in press). Radefining a standard of care
for frail older people: Alternatives to routine physical restraint. In R. Kane, P. Katz,
& M. Mezey (ads.), Advances in Wmr Term cae, Vol I. New York: Springer.

of
AltenrrtiveB

Fall Risk
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46.6
PSYCHIATRIC PROBLEMS OF THE
MEDICALLY ILL GERIATRIC PATIENT

GARY W. SMALL. WlD.

INTRODUCTION

Medical. tcrhnological. and socioeconomic changes of the
twentieth century have managed to keep more persons alive to
ages unprecedented in human history. A woman bors at the
tum of the century expected to live an average of 49 years: a
man. 47 years By 1980. life expectancy had jumped to near-
ly 78 years for women and 71 years for men.

Despite these advances. those persons who survive to old
age face the likelihood of physical illness. Most elderly per-
sons suffer from one or more chronic illnesses. such as arthri-
tis. hypertension, hearing impairment. and heart disease.
which also disable I out of 5 people age 65 or older. For
those between 75 and 84 years of age. I in 10 requires assis-
tance in such activities of daily living as walking, bathing.
dressing, using the toilet. transfemng from the bed to a chair.
eating, or going outdoors. In the 85-plus age group. the num-
ber of pcople requiring basic assistance is I in 3. These

chronic conditions lead to more frequent vstts to the phvsi-
clan and to a greater number of days in the hospital. Persons
between 65 and 74 years of age average 6.3 doctor visits per
year. compared with 4.5 for the 45-through-54 age group.

Psychiatric illness. too. is common in the elderly- An es-
timated 10 to 15 percent of people age 65 and older suffer
from anxious and depressive symptoms: at least another 5
percent are cognitively impaired, and it is conservatively es-
finmated that an additional 5 percent are afflicted with per-
sonality and other psychiatric disorders. The precise fre-
quency of concomitant physical and psychiatric illness in the
elderly is unknown. but estimates of the prevalence of psychi-
atric disorders in elderly medical and surgical inpatients range
from 40 to 50 percent.

Fewer psychiatric consultations are requested for geriatric
inpatients than for younger ones. Medicare coverage for out-
patient geropsychiatnc care has only recently increased from
the 5250 annual limit that was set at the program's inception.
Not long ago. cognitive decline in the aged was considered
normal senility and not a disease process. Though attitudes
and socioeconomic incentives may improve. ageism seems to
persist in society. further complicating the delivery of optimal
care.

The assessment and treatment of psychiatric illness in the
medically ill elderly is. thus. a common and a complex clini-
cal task. These patients rarely fit into neat, diaenostic catego-
ies, with the classic symptom clusters one seeks in making
Axis I diagnoses based on the revised third edition of the
Diagnostic and Starisrical Manual of Menial Disorders
(DSM-lIl-R). Rather. the clinician is faced with multiple.
overlapping problems and is forced to infer causal ela-
tionships from associational ones. Is the patient depressed
because of the illness, or is the illness causing the depression'
Or are both phenomena at work? These kinds of questions are
further muddled by subtle drug-disease and drug-drug Interac-
tions. pharmacokinetic changes associated with aging. and
possible ageist attitudes among caregivers. Despite these
roadblocks. the psychiatric problems of medically Ill geriatric
patients can be sorted out and treated. A systematic approach
that takes into consideration each potential obstacle is the
suggested strategy.

MEDICAL ILLNESS THAT PRESENTS AS
PSYCHOPATHOLOGY

Significant mental symptoms in any patient generally warrant
a diagnostic evaluation aimed at identifying underlying physi-
cal causes. The cause and effect relationship is not always
absolute: it is often inferred and tested retrospectively by
treatment of the physical disorder. If the mental symptoms
improve. the causal relationship is presumed. Many psychisa-
ric disorders remain diagnoses of exclusion.

Studies performed on psychiatnc patients of all ages in a
variety of senings routinely identify unrecognized physical
illnesses. One prospective study of 100 psychiatric inpatients
found that 46 percent had a psychiatric illness associated with
a physical illness. even though these patients were screened
before admission to rule out physical illnesses. Other studies
of psychiatric patients have found frequencies rinineg from
10 to 30 percent in both inpatient and outpatient settings.
Similar studies on elderly patients have focused on specific
psychiatric syndromes, particularly dementia and depression.
These findings, too, are based on relatively small samples
large-scale epidemiological data are unavailable.
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DEMENTIA SYNDROME Dementia. which afflicts an es-
timated 5 percent of people age 65 years and older, is char-
actenzed by global deterioration of intellect. cognition. be-
havior. and emotion. Surveys performed on patients with
cognitive impairment that suggests a dementia syndrome
generally identify trom 10 to 30 percent as suffenrng from
some secondary illnes that mav be impainng cognition. Half
of these patients have depression: the other half suffer from a
vanety of phvsical conditions. such as thyroid disease or drug
loxicityv Although investigators are searching for a positive
diagnostic marker for Alzheimer's disease. to date the clinical
diagnosis of the illpess remains one of exclusion. Concurrent
medical illness or depression can worsen cognitive function
and exacerbate sympioms of primary degenerative dementia
of the Alzheimer type.

DELIRIUM From 10 to 40 percent of hospitalized elderly
patients develop delirium. defined as clouding of conscious-
ness (reduced clarity of awareness of the environment), per-
ceptual disturbance. incoherent speech. impaired sleep-wake
cycle. psychomotor disturbance. memory impairment. dis-
ortentation. and relatively acute onset (hours to daysl. with
fluctuation of symptoms over the course of the day. Although
DSM-111-R specifies the need for evidence of a specific
organic factor judged to be etiologically related to the dis-
turbance. some surveys indicate that a specific cause is never
discovered in up to 20 percent of cases. Many medical ill-
nesses can cause delirium. but medications may be the most
important cause in elderly patients. given the brain sensitivity
to drug effects and the altered pharmacokinetics associated
with aging. Many drugs that cause dementia may also cause
delirium. Once delirium is diagnosed. is is imperative to
search for a cause. to avoid further menial incapacity and
possibly death.

MOOD DISORDERS Physical illnesses that cause de-
lirium or dementia may also create a depression syndrome or
secondary depression. DSM-111-R defines the term "organic
mood syndrome" as "a prominent and persistent depressed.
elevated, or expansive mood. resembling either a manic epi-
sode or a major depressive episode. that is due to a specific
organic factor." The exact frequency of secondary depression
is unknown: commonly cited causes include drugs. endocrine
disorders. and structural brain lesions. Antihypertensive
agents and central nervous system (CNS) depressant medica-
lions are frequently implicated. Disorders of the thyroid and
parathyroid glands may present as a depressive syndrome, and
carcinoma of the pancreas is an often cited example of a
malignancy that causes depression. Space-occupying supra-
tentorial lesions have also been reported as causes of depres-
sion. as has cerebral infarction. particulasrly of the left hemi-
sphere. Depressed geriatric patients often emphasize somatic
and cognitive complaints. which may obscure the diagnosis.

OTHER PSYCHIATRIC CONDITIONS Physical illness
may mimic nearly any psychiatric syndrome. Such drugs as
caffeine and armphetaumines can cause panic disorders and
other states of anxiety. Brain tumors. Alzheimer's disease.
Cushing's disease, and multiple sclerosis each have the capac-
ity to cause organic personality syndromes. Intrcranial con-
ditions specific for local cerebral regions may produce charac-
teristic personality profiles (e.g.. lesions of the orbital surface
of the frontal lobes have been associated with poor impulse
control. bizrre social behavior. and angry outburstsl. By

contrast. lesions of the prefrontal convevities may produce
apathy and psychomotor retardation. A vanetv of phssical
illnesses and drugs. particularly alcohol. may result in orgceni
delusional syndrome or organic hallucinosis.

PSYCHIATRIC SYMPTOMS IN PATIENTS WITH
PHYSICAL DISEASES

In recent years. investigators have studied the frequency of
psychiatric illness in medically ill patients: the frequencics
vary among studies, depending on numerous variables. in.
eluding specific diagnostic crtteria. Because of the difficult,
of cartrying out large epidemiological studies. estimates arc
made instead from smaller samples denved from patients re-
ceiving psychiatric consultation. Among medically Ill gertat-
ric inpatients receiving psychiatric consultation. the most
frequent general diagnostic categories are organic mental di'.
order (37 to 54 percent), mood disorder (19 to 38 percenti.
and adjustment disorder (9 to 22 percent). The high frequenc;
of organic mental disorder is thought to result in low rates ot
diagnosis of anxiaety and personality disorders in hospitalized
geriatrtc patients.

Other studies have explored the rates of psychiatric illness
(usually depression) in elderly patients who anend medical
clinics. Rates of depression in such senings range from 10 Ito
20 percent. and elderly patients with a greater number ci
depressive symptoms appear to visit physicians more often
than less depressed patients. Depressed gertatric outpatient-
also have more medical diagnoses than those without deprc'-
sion. These findings are in line with studies of youneer
medical outpatients in whom. depending on the criteria. dk-
pressive symptoms are present in 12 to 36 percent. The tol-
lowing discussion reviews psychiatric symptoms in rono
physical illnesses commonly sen in geriatric patients

CARDIOVASCULAR DISEASE One of the most prc'..
lent physical illnesses in the elderly. cardiovascular disea'-
may affect a patient's mental state by a variety of pathoph'-;
ological mechanisms. Severe congestive heart failure may di-
rectly cause mental changes through inadequate cerebrai
blood flow and oxygenation. Secondary complications of cc-
diovascular disease include cerebral thromboembolic exenit.
infection. hypertension. electrolyte and arcid-base distur-
bances. as well as the effects of drug treatment. Patients a uin
hypoxia associated with heart failure develop confusion. im-
paired concentration and judgment. psychomotor retardation.
anxiety. irritability. or depression. Acute hypoxia may cauvc
severe anxiety. agitation. or delirium. Prolonged hypoxia may
result in dementia. aminestic syndrome. stupor. or coma.

Hypertensive encephalopathy is characterized by severe
blood pressure elevations (diastolic >120 mmHg) associatcd
with headache. nausea, vomiting. seizures. visual distur-
bances, delirium. and coma. The etiology of encephalopathic
changes is unclear but may be due to microinfarcts from
small-vessel damage.

Acid-base disturbances from congestive heart failure may
cause such symptoms as apathy. confusion, impaired level of
consciousness, and stupor. Hyponatremia may result from
cardiac failure. alone or in combination with diuretic use. The
acuteness and severity of the hyponatremia will determinc
which specific mental symptoms will result. With rapid de-
creases in serum sodium. the patient develops headache.
nausea, vomiting. myoclonws. seizue. And coma-symptom'

nomili
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thai are probably related to cerebral edema. More gradual
onset may result in symptoms of lethargy. weakness. confu-
sion. and headache. Disturbances in potassium concentration.
hypokalemia or hyperkalemia. may result in lethargy and con-
fusion.

CEREBROVASCULAR DISEASE The most common
form o0 cerebrosascular disease is stroke. defined as the sud-
den onset of focal. nonconvulsise neurological or behavioral
deficit. Acute stroke. especially subcorrical or brain stem Ie-
sions. may produce delirium. while lesions to other areas.
such as the undersurface of the temporal and occipital tlobes.
have been reported to cause restlessness and distraction. Al-
terations in consciousness from acute stroke have been attrib-
uted to mass effect. metabolic disturbances. or secondary
medication effects.

DSM-111-R defines multi-infarct dementia (MID) as a de-
mentia syndrome associated wah neurological deficits and
incremental cognitive decline. The illness is thought to result
from multiple infarctions in small vessels throughout the
brain. The concept of MID. ho.ever. has not been convinc-
ingly validated. even by neuropathological studies.

Many clinicians have presumed that depression following
stroke is a reaction to disability. but studies comparing
orthopedic and stroke patients with comparable physical dis-
abilities have demonstrated higher rates of depression in
stroke patients. which suggests a mechanism involving direct
brain injury. Approximately half of acute stroke patients de-
velop clinically stgnificant depression and one-fourth of that
group have vegetative symptoms as well. Som studies sug-
gest that right-hemisphere stroke results in a syndrome of
imiability. loss of interest, impaired concentration. aid de-
pression. Impaired communication. impaired self-awareness.
or both. may lead clinicians to overlook depression associated
whith right-emisphere infarction. Most studies, however,
have found more frequent and severe depression with left-
hemisphere lesions. Mania. too. has been associated with
stroke. particularly focal lesions in the diencephalic ssructures
or adjacent areas.

Amnestic syndrome will result from infarction in the dies-
cephalic and medial temporal structures of the brain. Ischernia
in the medial temporal structures may also caur-s transient
global amnesia, an inability to record ongoing infotsation
without an alteration in level of alertness. Recurrence is un-
common. although occasional patients have multiple attacks.

Other psychiatric symptoms that can result directly from
stroke include delusional syndromes. hallucinosis. organic
personality disorders, and psychosexual disoeders. In psy-
chosenual disorders, injury to the frontal lobes may cause
sexual disinhibition.

PARKINSON'S DISEASE In the United States, the preva-
lence of Parkinson's disease is approitmately 250 per
I 00,000 and it usually begins after age 50. Symptoms gradu-
ally worsen as the patient ages: the early subtle symptoms of
slowness, loss of agiliiy. and iremuloasnesa progress to the
characteristic rhythmic tremor. rigidity, an accompanying
disability. Dementia has been reported to ocrcr in 20 to 90
percent of Parkinson's patients, the wide range reflecting the
saryino study methodologies and samples. The prevalence of
severe intellectual impairment is probably closer to 30 per
cent. Both cortical and subcoriical demnltia have been de-
scribed. the former possibly due to concurrent Alzheiser's
andnParkinson' s disease. Subcortical demntia, characterized
by apathy. absence of cortical signs of aphasia. agmosma, or

apraxia. psychomotor retardation. involuntar' -noiements,
and forgetfulness with inability to learn new material. is
thought to result directly from the neuropatholor:cal damage
of the Parkinson's disease process

Depressive symptoms are observed in 40 to 90 percent of
patients with Parkinson's disease. Major depression has been
reported in nearly one-third of patiens. and depressive epi-
sodes may antedate the movement disorder. Other psychiatric
symptoms associated with Parkinson's disease include psy-
chosts and confusion.

PULMONARY DISEASE Pulmonary illnesses in geriatric
patients may result in varied psychiatric symptoms. Chronic
obsuructive pulmonary disease ICOPDI. for example. may be
associated with anxiety. depression. or both. Cognitive im-
pairnsent has also been reported in COPD patients with hyp-
oxemia; these changes nay be reversed with supplemental
oxygen.

The rate of development of hypoxia to some extent affects
the intenmity and form of mental symptoms. Chronic hypoxia
may cause few changes: abrupt onset may result in delirium.
Hypercarbia. too, causes mental confusion. particularly when
onset is acute. Patients with COPD are prone to delirium from
exacerbation of their illness owing to infection or other
causes Elevated pCO. in these patients causes confusion.
headache, and lethargy.

Some patients develop neuropsychiatic symptoms. includ-
ing delirium and dementia, due to lung carcinoma that has not
metastasized. and sympeoms may persist even after tumor
resection. Lung carcinoma can also metastasize to the brain
and cause mental changes directly. Pulmonary embolism is
another condition that nDay cause delirium, anxiety, and other
mental symptoms by directly affecting cerebral blood flow.

OTHER DISEASES Physical illness in nearly every organ
system can result in psychiatric symptoms in the geriamc
patient. Hepatic encephalopaihy is characterized by personal-
ity changes, disturbances in consciousness, cognitive deficits,
mood changes, and psychotic symptoms. Moroser. diseases
of the liver and kidney impair clearance of drugs. leading to
toxicity and the possibility of mental symptoms. Renal dis-
ease may also result in anemia, hyperglycemia. and electio-
lyte disturbance, all of which nay contribute to nental symp-
toms. Sensory impairment, a common problem for geriatric
patuents. sometimes contributes to symptoms of paranoia. de-
pression. and apparent cognitive deficits.

EFFECTS OF MEDICAL DISEASE ON DRUG
ACTIONS IN ELDERLY PERSONS

Sotb age-related physiological changes and physical illnesses
comson is old age will alter drag absorption, distribution.
metabolism, and escretion. Altered absorption may be the
least important age-related change, though gastrointestinal
((G) edema from congestive heart failure may decrease
absorption. Such changes in body composition as increased
fat, decreased extracellular fluid, and lean body Mass May
alter the kinetics of drugs and their volume of distribution.
Decline in serum albumin, the major binding prorein. Can
increase free drug availability fee pharsacokinetic action. De-
clines in hepatic blood flow An first-pass extlaction may
decrease drug metabolism, na age-related decline in glomer-
star filtration rate diminishes excretion. Receptor sensitivity
to specific agents also nay change with age.
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SIDE EFFECTS OF PSYCHOTROPIC DRUGS Physi-
cal illnesses often increase the genatnc patient's sensitivity to
psychotropic drug side effects. For example. patients with
cardiac disease are at increased risk for heart block and anti-
cholinergic or lsvpotensive effects of tricyclic antidepressants
ITCAsI Patients vish Parkinson's disease cannot tolerate the
extrapyramidal cffects of antipsvcholscs. Patients with im-
paired renal sunction who need lithium must have the dosage
adjusted to avoid toxicity. as must some of those with neuro-
logical diseasc.

DRUGS THAT CAUSE PSYCHIATRIC SYMPTOMS
The many drugs used to treat geriatric physical illnesses may
cause psychiatric symptoms (Table 46.6-1). Digitalis toxicity.
reported in approximately 20 percent of general hospital
patients. may result in arehythmias. GI and visual effects. and
confusion. Antihyperiensive drugs may cause secondatry de-
pression. the worst offenders being reserpine. a-methyidopa
(Aldomet). and such 3-blockers as propranolol (Inderal). A
relatively new class of drugs used to treat anrhythmias and
angina pectoris. calcium-channel blockers. may cause dintz-
ness. headache. and fatigue. Other antiarrhythmics. such as
lidocaine (Xylocaine) and procainamide (Pronestyl). have
been reported to cause a variety of mentai symptoms. ranging
from confusion to mania. Cimetidine (Tagamets and related
compounds. almost routinely prescribed in generlI hospital
settings. may also cause delirium.

DRUG-DRUG INTERACTIONS When multiple illnesses
are being treated with several medications. the potential for
drug-drug interactions is a serious concern. These interactions
are numerous and may be within or between classes of com-
pounds. The effects may alter absorption. distribution, protein
binding, metabolism. excretion. or receptor sensitivity. Table
46.6-2 lists some examples of potential interactions from
drugs commonly used in geriatric patients.

TABLE 46.6-1
Some Commonly Prescribed Drugs Reported to Cause
Psychiatric Symptoms In Geriatric PxtbenUt
Anihypertensive agents

Reserpne
Meshyldopa (Aldometl
Propranolol (Inderall
Clonidine (Catap*es)
Hydralarmne lApresolie)
Guanethidine lsmesinl

Analgesics
Narcotic

Morphine
Codeine
Mependine (Demerol)
Pentazocine ITaIwin)
Proposyphene (Darvon)

Nonnarcotuc
Indomethacin (Indocin)

Ansiparkinsonian drugs
Levodopa (DOpur. Larodopa)

Hypoglycemic agents

Psvchotbopic agents
Sedatmvos

"sbtirnraes
Meprobamase (Miltown)
Phenothiuaines
Sutyrophersones

Cttioni hydnrae
Benazdiarepines

Others
Cinmaedine fTagames
Cancer chemoatherapeusic

agents
Alcohol
Over-tse-counter cold

preparations
Corticosteenids
Estrogens

Antimicrobials
Sulfonamides
Isonisaid

Cardiovasculur drugs
Digitalis
Diuretics
Lidocaxne (Xylocaine)
Phenytom IDilansnin

TaBLE 46.6-2
Some Examples of Possible Drug-Drug interactlons in
Gerlstric Patients

Pschotiopic Secood
-Dug Drg zE

Tncvchlc ant- Antichosnergic Increase an
depressants agents cholneWrcic etecs

Annicoagulants Increase amn-
coaguint esfeci

Class I cardiac de- Increase quiidne
pressants (e.g.. esfecs
qusnidin 1

Lenodopa May decrease leo-
dopa Basorpiton

Antipsychotic CNS depressants Sedation, contusion
agents

Lithium salts

Anticonvulsanis Decrease xnsi-
convulsant esfect

Thisuide diuretics Increas bypteen.
mlon

0-adrenergic block- Incrase bvpoien.
en leg. pm- ston
pranolol)

CNS depressants Sedation. confusion
Thiazide diuretics Increise plasma

i'thium level
Nonstemidal anti- Increase olasma

inflammatory hthium level
drugs

Low-potency aIni- May ireae plas.
psychotics ma lhibum 1end

A 
7
4-yeor-old hypertensive woman presented with a h-month hi'.

tory of weight loss. insomnia. and tearsulness. The symptoms sin
proved after a TCA was prescnrbed. and though she experenced
lighi-headedness and syncope. adjustment of diuretic dosage reducccd
these side effects. She remained in emission. and her antmiepressavi-
mene discontinued utter a yen. Two years later. ho.ever. shn
admitted so the hospital with agitation. weight loss. paranoiJ s mlnp
toms. and confusion. A computed tomographic (CT, scan resealcc
multiple white-mane, lucencies. and more eurensive msior, tnsiv
collateral sources uncovered a step-wis intellectual dec!:ne. as .,!'
as a relatively sudden onset of memorv loss 8 months earier bSth
was thought to have MID in addition so recurrent unipulr depre.
sion An antipsychosic drug was added to her antidepressant. hua !:
caused severe cogwheel ngidiry and aknessa. Neurological consuls.t
sins uncovered underly ng Psinson s disase. uhich responded wc.
so carbidop a-levodopa ISinemeil.

Though the patient had continued patchy cognitive deficias. ha,
depression and Paikinson's disease were well controlled over ih,
following year. Eventually. however. she developed more scc-
confusion from the anticholinergic effects of the antidepressant. r:r.
haps because of increased senitivity following additiovau smll cc,
bral infucus. Future recurrent depressions wee treated with eleciov
convulsive therapy tECT). which also improved the Plrhisir.
symptoms. Maintenance ECT was used for another h-month per'i
but was eventually stopped because of increasing amnestic etici

APPROACH TO PATIENTS

Given the complex interactions of diseases and drugs. as w ell
as the numerous possible clinical presentations. a systemabc.
comprehensive approach so the evaluation and treatment i
the medically ill geriatric patient wish psychiatric symptonm'
is essential (Table 46.6-3). Selected laboratore tests tn
geropsychiatnc patients yield higher rates of abnsomal result'
thun unselected tests. A missed abnormal result. howrecr.
may have greaser clinical consequence than carroing out uott
necessary tests.

Although familiarity with physical illnesses anid drag'
crucial. the psychiatrist must also know when so turn 50 msdi'
cal consultants for their expertise. Ongoing conrimuntc'itat
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T.nIE 46,6-3
Gtensral Recommendations for Psyhia6tri9e Efalation and
Treatment of Medically Ill Geriatric Pients

Evaluate patient for previously undiagnosed medilcat illness that mty
be causing pscbhiarc symptoms

Remember that most caunsal relationslhips ate inferred from asso-
ciational ones. tsk.eng o consideration onsect. seserni. and rates
of change. as uell as the likelihood ot a given condition causing a
specific ,smplon,

Be lute that medical illnesses ate treated property so that medication
does nor cause or esacersate psciirschu. s)trtpomss.

Maiai ongotna communication wilth medical consultants. other
health care personnel. tamily membes. and caeegi.s.e

Obtain a detailed drug history. including over.thb-counter druss and
alcohol. Have patidhs bring in all medications cunrently being
used

Manage conditions without drugs. if possible.
When starting a medication. begin at a low dose and increase the

dose gradually.
For patients on multiple medtcations. try to cbange only one medicot-

lion at a time, so thai each deng effect cao be sassssd tndinidually.
Pschosocial factors need calreful consideration. Thet man escace-

bate medical and Psychiatric illness ii.e.. a psychological reaction
rather than an organic disturbance of the bheun may be causng
symptomsl.

Environmental amendments. such as night lights and familiar objects
brought 1rom home. may Improve functioning of conlused pauents
who are hospitalized.

uith consultants optimizes patient care and allows the
pychiatrist to treat more physically ill patient. Because many
genatrtc patients rely on family members or other caregivers
for help with activities of daily living. the psychiatrist needs
to obtain comprehensive histories from these sosurces and
maintain close communication with them. These communica-
tions. however. should not replace the direct doctor-patient
relationship and should demonstrate respect for the patient's
sense of independence and self-worth.
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Psychiatric Problems in the Nursing Home
St. Louis University Geriatric Grand Rounds
George T. Grossberg, MDW Rakhshanda Hassan, MD,* Peggy A Szwabo, RN, ACSW,*
John E Morl!y, MBtt Bharat R S. Nakra, MD,' Carl W. Bretscher, ACSW,* George H. Zimny, PhD,,
and Kenneth Solomon, MD'

G eorge T. Grouberg At the present time,
Americans over the ape of 65 constitute ap-
proximately 13% of the population, with

G those over the age of 85 growing at the most
rapid pace. Although only about 6% of the nation's
elderly reside in nursing homes, these numbers are ex-
pected to grow as our population ages. The prevalence
of psychiatric behavioral disorders in nursing homes
has been estimated to range from 68% to 94%.'-3

Rovner and Rabins' have divided psychiatric dis-
orders seen in the nursing home into three major
groups: (I) cognitive disorders, e.g., delirium and de-
mentias; (2) depression; and (3) behavioral disorders.
Other issues of special concern in the nursing home
include disorders of anxiety and sleep, the appropriate
use of medications (particularly psychotropics), family
issues, as well as surrogate decision making for nursing
home residents. The multiplicity of psychiatric distur-
bances in the nursing home has resulted in the comment
by 1.bow and Starer that "expert and readily available
psychiatric consultation is a hallmark of the best nursing
homes." I It should be stressed at the outset that there
are major limitations in the available existing research in
nursing homes. For this reason, the authors will present
information from their clinical experience, which we
believe is useful but which requires empirical studies
and clinical trials for validation.

CASE REPORT

B. R. S. Nakra R. B., a 72-year-old, white married
female, was living with her husband and had worked as
a volunteer at a hospital gift shop. She was admitted to a
nursing home on October 22, 1988, with a diagnosis of
Senile Dementia Alzheimer's Type, from a hospital
where she had been admitted a month earlier with com-

Fwrm the Deparmant ofd Getrk Piychsat. StS Uul Uniqty
Medicl Centev and tDlmotGetdtc MedklS, sLo Udver-
adty Medial Centu and th Gelabik R d Ediatn and mW ial
Center St LoW VA Medil Cente St Lo1i. MaeuI.

AddM s con anadntd Ed loJoh nLModey.
MaB St.1 UnlOaalyd Maceal Can*. Sdaedt ed Medkide. 1402
South Grand Soulvard Rom 4238. St Load 63MOW

plaints of change in personality, restlessness, early
morning insomnia, loss of memory, poor concentration,
difficulty in swallowing and loss of interest in usual
activities. These symptoms had gradually become worse
over a period of 2 months, necessitating her admission
to the hospital. In the hospitaL she continued to com-
plain of poor memory and stayed in her room; afraid
that if she left her room she would get lost Her physical
examination, neurological examination, and laboratory
work-up were within normal limits. Because of her
presenting complaints of memory difficulty and her in-
ability to function independenty, her family asked to
place her in the nursing home. A week after her admis-
sion to the nursing home, a neuropsychiatric evaluation
was done and suggested that she was suffering from
major depression with panic disorder. She was started
on desipramine 30 mg/d, which was gradually in-
creased to 75 mg/d, and alprazolam 0.25 mg in the
morning and 0.5 mg at bedtime. After 4 weeks of ther-
apy she started to show improvement. She became more
independent, started to participate in group activities
and activity therapy, and stopped complaining about
poor memory. Evaluation of her cognitive functioning
showed that she was oriented, and she scored 28/30 on
the Folstein Mini-Mental Status. She continued to im-
prove and a month later was given a pass to go home.
Her family was surprised at her improvement

DELIRIUM AND DEMENTIA

G. T. Grossberg Deliria, or acute confusional states,
are not uncommon among nursing home residents and
may account for upwards of 6% of psychiatric diag-
noses. However, deliria are often unrecognized.' This is
unfortunate because delirium needs to be considered
reversible until proven otherwise.

According to Upowsti, the clinical features of delir-
ium include a global disorder of cognition and attention,
a decreased level of consciousness, increased or de-
creased psychomotor activity, and a disturbance in the
sleep-wake cycle. An acute onset, often at night, is com-
mon. There is a tendency for the symptoms to fluctuate

e 10 by the Amncfl Go~nA Swittl coo2-8a/r90s$50
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in severity and to peak at night.' Delirium may be partic-
ularly common among elderly in nursing homes and, in
particular, among those with multiple medical problems
who are taking a variety of medications.

Two subtypes of delirium are seen in the nursing
home: agitated or noisy delirium with increased psy-
chomotor activity, and quiet or apathetic delirium. The
latter is more difficult to recognize and presents as disori-
entation, apathy, withdrawal and often lethargy of an
acute onset ir he nursing home resident who may have
previously been quite active, It is also important to keep
in mind that delirium and dementia can coexist Al-
though the dementing disorder may not be curable, rec-
ognition and aggressive treatment of superimposed de-
lirium is important in improving quality of life and
manageability of patients in the nursing home environ-
ment.

Common Causes of Delirium in the Nursing Home
Table I lists some of the more common causes of delir-
ium in the elderly in nursing homes.

Treatment of Dclirium The key to appropriate treat-
ment of delirium in the nursing home is a thoroiugh
work-up aimed at identifying the underlying cause or
causes.' Once this is established, treatment can be fo-

TABLE 1. COMMON CAUSES OF DELIRIUM Li THE
NURSING HOME

Medications
Anticholinergics
Long half-life bernodiazepines
Digoxin
Diuretica
Psychotropics

Cerebrovascular disorders
Cerebrovascular accidents
Transient ischemsic attacks

Post-ictal confusion
Cardiovascular disease

Congestive heart failure
Myocardial infarction
Abrupt arrythmia

Infections
Urinary tract infection
Upper respiratory infection
Pneumonia

Metabolic disorders
Dehydration
Water intoxication
Electrolyte imbalance
Diabetes mellitus
Hypoglycemia

Fecal impaction
Urinary obstruction

Adapted ftrw Gmrbt CGT Ndm IU Psychic" ht the ,rani.1
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cused and the patient restored as dosely as possible to
his or her previous level of functioning. Acute behav-
ioral problems, such as agitation or psychosis, may re-
quire immediate management A quiet, structured,
well-lit environment with an open, nonthreatening ap-
proach may be calming for the agitated patient with
delirium. Occasionally the acutely agitated, assaultive,
or psychotic patient may need rapid pharmacologic
control to avoid danger to self and/or others. In these
instances, the use of high potency antipsychotics such as
haloperidol or thiothixene is recommended. These
agents are relatively safe, with almost no autonomic.
cardiac, and anticholinergic effects. Once control is
achieved. doses of these drgso need to be tapered rap-
idly to prevent toxicity secondary to cumulative effects.
Physical restraints should be avoided because they may
exacerbate agitation and other symptorms of delirium.

ANXIEtY DISORDERS

R. Hassan Anxiety disordens of late life have not
been intensively investigated.' In nursing home resi-
dents, anxiety is a common problem and a common
cause for psychiatric consultation Himmelfarb and
Murrell in 1984 demonstrated that 17% of men and
22% of women above the age of 60 years had anxiety of
a degree that warranted treatmreat with the prevalence
increasing with advancing age.

Various factorsa lay a role in causing anxiety states in
the elderly, especially in a nursing home setting:

1. Psychosocial Stressos Lose of control over one's
immediate environment, loss of independence failing
health decrease in intellectual functioning loss of
friends and loved ones, feelings of helplessness and
hopelessness, and especially feau of death and dying
(which can sometimes be precipitated by a roommate
dying in bed") play a rol Studies are not available to
delineate the role of the abuse of older people in the
pathogenesis of anxiety in the nursing home situation.
Anxiety has been reported to be the most common psy-
chological manifestation of the abuse of older people.'
This can either be physical or verbal abuse, but is more
typically related to neglect All of the above are causes of
a type of psychogenic anxiety in the elderly, an anxiety
that is typically acute, dramatick and highly treatable.12

2. Medical Disorders. Anxiety symptoms are fre-
quently associated with various medical disorders.
Differential diagnosis is extremely important. The com-
mon medical cause of anxiety-like symptoms are given
in Table 2.

3. Dementia and Delirium. The early stages of Alz-
heimeresdiseaseand otherdementisaoften presentwith
anxiety-like symptoms such as resdessness and agita-
tion. Appropriatediagnosismayoftenbemissedif em-
ory and intellectual functioning are not thoroughly eval-
uated." Delirium can also present similar features in
nursing home patients.
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TABLE 2. MEDICAL DISORDERS FREQUENTLY
ASSOCIATED WITH ANXIETY SYMPTOMS"

Cardiovascular Angina, cardiac arrythmias, hy-
pertension

Endocrine Hyperthyroidism, pheochromo-
cytoma, parathyroid disease,
hypoglycemia carcinoid syn-
drome

Hematologic/immune Anemia, lupus erythenatosus
Neurologic Essential tremors, seizure dis-

orders, vertigo, brain tumors
Nutritional Caffeinism. vitamin defcien-

cid food additives, evg,
monosodium glutanate

Respiratory Chonic obswructve pulmonary
diaase, sthma

Drug-induced Anticholinergic drugs, ampheta-
mines, thyroid supplement,
akathesia due to neuroleptics.
ritalin. paadoxic reactions

to benzodiazepines

To begin the evaluation of anxiety, a thorough history
and physical examination umst be carried out. For pa-
tients with impaired mental functioning in nursing
homes, nursing staff and family often must serve as a
source of information

Common signs and symptoms of anxiety indude both
physiological and psychological reactions, i.e., tachycar-
dia. tremulousness, dyspnea, hyperventilation, gastroin-
testinal complaints, motor restlessness, and insomnia,
as well as confusion, fears, and feelings of helplessness
and hopelessness. Hypochondriasis is also a common
presentation of anxiety disorders in the elderly. Stress,
such as a nursing home admission, may be associated
with vasopressin hypersecretion leading to hyponatre-
mia in association with an anxety-like syndrome.i"
Agitated depression can mimic anxiety. Not infre-
quently, there seems to be an overlap of anxiety and
depression in the elderly. Careful questioning may elicit
anhedonia, guilt, self-reproach, and suicidal ideations.
Individual or family history of depression and suicide
attempts may aid in the diagnosis of major depression.

Successful treatment in nursing home residents de-
pends on careful diagnosis to determine whether the
patient', anxiety is organic in origin. If so, treatment
should begin with correction of underlying problems.
Acute adjustment reactions may respond well to crisis
intervention, supportive psychotherapy, and environ-
mental manipulations. For patients who are cognitively
intact, behavioral modification techniques induding
biofeedback and reltxaion training may be helpful.

If such approaches fad to reduce arudety, antianxiety
agents can be helpful. For a limited time. shorter-acting
benzodiazepines without active metabolites should be
used, e.g., lorazepam (Ativan), oxazepam (Serax), and
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alprazolam (Xanax). The half-lives of these drugs tend
to be slightly increased in the elderly (9 to 17 hours)
compared with younger individuals (9 to 14 hours)."
For this reason, dosage should be one half to one third
the usual adult dose." Placebo-controlled trials have
demonstrated that, after the acute anxiety state is re-
solved, patients can oftenbeweanedoff the benzodiaze-
pines and continued on supportive therapy. Buspirone
is a nonbenzodiazepine anxiolytic that may produce less
sedation than the bernzadiazepines. A small trial in a
group of elderly (mean age, 72.4 years) suggested
buspirone may produce significant anxdety reduchio) 4

Anxiety and agitation in response to acute mental
status changes/delirium can be treated with a low dose
of a high-potency neuroeptic sudh as 0.5 mg/d of halo-
peridol. However, these are potentially dangerous
drugs when used mnappropriately in the elderly and
should only be considered when all other therapeutic
modalities have been exhausted. Anxiety and, in partic-
ular, panic anxiety in a patient with a primary depres-
sive disorder is best treated with antidepressants, such
as imipramine or monoamine oxidase inhibitor

DEPRESSION IN NURSING HOME PATIENTS

B. R. S. Nakra Depression in nursing home patients
is often undiagnosed or misdiagnosed and is often not
treated vigorously. Undiagnosed depression occurs in
about 40% of nursing home patients. Ii Depression in
these patients is not recognized because of the presence
of other medical and neurological illnesses common to
this age group. The patient we reported above illustrates
very well the possibility for diagnosing dementia when
the true diagnosis is depression.

Recognizing depression in nursing home patients re-
quires a high index of suspicion. It is necessary to pay
closer attention when communicating with these pa-
tients because symptoms and signs of depression in
some patients are subtle. Some nursing home residents
are at particularly high risk of developing depression;
they are the following:

1. Those with a past history of depression, family his-
tory of depression, and/or suicide attempts

2. Those with a history of cerebrovascular accidents,
especially those with a stroke involving the frontal
lobe of the dominant hemisphere

3. Those admitted to the nursing home for rehabilita-
tion following fracture, stroke, or major medical and
surgical problems

4. Those admitted to the nursing home against their
wishes

S. Those receiving multiple medications for multiple
medical problems

6. Those with a history of recent loss of a relative or
close friend

Although elderly depressed patients usually present
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with the well-known svmptomatology of feelings of
sadness, hopelessness. discouragement. and worry."
many nursing home patients present with 'atypical"
forms such as the following-

1. Severe malnutrition
2. Decrease in verbal and physical ability
3. Persistent complaint of lack of energy and increase

in time spent in bed
4. Severe regression requiring care of basic activities of

daily life
S. Cognitive deficits
6. Increased preoccupation with death and dying and

persistent guilt feelings
7. Refusal to take regular medications

Patients presenting with any of the above symptoms
should be suspected of depresio and carefully
watched for other symptoms. such as sleep disturbance,
tearfulness, loss of weight, apathy, and loss of interest in
nursing home activities.

Owing to their frequent occurrence during late life,
there are at least three forms of depression that deserve
special attention: masked depression. pseudodementia.
and delusional depression.

Nursing home patients may be more likely to mask
their depression by denying being depressed or dy-
phoric. Instead, they often complain of chronic Pain.
gastrointestinal upsets. decreased energy, and drive, or
of memory and concentration disturbance. Such "de-
pressive equivalents" serve to mask or distort the un-
derlying depression and make diagnosis difficult."7"
Depression may also be masked by cognitive difficulties
such as forgetfulness or difficulty in remembering In-
deed, one of the most difficult tasks in making the diag-
nosis of depression in nursing home patients may be its
differentiation from senile dementsia. Both conditions
are common, and patients often present with combina-
tions of cognitive and effective dysfunctiorn but as
prognosis and treatment are so vastly different making
the correct diagnosis and instituting appropriate treat-
ment may be a matter of life and death.

Suspiciousness of others, ideas of reference, and even
delusional beliefs are sen with grater frequency in
depression in the elderly than in any other age group.
Paranoid thinking may be a prominent part of depres-
sive symptomatology and may necessitate admninistra-
tion of antipsychotic drugs along with antidepressants.
High-potency neuroleptics such as haloperidol or tri-
fluoperazine should beyreferred over low-potencY but
highly sedating neuroleptica like chlorpronuzine and
thioridazine. Sometimes, it may be necessary to admin-
ister electroconvulsive therapy; when used, it is usually
effective.

Depression in nursing home patients responds to the
same modes of therapy as depression in other geriatric
and adult patients." The first principle in the treatment

of depression is to do a complete evaluation, including
chart review, latest laboratory data, current medica-
tions, and environmental and social stressors. For some
patients with mild depressive symptoms. supportive
psychotherapyrearrangingtheenvironment orencour-
aging activities may be all that is necessary to alleviate
depression. In more severely depressed patients, anti-
depressant medications may be necessary. Patients with
psychotic symptoms. malnutrition, or suicidal ideation

may require electroconvulsive therapy."
Because of their vulnerability to adverse effects of

antidepressants, elderly depressed patients should be
treated with much lower doaes than younger pa-
tients.'1S Doses as low as 10 mg desipramine or nor-
triptyline or 50 mg trazodone daily may be appropriate
to initiate therapy. Increases in dosing should be done
carefully and gradually, monitoring side effects and
changes in heart rate and blood pressure. In most cases.
the therapeutic dose will be one third to one half that
used in younger patients. Tertiary amine antidepres-
sants like anitriptyline and imipraine should not be
used because of their potent cardiovascular and anti-
cholinergic effects. Drugs with the least sedative, hypo-
tensive, anticholinergic, and cardiovascular side effects
should be selected. Monoamine oxidase inhibitors
(MAOI) and psychostimulants have also been used suc-
cessfully. if the patient responds favorably, treatment
should continue for 6 to 9 months. Electroconvulsive
therapy may be considered in patients who fail to re-
spond to antidepressant medications, whose medical
condition contraindicates use of antidepressants, or
whose depression is accompanied by delusions or is
life-threatening.

Psychotherapy and behavior therapy should be rec-
ommended to stimulate outside interests. Love and
compassion from family members, friends, and nursing

home staff often help to reinforce the view that life
should be enjoyed.

CASE REPORT

J. E. Morley An 82-year-old man was admitted to a
nursing home unit to allow his wife a period of respite.
The patient was mildly disoriented and expressed a de-
sire to go and walk in the garden. He was told he could
not go outside in view of construction activities. On
three occasions he attempted to walk outside. The phy-
sician then ordered 2 mg haloperidol for the patient's
"safety." Two hours later the patient began to scream
loudly and a further 2 mg haloperidol was adminis-
tered. The patient was, in fact, having a reaction to halo-
peridol and further administration should have been
avoided. After a brief period of sleep, the patient be-
came more aggressive and abusive and was given a fur-
ther 2 mg haloperidol and restrained to his bed. At no
time was the wife contacted to obtain informed consent
for the use of physical or chemical restraints.
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This case represents a typical example of how an un-
derstaffed institution will use inappropriate chemical
and physical restraints for the so-called safety of a pa-
tient. The next section of this Grand Rounds will discuss
appropriate approaches to the management of behavior
disorders and wandering with the use of medications in
nursing homes.

BEHAVIOR DISORDERS

P. A. Szwabo A recentshidy in a communitynursing
home suggested that 76% of residents had at least one
behavioral problem.21 Behavior disorders of the elderly
in long-term care situations present a confusing and
complex problem for care providers. Behavior disorder
implies that one is troubled or present with symptoms
that are hard to manage. These disorders include the
acting-out of impulsive and antisocial behaviors that
challenge the capacity of the long-term care staff (and
the residents' families) to respond appropriately.

The causes for these behaviors are varied. The institu-
tionalized elderly person presents with a multipliity of
interrelated and overlapping problems- physical, psy-
chological, cognitive, social, familial, environmental,
and economic.

To understand better the cause of behavior problems,
one needs to consider the impact of aging on some indi-
viduals. This may result in uneasiness and distaste for
growing old and becoming more infirm and possibly
disabled. Fears of powerlessness, uselessness, and death
may result in exacerbation of previously inappropriate
personality traits or personal care issues, and lead to
behavior disorders.

Elderly individuals in long-term care are often il,
frail, and confused, and often exhibit regressive behav-
iors. Some may become stubborn and irritable, and may
lose previous levels of functioning and abilities to cope
with their world, as their dignity and independence are
threatened and eroded. Their coping abilities may no
longer be adequate to deal with stress factors, such as
the aging process, life-long personality disorders, il-
ness, chronic psychiatric problems, and new or acute
psychiatric problems.

The Aging Process Individuals may have difficulty
accepting growing old, and they may fight this process
by turning their anger and frustrations inward. Alterna-
tively, some individuals may lash out at others, causing
friends, family, and staff members to avoid them. Anger
and frustration turned inside can also cause persons to
neglect their own physical care and appearance and
refuse assistance when it is apparently needed.

Life-Long Personality Disorrer Older adults may have
developed inappropriate ways of handling stress
throughout their lives. For example, individuals with a
dependent personality have been taken care of by
others all their lives. Now that they are alone, they may
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become demanding of care and attention from others.
The dependent person may mishandle living situations
and decision making. He or she is apt to seek constant
reassurance and direction. On the other hand, peopi.
with an inadequate personality are intellectually capa-
ble of caring for themselves but let things slide. The
stresses of aging, illness, or loss cause additional deterio-
ration in their ability to manage daily needs.

Illness The older adults' ability to function indepen-
dently may be limited by chronic health problems. Un-
dergoing treatment for the finess may require so much
energy that it is easier to give up than carry on an ongo-
ing struggle with diminishing abilities, supports, and
resources.

Chronic Psychiatric Problems Older adults who have
struggled throughout their lives with internittent hospi-
talizations and periods of instability may no longer be
able to cope with their own are. They may lack initia-
tive in providing for themselves due to the chronic na-
ture of their illness. These individuals do well in a su-
pervised settg that encourages their functioning at the
best of their abilities but can be a challenge to caregivers
because their needs are different from the more tradi-
tional nursing home resident who is fbll and physically
ill. Their psychiatric symptoms may isolate them from
the more typical nursing home resident.

New or Acute Psychiatric Problems Over half oi the
elderly in long-term care facilities have been estimated
to have mental health symptoms.u These symptoms
may be exhibited as behaviors that are difficult to man-
age. These various behaviors are troubling because they
disturb, disrupt, and upset other patients, the environ-
ment, and the staff. They fall into four general catego-
ries:

1. Disruptive: noisy, screaming, pacing rummaging,
repetitive speech, and wandering

2. Demanding: dependent and seeking attention and
reassurance

3. Distressful: agitated, labile, hitting, crying, and sus-
picious

4. Disgusting verbally abusive, engaging in self-expo-
sure, poor feeding behavior, and other inappropri-
ate behaviors2

Treatable causes for disruptive behavior should be
carefully investigated. Examples are infection, func-
tional disorders, and new or exacerbated previous men-
tal disorders. Progression of the dementing illness or
deterioration of chronic illness may manifest itself in
increasing behavior problems, and management plans
that may require constant revision as a result. There may
be particular events or tasks, such as bathing that trig-
ger disruptive behaviors, so simple changes i daily care
plans may be usefuL
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Neuroleptics have consistently been shown to de-
crease agitation in demented or psychotic older sub-
jects.' However, on the whole, their effectiveness is
modest and, in many cases, little better than placebo.
There is no one class of neuroleptics that appears to be
superior to another for the treatment of agitation. Older
subjects are particularly liable to develop sedation. or-
thostatic hypotension. and involuntary movements
when given neuroleptics. For these reasons the clinician
should alwayi begin by attempting to control disruptive
behaviors with behavioral methods. If not sufficient,
these methods can then be combined with psychophar-
macologic options. One of these is to use short-acting
benzodiazepines, which have been reported to be effec-
tive in some cases.

2 Propranolol. in doses from 60 to
560 mg/d, has been reported toimproveaggressiveand
disruptive behavior in a number of studies.n-7 Mean-
while, problem-solving is a part of the treatment-
trying to understand why it is occurring, what are the
factors involved, and what can be changed. It is impor-
tant to recognize elements in the environment. the medi-
cal and psychiatric situation. and problemsincommuni-
cation that may be contributing to the problem. The
education of nursing assistants to optimize their ability
to deal with behavior disorders is an important part of
the management.

WANDERING

J. E. Morley Wandering represents a major problem
in the nursing home. The 1977 National Nursing Home
Survey found that 11.4% of nursing home residents
were considered wanderers by the staff.?2 ZimmeretalP
reported that 5% of nursing home residents showed
"dangerous ambulation," and 4% showed "inappropri-
ate ambulation" (i.e., wandering into rooms belonging
to other residents).

Wandering is most often seen in patients with de-
mentia. It is rare in depressed patients. In a survey of
nursing home directors. Hiatt found the following to
be considered the most likely reasons for wandering:
dementia (54%), restlessness (40%). disorientation as to
place (32%), a sense of being "shut in" (27%). desire to
return home (25%), and newness to facility (20%). Envi-
ronmental striessors, such as noise, may be particularly
liable to trigger wandering behavior. Dawson and
Reid" found that patients who were rated by nurses as
being both hyperactive and cogitivelly impaired were
most likely to be wanderers, whereas agitated and ag-
gressive behavior did not identify potential wanderers,

Wandering has both positive-and negative sides. On
the positive side the wanderer is obtaining exercise and
perhaps some decrease in tension. The wanderer is also
asserting some independence. However, these effects
are counterbalanced by the risk of being lost and/or
sustaining injury. The wanderer may typically enter
other resident's rooms and rummage through their

drawers. From the point of view of the long-term care
staff, wanderers create a highly stressful situation that
requires an increase in time spent watching the individ-
ual. Not only does the wanderer lead the caretaker to
worry about the potential harm that can occur to the
wanderer, but the staff in nursing homes has to con-
stantly worry about being censured by nursing home
administration if the wanderer falls or escapes. Further,
many states impose financial penalties on nursing
homes if residents are found wandering away from their
facilities. These external stressors often lead the care-
giver staff to make inappropriate management deci-
sions, such as the use of physical or chemical restraints.
Fennelly" has calculated that a wanderer costs a nurs-
ing home $2,500 per year extra in staff time.

The management of wandering requires both staff
intervention and environmental modifications. Re-
straints should never be a response to the management
of the wandering patient. Use of restraints represents a
failure of the institution to provide either adequate staff
timeortocarry out appropriate environmental modifica-
tion. Restraints represent curtailment of the patient's
individual liberties and in fact may well lead to in-
creased injuries and confusion. Chemical restraints of-
ten lead to confusion and malnutrition?' Successful
staff responses to wandering indude seeing that the
patient is obtaining adequate exercise during the day
and distracting the patient when he or she is seen to be
attempting to escape from the facility. Organized group
activities represent a relatively cost-effective and thera-
peutic manner in which to watch the potential wan-
derer. A recent report of the development of a wan-
derer's lounge represents an innovative approach to the
problem.?4 It is also important that the staff examine
potential stressors that may be triggering the wandering
behavior. As wandering may represent a "search for
home," it is important that new patients have recogniz-
able personal items in their room. All wanderers should
wear a Medic-Alert bracelet with a contact phone num-
ber on it. This is often forgotten in institutionalized pa-
tients.

The major approach to successful management of the
wanderer is the development of an environment that
allows limited wandering without danger to the resident
or intrusion on other residents' privacy. The first need is
to make sure that the nursing home is adequately sign-
posted so that the residents can find the bathroom, din-
ing room, and, most important, their own room. Placing
a Polaroid picture of the resident at the entrance to the
room can be most useful in this regard.

For the disruptive wanderer, the use of "Dutch doors"
(half doors) permits restraint to a room or a set area
while allowing visual access to the rest of the world.
Wanderers can also be housed in the same corridor with
a "Dutchdoor" barring access to the rest of the nursing
home. In many areas this sensible approach is inhibited
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by fire codes. In addition, it is essential that wanderers
are allowed access to the outside. This requires at mini-
mum the construction of a "wandering garden" where
the person can wander without restriction. The tend-
ency to build high-rise nursing homes is an architectural
abomination. When space dictates this approach,
fenced roof gardens and balcony gardens are an essen-
tial part of good nursing home design.

The advent of high technology in the nursing home
has led to the development of a number of sophisticated
monitoring systems. The moat commonly used are the
door-monitoring systems, where the patients wears a
bracelet that activates a detector unit in the doorway
leading to the sounding of an slamL Other units, such as
the Kiddie or Kare Alert system from Cortrex Electronics
Inc., allow the wanderer to wear a transmitter that will
set off an alarm in a receiver when a preselected perime-
ter distance is exceeded. Door-locking devices work on a
code that is known only to the staff. Johnson Engineer-
ing Corporation has developed a personnel locator sys-
tem that displays individual locations on a microcom-
puter screen. Full details cf potential individual
monitoring devices are given in a report prepared by the
Research Triangle Institute.

Wandering in institutionalized patients is a complex
problem. However, as we enter the 1990s, we have the
tools to provide the potential wanderer with limited
freedom, while maintaining a safe environment. It is sad
to record that the use of physical restraints for wander-
ing has not been banned in the United States. This is an
unacceptable situation. The excuse that environmental
modification is too expensive should not be accepted by
those caring for the older person. In addition, many of
the problems associated with wandering could be
solved by adequate staffing ratios in nursing homes.
Approaches to the management of wanderers are sum-
marized in Table 3.

ISSUES IN THE USE OF MEDICATIONS IN
NURSING HOMES

K. Solomon The appropriate use of medications in
nursing homes may be quite challenging. The require-
ment for multiple oral medications or any parenteral
medication is a risk factor for institutionalization of the
elderly patient. Several studies have demonstrated the
widespread use of psychoactive medications in nursing
home patients.

5
m' This review will briefly discuss issues

of drug-ilness interactions, overmedication, and un-
dermedication.

Drug-Illness Interactions Drug-illness interactions
are quite common in the elderly. Many nursing home
patients have cardiac arrhythmias, ulcer disease,
chronic constipation, or prostatic hypertrophy. The ad-
dition of a psychotropic medication to the drug regimen
of these patients might precipitate symptoms of these
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TABLE 3. APPROACHES TO THE MANAGEMENT
OF THE WANDERING BEHAVIOR

Staff interventions
1 Adequate and repeated orientation of residents
2. Exercise
3. Planned goup activities
4. Distracting techniques
5. Elimination of stressors that trigger wandering
6. Having pictures and items from homne in resident's room
7. Behavior modification
B. Picture of resident outside room
9. Medic-Alert bracelet with contact phone number
Environmental modifications
I. aCearsignposting
2. Dutch door
3. Wandering garden
4. Door-monitag systems
S. Perimeter-anitoring st
6. Door-locing devices
7. Electronic locatr system
Administrative interventions
1. Environmental design and space allocation
2. Staff training: nursing and activity
3. Staff support
4. Adequate staffing ratios

disorders. A thorough review of the side effects of psy-
chotropic medications in the elderly, induding drug-il-
ness interactions, has been published by Levenson.3

8

Overmnedication Symptoms of psychotropic over-
medication in the elderly usually present as falls or
oversedation, or result in physiologic changes such as
constipation, urinary retention, or electrocardiographic
abnormalities. More subtle symptoms of overmedica-
tion may be missed. Psychotropic drugs are capable of
producing psychiatric side effects that frequently mimic
the very disorders they are designed to treat. For exam-
ple, depressed mood, apathy, and vegetative symptoms
of depression may be side effects of antidepressants.
Delusions, hallucinations, and agitation may be second-
ary to an antipsychotic. Anxiety and agitation may be
side effects of benzodiazepines in elderly patients.
These drugs may also cause subtle shifts of mood and
cognitive functioning, so that a psychotic patient may
start to develop symptoms of depression as a side effect
of antipsychotics; or the depressed patient may develop
delusions, paranoid ideation, or hallucinations as a side
effect of antidepressants; or the cognitive functoning of
a demented patient may become worse after administra-
tion of an antipsychotic designed to limit agitation. AU
these drugs are capable of producing delirium. The
physician must be extremely alert to subtle shifts of
mood, behavior, and cognitive functioning in order to
consider the possibility of an untoward psychotropic
drug reaction.
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Undermedication Many physicians are too cautious
in prescribing psychotropic medications. Lithium is of-
ten not prescribed for the elderly patient with an affec-
tive disorder because of an undeserved reputation that it
is too dangerous to use. Therapeutic dosages of psycho-
tropics are often prescribed for too short a time for there
to be a clinical benefit. This is often true if the patient is
quite agitated and disruptive or physically threatens
harm to self or others. Nursing home staff and adminis-
trators must be patient with the difficult-to-manage resi-
dent and allow psychotropic medications to be adminis-
tered in a high enough dose and for a long enough time
for them to have an effect

Physiologically, the elderly comprise an extremely
heterogeneous population. Some eldedy patients may
not only require the usual and customary adult doses of
psychotropic medications but may also require higher
than customary doses. There is a paucity of research
regarding the correlation of antidepressant levels and
clinical response in the elderly. In the case of lithium.
senum levels may be helpful in treating nania or de-
pression in the elderly. Blood levels required are similar
to younger patients, between 0.7 and 1.2 mEqfL Side
effects of large doses of medicatimus catn often be re-
duced by giving antidepressants and antipsychotics in a
once-a-day dose (at bedtime) to make use of the sedative
properties of some of these drugs and to improve com-
pliance."

NURSING HOME SUPPORT FOR RESIDENTS'
FANOLIES

C. W. Bretscher Family members commonly experi-
ence considerable stress in adjusting to the nursing
home placement of a loved one. Nursing home person-
nel who understand this stress and respond to it in a
supportive manner can have a positive impact on the
well-being of family members and residents alike, as
well as on the working relationship between families
and the facility's staff.

The need for such support is dear. In most cases, the
placement of a relative in a nursing home has been
preceded by a prolonged, physically demanding and
psychologically traumatic period of caregiving in the
home. This "family burden," particmlarly as it pertains
to family members of the cogtively impaired, has been
amply documented.0-4

In addition, for most families the mere decision to
institutionalize a loved one is exceedingly difficult
A decision no one really wants, it is usually fraught with
intense feelings of inadequacy-and failure, fear and un-
certainty, anger and resentment sadness and unrelent-
ing guilt.

The emotional pain does not promptly evaporate
once the nursing home decision has been implemented.
The guilt goes on, often for months and even years,
mixed feelings persevere, and "second thoughts" about

the placement rob the caregiver of sleep and serenity.
Feelings of deepening sadness, loneliness, helplessness,
loss, and lostness continue to overwhelm and demoral-
ize, as family members grope to establish their identity
and role in the new situation.

Any viable nursing home response to families' need
of support must originate at the institutional level, start-
ing with the underlying philosophy and policies of the
facility itself. First and foremost there needs to be a dear
and conscious determination to treat residents as mem-
bers of a family rather than as isolated individuals."40 It
then has to be communicated to staff that time spent in a
supportive posture with family members is an integral
part of its caregiving responsibilities. Training sessions
also need to be planned to sensitize staff members to the
family's overall experience, especially its psychological
dimensions, and to teach the fundamentals of providing
emotional support.

Out of the same orientation would flow an assortment
of facility-sponsored, family-targeted programs such as
time-limited or ongoing family support groups3Jl1r
or workshops on more effective communication with
institutionalized loved ones." Nursing homes with spe-
cial "dementia units" could help families make their
involvement with their impaired relatives more reward-
ing through programs to recruit family members to sup-
plement the formal activities provided by staff."

Most important of all, support of stressed and emo-
tionally traumatized families becomes a matter of the
one-to-one interactions between family members and
individual staff persons. In the final analysis, it is staff
alone that will or will not putinto operation the fadl.'s
philosophy of and commitment to the inclusion of fam-
ily care as an institutional goal.

What might staff persons (nurses, nursing aides, so-
cial workers, etc.) do, and be trained to do, in support of
distressed family members? Fast, as already stated, they
are the ones who will communicate to families the nurs-
ing home's concern for their well-being. They will do so
less by words than by their demeanor and demonstrated
interest in families and their willingness to spend time
with them, They will, thus, be conveying by action that
family support is pivotal, an extension rather than a
disruption of their caregiving role.

Second. nursing home staff members can be trained
to listen in an empathic and nonjudgmnental way. This
includes assuming a posture that signals to family mem-
bers that the staff person is comfortable with their shar-
ing some of their experiences. feelings, and struggles.
Comments like "That must have been a terribly hard
decision" or "You must feel awfully alone and lost at
times" not only express understanding but also gently
invite family members to say more if they have the need.
It is vital in this connection that staff members develop
the skill to "'hear" what the family member is not saying,
to listen to what les behind the words. The best re-
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sponse, for example, to a wife's question, "Do you think
I could take my husband home and care for him there?"
may be no direct answer at all, but rather the kindly
observation "It hurts to have him here," or "You feel
sorry for him in an unfamiliar setting," or "You feel
uncomfortable, or perhaps guilty, not caring for him
yourself."

Third, families gain support when they observe a car-
ing and respectful attitude on the part of the caregiving
staff toward&their own loved one and the other resi-
dents. Staff convey this both by the way they talk about
and deal with the residents, and can be trained in the
kinds of specific verbal responses and behaviors that
potentially are and are not supportive.

Fourth, it is supportive to families to be dearly identi-
fied as a desired and valued component of the caregiv-
ing teamn.1141-5 Staff need to relate to families in a
manner that forcefully urges them to continue to play a
useful and needed role in the care of their loved ones.
Crucial in this regard is an openness to learn from family
members about the unique aspects of their relative's life,
his or her personal preferences, as well as strategies the
family may have developed to provide care more effec-
tively. Staff can, furthermore, actively enlist and guide
families in the kinds of caregiving tasks they can per-
form to supplement those of the professional personnel.
thus enhancing not only the quality of care for the resi-
dent but also the family members' sense of usefulness
and self-worth.

Finally, staff can support family members by giving
them practical tips as to how to make their visits more
fulfilling. They can teach by example how the resident
can most effectively be communicated with, verbally
and nonverbally. They can offer dues as to how to re-
spond to things their relative repeatedly says or does.
They can teach the value and techniques of reminiscing
with the resident. If the family's own loved one is so
impaired as to render impossible any meaningful inter-
action, staff can encourage involvement with other resi-
dents who may be more intact, but who lack caring
family members to come and visit.

In summary, family members of relatives in long-
term care facilities have emotional and practical needs
that nursing homes are in a unique position to meet.
Both at the level of institutional policy-making and pro-
gramming and at the level of individual staff-family
encounters, opportunities for providing needed and
helpful family support are abundant. Efforts expended
in this direction can substantially benefit all concerned:
the families themselves, the loved ones they care about,
the caregiving staff, and the institution as a whole.

SURROGATE DECISION MAKING FOR
NURSING HOME RESIDENTS

G. H. Zimny Mental disorders of nursing home resi-
dents, like their physical disorders, can result in partial
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or complete impairment of their cognitive functioning
and, therefore, of their competence at making decisions.
Incompetence in decision making is a matter of vital
concern when it involves medical matters such as resi-
dents' taking or changing medications, visiting a physi-
cian, being hospitalize& and undergoing surgery.
Weinstock described the following case:

A 68-year-old depressed woman refused antibiotics
for a respiratory infection because she was discour-
aged, did not want needles, and did not care if she
died since everything was empty and hopeless any-
way. She did not actively wish to kill herself but was
merely refusing treatment because she did not want
painful needles. She intellectally understood the
risks and benefits and could repeat them, but she did
not appreciate the situation because of her depres-
sion. Her hopelessness readied delusional propor-
tions and interfered with her ability to reason, so she
did not even meet that test, Her husband died 2
months ago and she had vegetative signs of decreased
appetite and early morning awakning. She was wil-
ling to take antidepressants since they helped in a
similar episode ten years earlier, so she was not refus-
ing psychiatric treatment and was willing to be a vol-
untary psychiatric patient However, she should in
my opinion, be considered as incompetent to refuse
her medical treatments

In this and similar cases in nursing homes, the practi-
cal and legal question arises as to who will make deci-
sions for the presumably incompetent resident. This
question must be answered by the family of the resident,
the physician, and the nursing home. From a practical
point of view, decisions benefittingthe incompetent resi-
dent, although not endangering the parties involved
might well be made through discussions among the
three parties. This apparently is what is ordinarily
done."

From a legal point of view, it is important that the
parties recognize that a farnily member or the responsi-
ble party who signed the nursing home admission form
does not necessarily constitute a legal substitute in deci-
sion making for an incompetent resident. Areen." an
attorney, states that "there is no basis in common law
for relying on a family member as a proxy decision-
maker unless he has been appointed the patient's legal
guardian." Kapp," an attorney, states that "the naming
of a 'responsible party' in an admission agreement, by
itself, has absolutely no legal effect on the distribution of
decisionmaking power for that resident" (p. 24).

Leal responsibility for surrogate decision making can
be provided for or by nursing home residents through
the establishment of one or more surrogate manage-
ment arrangements (SMAs). An SMA is any written
agreement whereby one person (or persons) or an insti-
tution functions as a substitute for a person to carry out
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designated responsibilities of that person. Surrogate
management arrangements indude guardianship. con-
servatorship, power of attorney, and trust funds. The
number and type of SMAs vary among states. Some
SMAs, such as power of attorney and trusts, can be set
up by the resident before incompetence, whereas
others, such as guardianship, are established after in-
competence. A frequently utilized SMA is the durable
power of attorney, which is established before incom-
petency but, unlike the power of attorney, remains in
effect if theresident becomes incompetent.

The choice of one or more SMAs for a resident in-
volves obtaining sufficient substitute dedsion making to
provide the necessary protection for the resident while
also maximiing the resident's autonomy and indepen-
dence. If limited guardianship provides the needed pro-
tection for the resident. then it is preferable to full guard-
ianship, which severely restricts the rights of the
resident.6 Arranging for surrogate decision mlaking for
nursing home residents requires careful consideration
and full discussion among the parties involved.
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Item 6

Pharmacy

EVALUATING PSYCHOTROPHIC DRUG
USE IN THE NURSING HOME

Jean Johnson

sychotropic drug use in the institu-
tionalized elderly has been a major

. concern for over a decade. The
mental picture of putting Grandma in the
nursing home and then drugging her up so
that she is not a bother, is a common
image in the public mind. A comprehen-
sive study by the Office of Long Term
Care in 1976 indicated that there was sig-
nificant misuse of drugs in nursing homes;
nearly 50 percent of residents were pre-
scribed antipsychotic drugs or minor tran-
quilizers. Subsequent studies describe sim-
ilar rates of drug prescribing. In a recent
study of 12 intenmediate care facilities in
Massachusetts, over half of all residents
were administered psychoactive drugs.

The concert over prescribing practices
has less to do with the fact that psy-
chotropic drugs are widely prescribed in
nursing homes as with the concern about
the lack of documentation of signs or
diagnosis to support the use, as well as
the selection of psychotropic drugs that
are known to be highly hazardous to the
frail elderly.

The lack of documentation has been
interpreted to suggest that there is no
need for psychotropic drugs. However, it
could indicate that there is a need, but
that need is simply not well documented.
The inappropriate dose and type of drug
selected for treatment may be related to
drug ireatment being prescribed to popu-
lations many physicians have not had
specialized training to treat.

The inappropriate use of psychotropic
drugs has prompted the Health Care
Financing Administration to promulgate
d tailed regulations concerning their use.

Jean Johnson is Director of the Adult
and Geront/logic Nurse Practitioner
Pro gram at The George Washington Uni-
versity, Washington. D.C.
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"A major reasonfor the

use of psychotropic

drugs in nursing homes

is to treat behavior

disorders that often

accompany dementia."

The approach taken to regulate ps5
chotropic drug use is through specifs
guidelines defining the dosage, duration
and type of psychotropic thas can be usee
for treatment of specific mental disorders.

A Clear Need in Facilities
Those who work in nursing homes

know that there is a basis for psychotrop-
ic drug use in this population. Estimates
of the current prevalence of mental disor-
ders in nursing homes range from 30 to
95 percent of all residents. The deinstiu-
tionalizasion of patients in psychiatric
facilities in the 1970s resulted in shifting
many of the older patients to nursing
homes. A study done in 1985 indicates
that the number of residents in nuaing
homes increased 100 percent between
1969 and 1983. The substitution of nurs-
ing homes for psychiatric hospitals and
community-based services has been of
concern to many. There has been a fear
that nursing homes are not providing the
type of active treatment" that is needed
to adequately care for those with mental
disorders.

There is currently in place the require-
ment for prescreening potential nursing
home residents in order to assure that
those individuals with mental illness iN(I)

or mental retardation (MR), who are not
in need of nursing home care, are not
admitted or at least do not stay very long
in the nursing home setting. Ironically.
even though this requirement is intended
to ensure that the type of treatment need-
ed by those with MR or Ml is provided
the incapacity of most states to provide
the "active treatient" suggests that those
with MR and Ml who are not allowed
admission to nursing homes may be with-
out services at all.

However, even with the prescreening
requirement. there will continue to he res-
idents in nursing homes who receive psy-
chotropic drugs, primarily because indi-
viduals with Alzheimer's disease are
excluded from those who cannot be
admitted. A major reason for the use of
psychotrpic drugs in nursing homes is to
treat behavior disorders thas often accom-
pany dementia. Common behaviors
include screaming, wandering, sleep dis-
turbances. and combativeness. In addition.
there are many residents who experience
episodes of depression. anxiety. and para-
noia It is not clear how many individuals
with chronic schizophrenia or other psy-
choses will remain in nursing homes.

Nurses Play Major Role
Caring for residents with a mental dis-

order is a significant challenge to the
nursing staff. The role of nuaing is vital
to the identification and documentation of
mental disorders, as well as to the ongo-
ing monitoring of individuals. whether on
psychotropic drugs or not. Nurses should
play a major role in the determination of
the use of psychotropic medication.

Before discussing the role of the nun-
ing staff, the factors that impact on the
ability of staff to provide the type of care
required must be acknowledged. other-
wise, the nursing role falls within the
realm of fantasy land." Managing psy-
chiatric disorders takes a considerable
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amount of eslwirisc and time. \losv nurs-
e, in long tenm care, though ihey have
had principles of psychiatric nursing in
their basic nuritng programs, biae not
had esilettsi training. In addition, many
nur-e' in long temi care completed their
raining ears ago Since that time. there
hase besn significant changes to the
appmach to mental disorders.

Currently. most states have no require-
ment for continuing education, so that it
is possible that many nurses are not
aware of the new approaches or new
drugs available to treat mental disorders.
To further complicate the situation. most
licensed nurses in nursing homes have
either supervisory responsibility or are
responsible for passing medications and
doing treatments. There are few hours to
spend in direct interactions with residents
developing a therapeutic relationship.
The nurse assistants. the least well trained
of all the staff, am the ones who have the
most contact and responsibility for direct
resident care. Few faciltiles have the lux-
ury of having experts in menial health
available to all levels of staff to help in
assessing and managing the psychiatric
problems that am frequently encountered
in nursing homes.

"Active Treatment" Not Reimbursable
Even though it has been recognized

that a mental health expert could be of
immense value in assisting staff to effec-
tively care for residents with menial dis-
orders. this is not recognized as a reim-
bursable cost. The regulations regarding
prescreening for menial retardation and
mental illness specifically state that even
if a resident is determined to need nursing
home care. but also needs "active treat-
ment." the facility will have to provide
the active treatment, but will not be reim-
bursed for the costs of this treatment.

Given these consirainis, nursing staff
continue to be the cornerstone of care for
residents with mental disorders. Critical
responsibilities fall in the domains of
assessment and management. The nurs-
ing staff are best positioned to collect pre-
treatment data. Pretreatment data must
include information about behaviors
associated with the mental disorder that
causes the resident or other residents dis-
comfort. Precipitating factors. including
environmental. interpersonal. and
intrapsychic factors, should be identifird.

In addition, the time of day. frequency.
intensity. and duration of the behaviors.
as well as any alleviating factors. should
be noted. It is critical to the resident's
.elfare that altematives to drug therapy
be explored. If the information noted can
be collected. alternative or concurrent
treatment modalities can be deseloped.

If a decision is made to prescribe a
p-ychotropic agent. the nursttg staff must
monitor the effects of the therapy. Evalu-
ation should include targeting specific
behaviors and then measuring the
absence. presence. or frequency of these
behaviors. The nurse must be asare of
the potential side effects of drug therapy
to be able to detect them. early on. as
.ell as measures to decrease the risk of

adverse side effects.

High Risk Factor in Residents
The elderly nursing home resident is at

a high nsk of developing an adverse reac-
tion. Factors associated with a high rate
of nsk are polypharmacy. greater seventy
of disease. low weight, presence of multi-
ple diseases, and hepatic and renal insuf-
ficiency. The most common side effects
associated with psychotropic drug use
include confusion. extupyramidal effects.
arrhythmias. sedation, and postural
hypotension. In addition. irreversible tar-
dive dyskinesia is more common in the
elderly than in younger populations.
Also, the nsk of falling and fracturing a
hip is more likely in a resident taking
hypnotic-anxiolytics. tricyclic antidepres-
sants. and antipsychotic drugs.

Nursing's responsibility in managing
the resident on psychotropic drugs is also
to coordinate the caue of physicians. social
workers, family. and nursing staff. This
entails accurately reflecting in the c.
plan details of treatment. Informatti-
must be communicated among health pr,'-
fessionals to ensure the most approprat:
care. Coordination of care will a[-
include education. Education will primari-
ly focus on the nurse assistant and family
members, as well as on the resident.
Licensed nurses will need to be explicit in
requesting information concerning the
resident's condition and response to treat-
ment. Infornation about treatment plans
will need to be consistently reinforced to
the resident, family. and staff.

Cam of the nursing home resident with
a mental disorder who is receiving psy-
chotropic drugs is challenging to all care
providers. Basic principles of drug use.
including starting at a minimum dose.
moniiortng the effects. using the minimal
number of drugs. and stopping all unnec-
essary drugs. will help in delivering
effective care to residents with mental
disorders. Drug use has as its overall goal
alleviation of symptoms and restoration
of the resident to optimal functioning.
The ultimate goal is to enhance the quali-
ty of life as perceived by the resident. U

References avstlable upon request.
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SPECIAL ARTICLES

Itemt 7

Improving Medication Prescribing and
Utilization in the Nursing Home
Jerry H. Gurwitz, MD,'tf Stephen B. Soumerai, ScD, ' and Jerry Avorn, MD-tt

There is ample and compelling evidence to suggest that
medications are frequently used inappropriately in the
nursing home. The occurrence of avoidable adverse drug
reactions is the most serious consequence of inappropri-
ate prescribing; economic implications are also of
interest. With increasing concern over the quality of care
in nursing homes, and with the revision of regulations
governing such care by the Health Care Financiig
Administration, its important to consider the experience
thus far in monitoring and improving drug use ini nursing
homes. A number of studies have investigated approaches
designed to reduce inappropriate prescribing and drug
utilization in this setting. In contrast to the wide range of
approaches that have been evaluated and implemented in
the hospital setting, interventions in the nursing home
have centered primarily around consultani-pharmacist

W ith the aging of the population and
changes in the American family, nursing
homes have taken on an increasingly

~ V prominent role in the medical care of dis-
abled older people.' Since 1966 the proportion of those
over 65 residing in nursing homes has nsen from 2.5%
to5%. Thenumberofbeds committed to numing-home
care in the United States exceeds the number of acute-
care beds.' Over 1.5 million Americans currently reside
in nursing homes, nearly all of them older people.' With
thecontinuing demographicshifts that will take place in
the United States over the coming decade, the number
of institutionalized older people will rise to 2 million by
the year 2000.5

Older people consume a larger number of drugs than
other segments of the population.' Nursing-home pa-

Frui thie 
7
Prugam for the Analysis of Ctinatic S-iaieges and he

tDrparimeni of Medinn-, iBth Irael Hospital: aed the t$Daiinn on
Aging and the hDiparv.nt of Sodis Medidne. Harvard Medicat
Beh-lt. Boton, Massachisetis

Supponrd a pail by a gran trom, the jnhi A. Hanford Foundanon
nd thdi tnspntir Gentrnats Office uhie Departent of Hralth and

Human Servies Dr. GuOr itu s Merck Feitow in Genanic Clinicat
Pha-]iaoiogy.

Address s nrnpond-ce and repint requehts ti loin H Gursit,
MD, Program ftr thr Analysis of Clinical Strtingirs. 333 Loniwnud
Avnue, Boonti, MA02115

©D 1990 by the Ameriran Gnairici Socieiy

activities. Although these activities are noia federally
mandated in all nursing homes, there is little evidence
from adequately controlled studies to document their
impact or cost-effectiveness. By contrast, face-to-face ed-
ucational interventions directed at physicians ("academic
detailing'1 have been shown to be effective in improving
prescribing for some medic..?ions. The prominent role
played by the nursing staff in the utilization of many
medications in the nursing home implies that an educa-
tional intervention excluding nursing staff would be
insufficient to influence drug utilization positively in
many situations leg, psychoactive medications and lax-
atives). Future research efforts must pay greater attentioi
to adequate study design considerations as well as to the
cliical outcomes of such interventions and their cost-
effectiveness. I Am Genatr Soc 38:542-552, 1990

tients are among the heaviest of med cation usersv and
the utilization of drugs in this setting is coming under
increasing scrutiny. With the coming implementation of
new Health Care Financing Administration regulations
for long-term-care facilifes.8 it is crucial to evaluate
the use of medications in the long-term-care population.
The purpose of this paper is twofold: (I) to examine
several issues surrounding medication use in the nurs-
in,* home, including the evidence for excessive prescrb-
ing, the risks and consequences of adverse drug reac-
tions, and factors contributing to inappropriate
prescribing; and (2) to review critically the numerous
studies that have investigated approaches for improving
drug prescribing and utilization in the nursing home.

THE PROBLEM: OVERUSE, UNDERUSE,
INAPPROPRIATE USE

In a review of nursing-home care, Rango noted that
overuse of medications was "the most common error of
commission.' Polypharmacy is the rule rather than the
exception in the nursing home. A 1976 study by the
Office of Long Term Care based on a sample of 3,458
nursing-home patients reported an average of 6.1 drugs
per patient with some patients receiving over 20 differ-
ent medications."o In a recent one-month audit of pat-
tems of medication use among residents of 12 repre-

0002o -614o90,S3.50
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sentative Massachusetts nursing homes, our group
reported that the average number of medications pre-
scribed per patient was 8. 1."

Defining what "inappropriate" medication use is in
the nursing-home context is not always straightfor-
ward. Ideal or acceptable treatment goals are often con-
troversial or poorly understood (eg, in regard to hyper-
cholesterolemia), and what is "appropriate" for a
middle-aged patient may be undesirable for the frail
older person. Despite these caveats, there is still compel-
ling evidence to suggest that medications are frequently
used inappropriately in many nursing homes.

In a 1980 study that reviewed Medicaid patients re-
siding in Tennessee nursing homes, Ray et alii reported
that 43% received antipsychotc drugs. As nursing-
home practice size increased, doctors were found to
prescribe more antipsychotic medication per patient. A
greater amount of medication was also prescribed per
patient in larger nursing homes, suggesting that these
drugs were being used excessively as a behavioral man-
agement or "crowd control" strategy rather than thera-
peutically. Similar high levels of psychoactive drug use
in nursing homes have been reported in other stud-
ies.ii.1ii3' An Institute of Medicine report on improv-
ing the quality of care in nursing homes likewise con-
cluded that excessive use of tranquilizers and
antipsychohc drugs provided evidence of poor quality
of careis

Problems have also been found for a number of other
drug classes. Sherman et at described patterns of cimeti-
dine use in a survey of 3,032 nursing-home patients,
reporting that prescribing indications appeared unjusti-
fied in 90% of patients receiving this drug.ii In the case
of another widely piescribed medication, the medical
literature has suggested that many patients are on main-
tenance digoxin therapy unnecessarily, and may be
withdrawn without detriment."-" The Office of Long
Term Care study of physicians' drug-prescribing pat-
tems in skilled nursing facilities reported that nearly one
quarter of sampled nursing-home patients had a pre-
scription for digoxin,ii suggesting the possibility that in
many cases this drug was being prescribed to nursing-
home patients without continuing review or therapeutic
benefit.

Antibiotics are another class of medication whose uti-
lization in the long-term-care setting has been evalu-
atedi" Systemic antibiotics are utilized by 8% to 16% of
nursing-home patients at any one time.'"r-11 Based
upon a review of 2,238 nursing-home patient records,
Zimmer et al reported that documentation of the reasons
for using an antibiotic was inadequate in 38% of cases,"
and Jones et al reported that 51% of systemic antibiotic
use was inappropriate or unjustified over a three-month
period of observation in two Portland, Oregon, nursing
homes." A possible consequence of the excessive use of
antibiotics is the development of increasingly virulent

bacterial strains, forcing reliance on potentially more
toxic and expensive antibiotic regimens.

Undenise of potentially beneficial medications repre-
sents another kind of problem in nursing-home drug
use. One example is the undertreatment of hyperten-
sion. There is now convincing evidence t iat the risks of
untreated hypertension persist into old age.' More
important, there is also evidence ti suggest benefits
from pharmacologic treatment of hypertension in older
people."' Yet there may be a reluctance on the part of
many physicians to treat hypertension in institutional-
ized older people.

ADVERSE DRUG REACTIONS: RISKS AND
CONSEQUENCES

The occurrence of avoidable adverse drug reactions is
the most serious consequence of inappropriate drug
prescribing in nursing homes. The risk of an adverse
drug reaction increasessubstantially with the number of
medications taken" and probably with advancing age
as well-i These two factors make the nursing-home
patient particularly vulnerable. Supporting this conclu-
sion are various studies that have suggested an associa-
tion of medication use with a number of disorders prev-
alent in the institutionalized older population. These
include cognitive impairment," falls,"

5
-" hip frac-

tures,"-" depression,'"' and incontinence.---" Many of
these adverse reactions may be unavoidable conse-
quences of medications essential to the care of sick older
patients, yet the numerous studies documenting the ex-
tent of inappropriate drug prescribing in nursing homes
suggest that an important proportion may be due to
poor phamacotherapeutic decision making.

There are several reasons why older patients are par-
ticularly at risk for adverse drug reactions. An increase
in the sensitivity to many commonly prescribed medica-
tions, notably the benzodiazepines, has been noted with
increasing patient age.-' Important pathways of drug
metabolism in the liver may be impaired in advanced
age.' Due to age-related declines in renal functionii
drug excretion by the kidney may be considerably pro-
longed in older people. In addition, an age-related in-
crease in body fat at the expense of muscle leads to a
greater volume of distribution and drug half-life for
highly lipid-soluble medications, further increasing the
potential toxicity of usual drug dosagess.i Therefore,
dosages of medications m older people often need to be
reduced to protect patients from serious drug-induced
complications.

A recent study suggests poor physician recognition of
these critically important pharmacologic principles. In a
study utilizing data obtained from patients filling pre-
scriptions through the American Association of Retired
Persons Pharmacy Service, Campion et all

3
observed

that physicians frequently failed to adjust drug dosage
for either advancing age or body weight. Because of the
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strong inverse correlation between age and body
weight, those patients receiving the highest drug doses,
on a mg/kg basis, were also the oldest and at the great-
est risk for the hazards of pharmacotherapy.

FACTORS CONTRIBUTING TO
INAPPROPRIATE PRESCRIBING

Many factors contribute to inappropriate drug use in
the nursing home. Training programs generally do not
include formal training or experience in long-term
care." Which physicians provide care in nursing homes
and how they provide this care are strongly affected by
government reimbursement policies, particularly those
of Medicaid. Such reimbursement for services in nurs-
ing homes is generally less than the usual and customary
charges of physicians, which may impact on the care
provided to the nursing-home patient as well as the
quality of effort of physicians providing that care."
Physician visits to nursing-home patients tend to be
infrequent and brief and are more often the result of
regulations than of any specific medical event." The
general lack of organized medical staffs in nursing
homes further impairs the ability to institute educational
programs or to enforce standards of drug usage in this
setting.

Because approximately 50% of all medication orders
for nursing-home patients are written by the physician
with directions for PRN administration,' the nursing
staff by default takes responsibility for a substantial
proportion of prescribing decisions. In addition, the
bulk of direct care for nursing-home patients is provided
by nurses' aides who often have little experience or for-
mal training" and who are subject to high turnover
rates. Current federal regulations allow nurses' aides to
deliver all resident care in intermediate-care facilities
without the supervision of a registered. licensed, or vo-
cational nurse from 

3
PM to 7 AM every day." Prescribing

decisions by physicians are by necessity often based on
clinical information provided by nurses' aides.

While physicians and nursing staff play key roles in
drug prescribing and utilization in the nursing home,
the expectations and demands of patients and their fam-
ilies must also be considered. The pressures exerted by
patients and family members both for and against the
prescribing of many medications can be enormous.
Schwartz et al" studied the motivations behind physi-
cians' prescribing decisions that were in contradiction to
the scientific literature. They-reported that "patient de-
mand" was the most common reason cited by physi-
cians for inappropriate prescribing. In the long-term fa-
cility, nurse/aide/family demand would have to be
added to this list. A contextual factor of particular im-
portance is the frequent inadequacy of staff, making it
more likely that "chemical restraints" will be applied
rather than interpersonal, nonpharmacologic solutions.

A number of additional factors may contribute to sub-

optimal medication prescribing to nursing-home pa-
tients. These include: failure to review medication
orders frequently and critically; poor communication
with the nursing staff and the pharmacist; lack of
knowledge regarding the principles of geriatric pharma-
cology; a heavy reliance on pharmaceutical company
advertising in therapeutic decision making"; and an in-
sulation from cost considerations in drug prescribing
due to third-party coverage.

In the face of the many issues described above, a
number of studies have investigated approaches de-
signed to improve drug prescribing and utilization in the
nursing home. This article critically reviews this litera-
ture in terms of the impact of various interventions on
the use of medications in this setting.

All published studies of interventions to improve
medication use in nursing homes were initially screened
for review. The medical, pharmacy, public health, and
social science literature was systematically searched
with the aid of computer-assisted retrieval services in-
cluding MEDLINE, the International Pharmaceutical
Abstracts, the Health Planning and Administration Da-
tabase, and Ageline. Only those studies that attempted
to document changes in drug prescribing and/or utili-
zation were included. The classifications of Campbell
and Stanley'° were used to describe the research designs
employed in the various studies. Controlled trials, time-
series studies, and one-group pretest-posttest studies
were included for review. Studies were excluded if they
described educational programs but presented no data,
or simply reported physician attitudes or satisfaction
with programs. Investigations focusing solely on regula-
tory interventions, such as formulary restrictions, were
also excluded. Studies included in this review are sum-
marized in Table 1.

APPROACHES TO IMPROVING DRUG
PRESCRIBING AND UTILIZATION IN THE

NURSING HOME

Controlled Trials Studies employing these research
designs provide the opportunity to control for nonpro-
gram influences in the evaluation of a particular nurs-
ing-home intervention. The comparability of the control
group critically impacts on the ability to generalize from
the results of such studies.

Two studies evaluated the impact on nursing-home
prescribing of face-to-face educational visits to physi-
cians by clinical pharmacists ("academic detailing"). In
a randomized controlled trial, Soumerai and Avomr'
were able to track nursing-home drug use by 319 physi-
cians in two states. They found a significant reduction
(18%) in nursing-home prescribing of targeted drug cat-
egories (propoxyphene, peripheral/cerebral vasodila-
torm, and cephalexin) by a group of physicians receiving
two educational visits compared with a control group.
This degree of prescribing change was comparable to
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TABLE 1. INTERVENTION STUDIES TO IMPROVE MEDICATION PRESCRIBING AND UTILIZATION IN
THE NURSING HOME

Investigators Intervention Deign Target Medications Outcome Measures

So..erai and Acorn"

Ray et al"

"Academic detailing" Randomized con-
trolled trial

"Academic detailing"

Hood et alit Consultant pharmacist

Williamson et al
0

Consultant pharmacist

Strandberg et al" Consultant pharmacist

Young et at"

Nonrardomized
controlled trial

Ncnrandomined
controlled trial

Nonrandomized
controlled trial

Time-series

Conosultant pharmacist rime-series

Propocyphene;
cerebral casodfila-
tors; cephalexin

Artipsychotics

All

Medication orders

_ Medication ordens

Medication orders

Antthyperensives Medication orders;
blood pressure

All Medication orders
and doses

All Medication orders
and doses

Cooper and Bagwell"

Cheong and Kaynei'

Brodie et atl'

Chcymko and Conrad'
0

Cooper"

Elafian et al"

Pink et ali

Cooper and Francisco"

Witcher and Cooper"

Tsai et al"

Consultant pharmacist

Consultant pharmacist

Consultant pharmacist

Consultant pharmacist

Consultant pharmacist

In-service education

Consultant pharmacist

Consultant pharmacist

Consultant phanmacist

Consultant pharmacist

Pre post, pretest- potteSt.

that observed for the office-practice patients of these
physicians.

This result is in marked contrast to a similar study
reported by Ray et al,

6
" in which the investigators tar-

geted antipsychotic medication prescribing in the nurs-
ing home. This study was not randomized by physician;
instead, 50 physicians practicing in a single geographic
area of Tennessee were compared with 150 control
physicians from two other regions of Tennessee with
practice settings and case mixes similar to those in the
expenmental group. The experimental group of physi-
cians ssas specifically selected because they were the
most frequent antipsychotic drug prescribers for Medi-
caid nursing-home patients. In this case, the face-to-
face educational intervention by a "physician coun-
selor" had no impact on the prescribing of antipsychotic
medications.

In these two studies, the educational interventions
involved direct contact only with the physician pre-
scriber and not with the nursing staff of the nursing
home. This suggests an important reason for these con-
flicting results. In the nursing home, nursing staff and
aides play a prominent role in pharmacotherapeutic de-
cision making, particularly in regard to antipsychotic
drug use." Nursing-staff input regarding the use of a
specific analgesic (eg, propoxyphene), cerebral vasodi-
lator, or antibiotic is less likely to be important.

Hood et all documented the impact of a consultant-
pharmacist on overall drug prescribing in a group of 40
nursing-home patients. The intervention consisted of
pharmacist review of medication orders and the proci-
sion of recommendations regarding drug therapy to
physicians and nurses. A group of,25 patients consisting
of patients from another wing of the nursing home was

Pre-post

Pre -post

Pree-post

Pne -post

Pre -post

Pre -post

Pre -post

Pre-post

Pre-post

Pre-post

All

All

All

All

All

Laxatives

Digonin

Psychotropirs

Analgesics

Icon supplements;
vitatms

Medication orders

Medication orders

Medication orders

Medication orders

Medication orders

Medication orders
and doses

Medicahtin orders

Medication orders

Medication orders

Medication orders
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employed as a control group. Over a two-month penod,
an 11 % reduction in the number of prescribed medica-
tions per study patient was observed (P < 0.01),
whereas there was no observed change in prescribing
for the control patients. No demographic or clinical in-
formation was presented regarding the comparability of
the study and control groups.

Williamson et al" evaluated the impact of consultant
pharmacist services on antihypertensive therapy of
nursing-home patients in a 100-bed facility. The inter-
vention included drug utilization review and communi-
cations to physicians through progress notes or by tele-
phone when pharmacist review indicated inadequate
blood pressure control or a potential adverse drug reac-
tion. In the study group of 30 patients, the authors re-
ported a significant increase (P < .02) in mean systolic
blood pressure relative to preprogram levels (128 to 135
mmHg). In a nonrandom, poorly described control
group of patients who were not receiving antihyperten-
sine therapy, no change was noted in this measure. The
authors interpreted these results as a positive effect of
the program in that the risk for adverse hypotensive
effects of antihypertensive therapy had been reduced.
This is one of the very few studies to measure a clinical
outcome (blood pressure) as part of an intervention to
change prescribing practice, but the authors provided
no documentation of any change in the frequency of
adverse drug reactions following the intervention.

Time-Series Studies The essence of the time-series
design is a frequently repeated penodic measurement in
a group or individual, with introduction of an interven-
tion into this time series of measurements. Although the
studies discussed below do not entirely fulfill the criteria
to allow the appropriate analysis of a time-series experi-
ment, they have been categorized as such in light of
their use of multiple observations over time to track
program effects.

Strandberg et atl' documented the effect of compre-
hensive pharmacist services in three nursing homes
overan eight-year period. These services included med-
ication-dispensing functions and clinical activities
within the nursing homes. Medication records of a 10%
sample of 4,004 patients were reviewed. A unique
aspect of this study is its evaluation of the effects on
drug prescribing and utilization of two separate inter-
ventions implemented in a staggered fashion. An auto-
matic stop-order policy after 30 days sas associated
with essentially no change in mean number of pre-
scribed drugs per patient, although it did lead to small
but statistically significant reductions in number of
medication doses administered per patient per month
(8%. P < 003). The second intervention, involving
drug-utilization review of the medication profiles of all
patients plus written communications to physicians

and nursing staff, was associated with a 19% decrease
in the number of prescription drugs ordered per pa-
tient pe. month and a 32% reduction in nonprescrip-
tion drugs. In addition, a 15% reduction in pre-
scription drug doses and a 44% reduction in non-
prescription drug doses were found.

Young et all monitored the effects of consultant
pharmacist services on 25 randomly selected patients in
a 177-bed nursing home. They observed a 30% decrease
in the number of medications prescribed per patient and
an 18% reduction in number of medication doses ad-
ministered per patient compared with preintervention
levels. These reductions were sustained over a subse-
quent five-month period of observation. This study was
unique in presenting an adequate number of observa-
tion points to evaluate the effect of the intervention over
time, albeit a relatively brief period of time.

The major strength of these two studies lies in their
employment of the most relevant measure of drug utili-
zation in the nursing home, the number of drug doses
actually administered to patients.

One-Group Pretest-Posttest Design A number of
reviewed studies utilized a simple one-group pretest-
posttest design. Conclusions based on theresultsof such
studies are open to question due to the lack of a control
group, the limited number of observations, and the as-
sociated difficulties in controlling for confounding by
factors extraneous to the intervention being studied. For
example, in a hypothetical one-group pretest-posttest
study designed to test the effectiveness of an educa-
tional intervention in reducing medication utilization, a
reduction in drug use may reflect seasonal effects such
as the end of an influenza epidemic rather than a suc-
cessful educational program. Although the following
studies all suffer from such drawbacks, they serve to
provide an appreciation of the limitations of current
research efforts.

Cooper and Bagwellir studied the impact of consul-
tant-pharmacist services in a 116-bed nursing home
over a one-year period. The program included pharma-
cist consultation services emphasizing drug utilization
reviews and the development of procedures for commu-
nication with physicians and nursing staff regarding
medication issues. The program svas associated with a
34% decrease in the overall number of drugs prescribed
per patient compared with preprogram levels (7.2 to 4.8
drugs prescribed per patient). Physician orders for PRN
medications, which had accounted for half of all drugs
prescribed in the nursing home, were reduced by 46%
(3.9 to 2.1), whereas regularly scheduled drugs fell by
only 19% (3.3 to 2.7). Unfortunately, the true impact of
this program is uncertain due to the concurrent institu-
tion ofstop-orderpolicies fora vanetyofdrugcategories
during the period of study. Further, it is not clear how
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the reduction in orders for PRN drugs related to changes
in medications actually administered, particularly if
many "standing" orders were infrequently imple-
mented before the intervention. In two very similar
studies. Cheung and Kayne" and Brodie et alt reported
reductions in prescriptions of 18% (6.8 to 5.6) and 32%
(6.8 to 4.6), respectively, associated with the institution
of drug-utilization review services.

In a vanation on this theme, Chrymko and Conrad'
descnibed the effect of removing consultant-pharmacist
services from long-term-care facilities. One year after
the termination of the consultant pharmacist of a 21 -bed
facility, Chrymko and Conrad reported a 19% increase
in the number of regularly scheduled medications pre-
scnbed per patient (3.7 to 4.4) and a 123% increase in
the number of PRN medications prescribed per patient
(0.8 to 1.8; P <.01). Combining both approaches, Coo-
per" reported on the effect of initiation, termination,
and restoration of consultant-pharmacist services in a
72-bed long-term-care facility. (The introduction of
pharmacy consultant services at two different points in
time was to meet federal regulations and to prevent the
facility from being closed by state inspectors.) The ter-
mination of consultant-pharmacist services had come as
the result of local physician pressure on the facility and
resulted in a return to elevated preintervention drug
prescribing levels within eight months. With each re-
spective initiation of consultant-pharmacist services,
which included stop-order policies, there was at least a
40% decrease in overall drug prescribingperpatient(8.9
to 4.8 and 9.6 to 5.5, respectively; P < .05). The impact
on the prescribing of PRN medications was consider-
able, with a reduction of at least 60% with each imple-
mentation of services (4.1 to 1.6 and 4.8 to 1.6, respec-
tively). Reductions in the prescribing of regularly
scheduled medications were more modest, at 19% and
33% (4.8 to 3.9 and 4.8 to 3.2, respectively). However, it
is difficult to generalize from this experience to that of
nursing homes not facing closure.

A number of the pretest -posttest studies determined
the impact of consultant-pharmacist services on the uti-
lization of a specific drug or drug class. Elzarian et all
reported the results of an innovative educational pro-
gram for nurses and physicians designed to reduce ex-
cessive laxative prescribing in a long-term-care facility.
Over a 17-week study period, in-service educational
programs regarding appropriate laxative use were pro-
sided first to nurses, then to physicians. This was fol-
lowed by a memorandum from the director of nursing
that supported and encouraged nursing staff to substi-
tute bran for laxatives. Significant reductions in the pre-
scnbing of laxatives were noted in comparison with a
preintervention period (P <.001), with physician
orders to discontinue laxatives about twice as frequent
as new laxative orders. At the conclusion of the study,
the authors also observed a significant reduction in lax-

ative use and a halving of costs for laxatives per patient-
day. These changes reflect nursing decisions as well as
physician decisions, because laxatives are frequently
prescribed on a PRN basis.

Pink et ale assessed the impact on digoxin use of
drug-utilization review activities by a consultant phar-
macst m a nursing home. The consultant pharmacist
recommended discontinuation of digoxin if no history
of a diagnosis requiring its use could be found or when
a patient was asymptomatic while on subtherapeutic
doses of digoxin. The authors observed an increase in
the number of digoxin discontinuations per patient-
month over a two-year period during which consultant-
pharmacist services were in place (0.67 per patient-
month) relative to a two-year comparison penod before
the institution of these services (0.29 per patient-
month). The authors concluded that the observed in-
crease in digoxin discontinuations relative to a preinter-
vention comparison penod implied an improvement in
drug utilization and patient care. However, clinical in-
formation regarding the cardiac status of patients whose
digoxin was discontinued was not presented.

Cooper and Francisco" examined changes in psycho-
tropic drug-prescibing patterns and reported that the
percentage of the nursing-home population prescribed
psychotropic medications on either a regularly sched-
uled or PRN basis decreased from 90% to 36% over the
study penod, and that the average number of prescibed
psychotropic medications per patient was reduced by
31% (1.6 to 1.1). Data regarding the actual consumption
of medications by patients were not provided. More
worrisome results were reported by Witcher and
Cooper,'" who observed an overall increase in the pre-
scribing of regularly scheduled and PRN analgesic
drugs, including propoxyphene after an intervention
designed to encourage aspirin or acetaminophen use in
preference to propoxyphene.

One particular study raises concerns about the imple-
mentation of interventions designed to improve pre-
sribing where inaccurate information is conveyed to
providers. Tsai et al' reported a 42% increase (P < .02)
in the number of iron supplements and/or vitamins
prescnibed per nursing-home patient (0.7 to 1.2) result-
ing from the institution of consultant-phanmacist ser-
vices. Although the authors suggested cmnical improve-
ments resulted from the program as reflected in mean
hemoglobin levels, clinical data presented were inade-
quate to conclude that the reported increase in iron sup-
plement and vitamin use represented any improvement
in the quahty of patient care. Most important, it appears
that the consultant phanmacist recommended iron sup-
plements in clinical settings such as anemia of chronic
disease, anemia associated with chronic renal failure,
and anemia associated with malignancies, where sup-
plementation with iron is not indicated uriless there is an
accompanying iron deficiency anemia.
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DISCUSSION

Drugs are often indispensable in the medical care of
older nursmg-home patients; the inappropnate use of
daigs in this setting is of great concern, however. Medi-
cations can become a substitute for careful diagnostic
maneuerse and/or effective nonpharmacologic thera-
pies, thus increasing the nsk of serious adverse drug
reactions In this already vulnerable population. In an era
of cost containment and rising drug costs, the overuse of
medications can also divert resources from more impor
tant purposes.

In view of the federally mandated consultant-phar-
macist requirements in nursing homeser" i it is not sur-
posing that the vast majonty of studies discussed in this
review have centered around clinical pharmacist ser-
vices and drug-utilization review activities, a situation
in contrast to the ividerangeofapproachestoimproving
medication use that have been evaluated and imple-
mented in the hospital setting . Despite the relatively
small size and limited breadth of this literature, it is
important to comment on the expenence thus far re-
garding efforts to improve drug utilization and prescnb-
ing in the nursing-hume setting. Only through such a
cntical review will mre efficient and effective inter-
ventions be developed.

Study Design Aithough it is generally accepted that
well-designed clinical tnals of pharmacologic interven-
tions should serve as the basis for rational medication
prescibing, health-care delivery interventions are
rarely subjected to the same quality of evaluation. Of the
many research designs employed in the reviewed litera-
ture, onIv oneS utilized an adequate control group. Be-
cause it is frequently impractical or impossible to con-
struct an appropriate control group in such studies,
careful collection and analysis of multiple observations
at several time periods before and after the initiation of
an intervention (the time-senes design) can serve as a
useful alternative to increase the validity of conclusions
about program effects. None of the reviewed studies
met the true definition of a time-senes design.

Furthermore, the intervention being tested should be
implemented in such a way that the influence of extra-
neous factors on the measu-ed outcomes of interest is
minimized. When an educational intervention is em-
ployed in the setting of concurrently instituted regula-
tory policies regarding drug prescribing, it becomes dif-
ficult to sort out the influence of each independent of
the other. If lessons are to be drawn from studies dealing
with nonregulatory approaches to improving drug pre-
scribing and utilization in the nursing-home setting,
then this differentiation is crucial.

Finally, the "active ingredient" of the intervention
must be clearly defined. For example, the term "drug-
utilization review" can mean different things, from a
simple review of the physician order book to make cer-

tain that regulatory policies are being enforced, to
scheduled face-to-face interactions, using sophisticated
educational protocols, with medical and nursing staff.

Until the last few decades, evaluation of clinical inter-
ventions was frequently done without the benefit of
adequately designed tials Such approaches gave rse to
the widespread use of leeches, gastnc freezing, internal
mammary artery ligation, and numerous other therapies
now known to be useless. Health-services research must
make the transition into a more mature mode of invesri-
gation if it is not to replicate similar misleading findings.

Measures of Outcome The reviewed studies utilized
a variety of outcome measures to evaluate the impact of
particular interventions. These included: (I) prescribing
by physicians practicing in the nursing home; (2) drug
utilization by nursing home patients; (3) economic out-
comes; and (4) outcomes involving specific clinical
issues.

Drug-Prescribing Behavior Factors involved in
prescnbing in the nursing home are more complex than
in either the acute-care hospital or outpatient settings,
where physicians are the predominant decisionmakers.
In the nursing home, influence by nurses and nurses'
aides regarding phamacotherapeutic decisions is sub-
stantial. The reasons for this include infrequent physi-
cian visits to the nursing home, a large number of PRN
orders, and the frequent problem of understaffing. In
the case of psychoactive drug use, staffing problems
have been suggested as encouraging the administration
of antipsychotic medications for behavioral problems in
preference to personnel-intensive interventions."isO

Three of the reviewed studies reflect the contribution
of nursing-staffdecision making to drug prescrbing and
utilization in this setting. Ray et all' demonstrated that
the provision to physicians alone of face-to-face educa-
tion about antipsychotic medication use was ineffective
in reducing prescnbing. In contrast, the study by Elzar-
ian et att which specifically addressed nursing practice
in addition to physician prescrbing of laxatives, re-
sulted in substantial reductions in target drug prescrib-
ing and utilization. Soumerai and Avorn"l reported a
reduction in physician prescrbing to nursing-home pa-
tients of targeted analgesics, antibiotics, and vasodila-
tors using an intervention directed only to physicians.

Whereas decisions to employ laxatives for constipa-
tion or PRN antipsychotics for behavioral problems in
the nursing home involve substantial input from nurs-
ing staff, the use of a specific pain medication (propoxy-
phene) or specific antibiotic (cephalexin) may not.
Therefore, the proper targeting of interventions to
nurses, physicians, or both is critically dependent on the
drug being used and its clinical context. These observa-
tions provide one of the most important lessons of this
review, which should be considered in the design of any
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program targeting inappropnate prescribing and drug
utilization in the nursing home.

Drug Utilization A number of studies have focused
on changes in the number of medication orders as an
assumed measure of actual drug utilization. As pointed
out by Robers,i the interchangeable use of the terms
"medication" and "prescnption," and the imprecise
meaning of the terms "prescnbed medication" and
"prescription medication" to describe outcomes in stud-
ies purporting to investigate changes in drug utilization,
onlv serve to add ambiguity to the interpretation of re-
sulis. When reported changes in medication "orders"
include PRN medications, which many patients never
use, any conclusions about the impact on actual drug
utilization must be questioned. Reductions in PRN med-
ications are often reported to comprise a large propor-
tion of the favorable effect of an intervention. However,
many PRN orders are never administered. In a study of
20 nursing homes in Indiana. Brown and DeSimonesi
observed that 47% of patients did not use any of their
prescribed PRN medications, and that an additional
40% used less than 10%. Beers et at reported that in 12
Massachusetts nursing homes, only 20% of PRN orders
for psychoactive medications were actually adminis-
tered." Similar results have been reported by other in-
vestigators.e1i For these reasons, any study that sets out
to evaluate program effects on drug utilization in the
nursing-home setting must present outcome data on
doses of medical on actually administered to patients.

In a recently published review concerning the impact
of pharmacist drug-utilization reviews in long-term-
care facilities, McGhan et alli concluded that "with a
very high degree of certainty, pharmacist drug-regimen
reviews do exert a significant effect on drug use in long-
term care facilities " The validity of this conclusion must
be questioned: very few (3 of 15) of the reviewed studies
reported outcomes in terms of medication actually ad-
ministered to patients. In addition, only two of these
studies utilized a control-group design, lending addi-
tional uncertainty to this conclusion.

For clinical relevance, the best outcome measure of
drug use would be the presentation of data regarding
utilization in terms of milligram equivalents of a refer-
ence compound to standardize doses across a given
therapeutic class, stratifying within the class to describe
differing pharmacologic properties. It also should be
emphasized that an improvement in drug prescribing
might involve a reduction in dose or a switch to a poten-
tially safer medication in the same therapeutic class,
rather than a drug discontinuation. For example, it has
recently been reported that short elimination half-life
benzodiazepines are less likely than long half-life ben-
zodiazepines to increase the nsk of falling for older pa-
tients.""8 An improvement in drug prescribing repre-
sented bya pharmacotherapeuticswitch consistent with

IMPROVING NURSNG-HOME Ubt Or Xu--~,~ -

these reports might be obscured if data were presented
only in terms of numbers of doses of hypnotic adminis-
tered. Finally, it must be emp' asized that utilization
could also improve through the addition of a medication
whose use was appropriate, but which was not being
prescribed.

Economic Issues Programs designed to improve
drug utilization and prescribing in the nursing home
should also be evaluated in economic terms. Cnteria for
the evaluation of cost studies have been reviewed in
depth elsewhere.ii.it Such economic evaluation should
be comprised of a comparative analysis of at least two
alternative programs in terms of both their costs and
consequences. For example, a program that reduces the
use of one drug but results in an unexpected switch in
physician prescribing to a more costly medication must
consider the costs resulting from this unanticipated use
of an alternate therapy. On the other hand, an improve-
ment in drug therapy that reduces patients' utilization of
other more expensive resources (eg, acute hospitals)
must also be considered. In ambulatory care, one group
has documented that a program of face-to-face educa-
tional outreach for physicians regarding drug prescrib-
ing can achieve savings that are substantially higher
than program costs." Although more difficult, the com-
pletion of such analyses provides powerful evidence for
administrators or policymakers who must evaluate such
programs against others competing for scarce resources.

Although a recently published review of the literature
regarding pharmacist-conducted drug-regimen re-
views5' suggested an impressive net savings of $220
million nationwide if drug-regimen reviews were con-
ducted for all Medicare and Medicaid patients in nurs-
ing homes, this conclusion cannot be supported by cur-
rently available data. The fact that the federally
mandated consultant pharmacist often is an employee
of the pharmacy or service that sells drugs to the nursing
home has been poorly studied. Such potential conflict of
interest poses important questions concerning the ex-
tent to which such consultants can reduce excessive or
unnecessary costly drug use.

Clinical Outcomes Unfortunately, very few studies
attempted to address the issue of clinical outcomes re-
sulting from changes in drug utilization in nursing-
home patients. Assessment of clinical outcomes is es-
sential for the complete evaluation of any program
designed to improve medication prescribing and drug
utilization. Examp:es of important clinical outcomes
might include (1) changes in the incidence of adverse
drug effects (overall or specific reactions) after the im-
plementation of a drug utilization review program; (2)
changes in the cognitive, behavioral, and functional
status of nursing-home patients associated with a pro-
gram to improve prescribing of psychoactive medica-
tions; and (3) changes in the use of physical restraints in
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association with an intervention designed to reduce sed-
anve use. Such studies are more difficult to design and
implement, and the problems of completing clinical re-
search studies in the nursing-home setting have been
well documented."." Such studies require study popu-
lations of adequate size, randomly selected control
groups or well-matched concurrent controls, rigorous
definitions of the clinical outcomes of interest, and in-
tensive patient assessments going beyond mere record
review .

Analysis of Results All the studies reviewed above
addressed an issue of health-care provider functioning,
namely, the effect of a particular intervention on drug
prescribing to nursing-home patients. Whiting-O'Keefe
et al

0
" described an analytic error that can arise when

patient-related observations (eg, medications per pa-
tient per month) are employed as the unit of analysis to
form conclusions about health-care provider behavior
or outcomes affected by patients as well as by providers.
The correct unit of analysis in such an experiment is the
provider, and the hypothesis of the study should be
constructed in terms of the true focus of the interven-
tion, the provider and not the patient. This can often
lead to a striking decrease in statistical power because
the number of providers will be substantially less than
the number of patients.

This analytic problem was encountered in a study by
Thompson et al." These investigators described the re-
sults of a program involving clinical pharmacists as di-
rect medication prescribers to nursing-home patients.
Under the overall supervision of a physician, two phar-
macists prescribed all medications to one half of the
patients in a 152-bed nursing home. A control group
comprised the remaining patients, who were cared for
by a community-based internist. Whereas the outcomes
utilized in the analysis were patient-specific (n = 152),
the actual study population included only two pharma-
cists and one physician "control." When theconect unit
of analysis is appreciated, problems regarding sample
size become obvious. With only two exceptions,-i'nt the
reviewed studies focused inappropriately on the patient
as the unit of analysis.

Implications for Future Research There are many
dimensions to the challenge of improving drug pre-
scribing and utilization in the nursing home. Unfortu-
nately, in this as in many areas in health policy, the
federal government has mandated a.nationwide pro-
gram of consultant-pharmacist monitoring of medica-
tion use without evidence from adequately designed
studies that such a requirement, when put into place
universally. can be expected to accomplish its goals. Of
particular concern is the issue of clinically irrelevant
"paper compliance' to satisfy regulatory requirements,
in the absence of genuine improvements in medication
prescribing and utilization.

From those few studies that satisfied minimal re-
search design criteria, certain tentative conclusions can
be drawn:

1. Although individual pharmacists can be of great
value in advising physicians about drug regimens in
the nursing home, little evidence curnentiy exists
with which to evaluate the effectiveness of the cur-
rent federally mandated program of drug-utiliza-
tion review by consultant pharmacists.

2. Face-to-face educational interventions directed at
physicians ('academic detailing") are effective in
improving prescribing of selected medications to
nursing-home patients, specifically those medica-
tion categories where nursing input into the phar-
macotherapeutic decision is limited.

3. The prominent role played by the nursing staff in
the utilization of many medications in this setting
suggests that an educational intervention excluding
nursing staff would be insufficient to influence drug
prescribing and utilization in many situations (eg,
psychoactive medications and laxatives).

4. Because of the high frequency of 'a' needed"
orders in nursing homes, many of which are never
administered, any study designed to evaluate the
true impact of an intervention on drug utilization
must provide data concerning doses of medication
administered to patients rather than merely "or-
dered."

5. Greater attention must be paid to the clinical and
economic outcomes of such interventions.

Now methods for improving drug prescribing and
utilization must be developed and tested. For example,
computer-assisted feedback of therapeutic decisions
has been shown to be effective in improving care in the
ambulatory setting." The technology is readily avail-
able to incorporate such a strategy into the nursing-
home setting. However, widespread implementation
of any new intervention must be preceded by careful
evaluation according to rigorous standards of health-
services research, particularly in this vulnerable pop-
ulation,
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Item 8

Managing Behavior Problems in Nursing Homes
This issue of JAMA contains two disquieting articles on the
use of neuroleptics and mechanical restraints in nursing
homes. These articles have a special timeliness because ofa
growing movement, embodied in recent Health Care Fianc-
ing Administration (HCFA) regulations, to transform nurs-
ing homes into rehabilitative environments that promote indi-
vidualized care and the highest practical lvels of finetioning
and independence. A major objective of this movement is to
limit the use of medication and mechanical restraints to pur-
poses of medical treatment

See also pp 463 and 46.

Fbr 15 years, evidence has been accumulating that nursing
home residents receive more psychotropic drugs, especially
neuroleptics, than is easily explained by good medical prac,
tios.' Garrard et a' conflrm previous evidence that the pr-
srbing of neuroleptie drugs is widespread (not news) and
show that the reasons for such prescribing are poorly doce-
mrnted (a new findingX Specifically, only haof the neurolep.
tie therapy used hi the study of Garrard and colleagues was
for management of either a major psychiatrie disorder or
specific behavioral manifestations ofddementia. rhen Deum-
lepties are used forpurposes other than medicaleonditions-or
which they are effective, thatuse is inappropriate and there ia
strong reason to suspe that the neuroleptics are being used
asehemical restraints rather than D inediesatment.

Garrard et al could not test whether the prescribing of
neuroleptics met other HCFA rules, which restrict nekrolep-
tie use on as as-needed basis and require systematic efi t to
reduce the dose and to replace neuroleptia with behavibd
programming and environmental modification, These latter
rule, however, were perceived as being moms controversial
by those who commented On the draft regulations and threm
fore seem more likely to be violted.

Prescrbing psychotropic drug. without as appropriae
psychiatric diagnosis is an established practice not only In
nursing homes but also in the daees of primary cae phyd-

an, where the majority of psychotropic drug. ar pra-
scrlbed without a recorded diagnoes of mental disordez'
Although some pbysica may pereeive the diamepancy as a

documentation issue, the nursing home record, like the hospi-
tal record, is a medium for communication, and quality ofeare
is likely to suffer if a patient's major illnesses are not
recorded.

There are at least four reasons to think that change in
clinical practice may also be needed. First, nursing home
staffis may induce inappropriate prescribing by asking physi-
cians to control resident behavior such as wandering, combat-
iveness, and the pulling out of intravenous and feeding tub-
ing. There is good reason to fear, therefore, that psychotropic
drugs in general, and neuroleptics in particular, may be used
to sedate and incapacitate patients rather than as appropriate
therapy for diagnosed mentel disorders Second, neuroleptics
are not benign drugs and have serious side effects, especially
in the disabled or hail elderly. Third, neurolepties are not the
treatment of choice for many conditions (eg, toxic drug df-
fecs, depression, lows of memory, and anger) that can pro-
duce troublesome behavior in nursing home residents, If an
appropriate psychiatric diagnosis is not made, it e likely
thatthe differential diagross has not been adequatelyconsid-
ered. F;Dalb, neuroleptics, like other peychotrepice, ean in-
crease disorientation and confusion when given inappropri-
ately, and increased eonfusion can lead to a vicious cycle of
increasing dosage

We have lready pointed out that unsecessary neuroleptic
use suggests that these drugs are incapacitating rather than
rehabilitating nursing home resddents Concerms ae natural-
ly even more intense regarding mechanical restraints because
there are few, if any, medical indications for the persistent
use ofimechanical restraints. The use ofmechanical restraints
has serioua side effect: they not only cause contractures,
decubitua ukers, incontinence, and all the other conse-
quenm of inactivity, but also odten increase rather than
reduce agitation There is Do real evidence that, On balance,
use ofrestraints either reduces injury or improves behavior.'

lnetti and colleagues confirm earlier reports (including
HCFA data) that use of physical restraints has high preva-
klne in nursing homes. They further report that restnsts
areusually appliedto active residents for safetyeq &behavior-
ad reasons rather than to treat medical conditions. Tbi pat
tern ofrestraint use appears tobe in serious conflict both with
the principle of maximum independence and with the Dew
law, which establishes the nursing home residentis right to be
ree rom any physical restraints imposed on him or her to

reduce staff effort or impose discipline. Not only should re-
straintabe limited to treating a resident's medical symptom,
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but the treatment plan must carefully consider less restric-
tive measures and obtain specific informed consent from the
resident, a family member, or a legsl represenbttive'; Tinetti
et al provide no information regarding how well the latter
criteria were met in the nursing homes they studied.

The HCFA regulations are part of professional and socail
movement that seeks better functioning and greater dignity
and freedom for nursing home residents. The challenge for
attending physicians and nursing home medical directors is to
replace mechanical restraints and unnecessary use d medica-
tion with social, behavioral, and medical interventions that
will support their patients' basic rights. This means that the
treatment teamn-physicians, nurses, and others-must eval-
eate the medical, social, and environmental causes of the
troublesome behavior that leads to the use of restraints and
employ less restrictive strategies such as environmental safe-
guards, increased interpersonal contact, steps to decrease
disorientation, snd behavioral therapy.

The HCFA regulations fundamentally envision the ccept-
able nursing home a one that achieves what has already been
accomplished in a variety of settings. Over the past 20 years,
behavioral treatment and social programming have revolu-
tionized care of mentally retarded and developmentally dis-
abled persons and aflowed cae in less restrictive settings.
Nursing homes in Scotland and Sweden use mechanical re-
straints for less frequently than do muiring homes in this
country. 

t
Psychiatric facilities have virtualy eliminated the

use of physical restraints except for emergencies. And a
grvwing niumberef nmodel nursing homes in this country have
achieved remarkable chnges.' A number of states and nurs-
ing home associations ae working toward these goals. Al-
though the research be for managing behavior problems in
the elderly remnsmadistressailmeager, and urther studies
ae urgently needed, there is awealthclinical experience on
which to draw.

Physicians should therefore see the new regulations pri-
marily as a mandate to adopt techniques that are available
today to improve the came of patients who lve in nursing
homes. The regulations rest on a clinical reality that is some-
times forgotten the use of neuroleptics nd mechanical re-
straints is a cinisl intervention Clnical interventions
should reflect both an understanding of the problem, ex-
pressed in a wyking diagos, and a considered choice
among therapeutic aftemati.a. Attending physici need
to be able to make a clinically complete assessment of the
causes of those troblesome behaviors thdbaae curently
being managed with inmppeoe medication and mechani-
cal restrai Thq should also be fIIar with the alterna-
tives for managing rxch behavior Nursing home medical
directors have a speciall resposibllity to ensure that their

staff members have the skills to manage behavior without
restraints. Good clinical practice and respect for persons give
nursing home residents a right to such care.

Some physicians will be unsure of their ability to reach an
explanatory diagnosis for patients with behavioral problems.
Some will be unsure.d their ability to make the necessary
comprehensive assessments. Many will be uncertain of the
therapeutic alternatives to the use of restraints in dealing
with troublesome behavior. Such uncertainties re natural
because few physicians, including psychiatrists, are trained
in managing troublesome behavior in the elderly, and the
most helpful literature tends to be in journals and texts Of
nursing, geriatrics, mental retardation, and behavioral ther-
py The solution is neither to substitute neuroleptica for
physical restraints nor to seek out diagnoes that Wi justify
unnecessary neuroleptic use. Rather, uncertainty is an indi-
cation for interdisciplinary planning, consultation, and con-
tinuing education. Few physicians would prescribe; cephalo-
sporin or calcium channel blocker without at least S
provisional diagnosis and knowledge of the therapeutic op-
tions; behavioral interventions deserve the same attention.

Stephen F. Jecks , MD
Steven B. Clauser, PhD
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Item 9

NON PHARMACOLOGIC
ALTERNATIVES

To Chemical Restraints
THE SCENE IS ALL TOO FAMILIAR:

PATIENTS HARNESSED TO THEIR WHEELCHAIRS, WRISTS

TETHERED TO BEDRAILS, LEGS AND ARMS STRAPPED TO

SIDE CHAIRS-OR THE EMPTY, EXPRESSIONLESS FACES

AND BLANK STARES OF PATIENTS HEAVILY SEDATED ON

MAJOR TRANQUILIZERS. AND ALL FOR WHAT?
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Ihe dehumanizing treat-
ment-exemplified by the
ovenrse of physical and
chemical rsraints-once

Tprevalent ine the nation's
nursing homes and committed in the
name of resident safety, staff conve-
nience, and avoidance of liability.
has'e come under increasing scrutiny
durng the past few years. Finally-
primanly through the efforts of watch-
dog and patient-advocacy groups-
things are beginning to change for the
better.

On October 1. the fong-awaited
Health Care Financing Administration
(HCFA) nursing home regulations wilf
implement the requirements of the
1987 Omnibus Budget Reconciliation
Act (OBRA). The regulations stite
that the nursing home resident has
the nght to be free from any physical

restraints imposed or psychoactive
drug administered for purposes of dis
cipline or convenience and not re-
quired to treat the resident's medical
symptoms.

Antipsychotics are specifically ad-
dressed under Section 483.25. which
specifies thai the residents drug regi-
men must be free from unnecessary
drugs. and in the interpretive guide-
lines which sets out specific guide-
lines for their use (see Appendix I).

The success or failure of a facility
in complying with the new require-
ments will depend, in large part. on
how the consultant pharmacist re-
sponds to the challenge presented by
the regulations. What should consul-
tant pharmacists do to prepare their
facilities for compliance with the
regulations? What is the consultant
pharmacist's role in achieving a re-
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duction in the use of chemical re-
straints in the facilities he serves'

Most important, are consultant
pharmacists ready for the change in
attitude and behavior necessary for
entry into an area of practice-requir.
mg increased involvement with resi-
dents and their behaviors-that they
may not be prepared for?

The commitment required of the
consultant pharmacist to successfully
Implement an alternative approach
Program m..ay be frightening to many
This is one area of practice where an-
swers cannot be readily found in
pharnacm extbooks or literature

Developing a Plan for Reducing
Restrants
Many consultant pharmacists have
garnered expenence in developing
programs and participating in identify-
ing alternative approaches to the use
of chemical restraints in the facilities
thev serve. However, many more con-
sultant pharmacists may not currently
be involved to the extent required for
facilities to successfully comply with
the new regulations. For those facili-
ties without a plan to reduce the use
of restraints, the work must begin im-
mediatelv.

Any consultant pharmacist who

thinks that on October I he can go
into a facility and recommend that a
resident's psychotropic drugs be de-
creased or discontinued without sig-
nificant negative repercussions is in
for a surprse. "Without a cooperative.
agreed-upon program, the consultant
pharmacist can recommend until he's
blue in the face," says Bob Williams
of Institutional Pharmacy Consultants
(IPAC) Portland. Oregon. "It there
are no alternative approaches pre-
sented to the use of chemical re-
straints. the nursing staff will resist the
consultant pharmacist's recommenda-
tions to decrease or discontinue anti-
psychotic medications."

Consultant David Sherman of
Health Care Visions, Inc., Westwood,
Massachusetts. agrees: "The consul-
tant pharmacist cannot expect the
staff to seriously consider a recom-
mendation to reduce a patient's psy-
chotropic medication without also
providing alternatives: this approach
will backfire on the consultant every
time."

The nursing staff may perceive any
attempt to reduce the use of restraints
as requiring additional nursing time-
time not available under current staff-
ing patterns. Overcoming this percep-
tion is one of the greatest challenges
to any alternative approach program.
These programs do not necessarily re-
quire additional staff, just a realloca-
tion of staff time. Nursing time is
saved if the residents' activities of
daily iing (ADLs) improve. since the
residents are capable of more self-
care, and require less assistance with
their daily activities.

Where to Start
The IPAC consultant group is one of
several that has been involved in re-
ducing or eliminating the use of un-
nezessary antipsychotics in its facili-
ties. According to Williams, the
consultant pharmacist's major task is



106

to convince the facility staff to buy ferns associated with the use of Baseline information on the resi-
into a program of discontinuing or psychotropics and alternatives to their dent's behavior must be available."
decreasing the dose of antipsychotic use. If necessary, the consultant phar- says Sherman. "or you cannot know if
drugs in selected residents IPAC con- macist should work one-on-one with the approach used is working." Con-
sultant pharmacist Karen Rasmussen resistant physicians to more effec- sultant pharmacist-designed forms are
noted that none of the staff wanted to tively influence their prescribing be- already in use that require the nursing
discontinue a patient's antipsychotic havior. Make sure that recommends- staff to document. by shift, each oc-
medication at first: they wanted the dons are based on improving patient currence of specific., targeted behav-
patient's behavior to remain under care, not on the requirements of the iors, and any side effects of the drugs
control. Rasmussen found that this re- regulations, prescribed. The importance of this
sistance could be overcome through documentation may not be apparent
education and staff support. Developing Assessment Tools to the nursing staff: it may be seen by

The consultant pharmacist can assist nursing as just a lot more unnecessary
Garnering Support in the development of assessment paperwork. If the consultant pharma-
Any alternative approach program anc monitonng tools for use by the cist uses this information effectively to
must have the complete support of staff to identify target behaviors and assess the resident's therapy and
the facility administrator, director of the success of different therapies or make the appropnate adjustments.
nursing, and medical director. 1 nec- approaches used. This tool can be the staff will come to appreciate the
essary, the consultant pharmacist used to qualify and quantify a resi- benefit of the documentation.
must educate the facility's administra- dent's behavior over time so trends
tion about the risks and problems as- can be identified and interventions Initiating Dosage Reductions
sociated with the inappropnate use of evaluated. The interpretive guidelines state that
psychotropic drugs and the require- David Sherman er -phasizes the residents on antipsychotic drugs
ments of the new regulations. Addi- need to collect information-not just should receive gradual dose reduc-
tionally. resource matenal on altema- to comply with the regulations-but tions. drug holidays, or behavioral
tive approaches to the use of restraints to enable the consultant pharmacist programming in an effort to discon-
can be prosided to get the adminis- to make better educated decisions tinue these medications, unless this
tration to suppon a program aimed at about the patient's care and to assess course is clinically contraindicated. A
reducing restraint use in the facility the appropriateness of the patient's step-by-step approach should be im-
(see Appendix 11). therapy For instance, in an agitated plemented to institute dose reduction

resident "Specific information is or drug holiday programs (see Ap-
Educating the Staff needed about where and when a pa- pendix IV).
The entire facility staff must be edu- tient is becoming agitated to deter- The consultant pharmacist should
cated as well. In-service programs mine the cause and possible solutions not attempt to decrease or discon-
should be developed to educate the to the problem behavior," savs Sher- tinue the use of psychotropics in all
staff about alternative approaches to man. "The consultant pharmacist can- the residents at once. "There is a po-
the use of chemical restraints. the ex- not do this in isolation," he contin- tential for consultant pharmacists to
istence of other causes of problem ues. "It must be a team effort precipitate behavior problems by dis-
behaviors. and tips for workinc with involving the entire facility staff." continuing antipsychotic medica-
demented patients (see Appendix 111). Sherman recommends using an as- tions." cautions Williams. "The nurs-

Proper training and emotional sup- sessment record that documents what ing staff will ask. 'Now what?: the
port must be provided to enable the- is going on with the resident: when consultant pharmacist better be pre-
staff to tolerate and respond appropr- behavior happens and what the be- pared to suggest alternative ap-
ately to a broader range of potential havior is. Is the patient hungry, thirsty. proaches to deal with the problem
problem behaviors once the use of re- restless. or bored? A log can be used behaviors."
straints is reduced or discontinued. to chart each time the resident has an A systematic approach should be

Proper ed jcation and support of episode of problem behavior. Does developed to initially select those pa.
the physicia&; staff is extremely impor- the behavior occur dunng the day or itents most likely tc respond posi-
tant to the success of any program. night? What is its relationship to tively to a psychotropic dose reduc-
Physicians s'iould be kept abreast of meals or interactions with the staff or tion or discontinuation. Here, says
the recent l.'erature on both the prob- other residents? Rasmussen. the consultant pharmacist
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can play a role in targeting which pa-
tients are appropnate for a decrease
in dose or discontinuation of the
drug. Williams adds that patients
should be selected carefully: "A posi-
tive outcome will help bolster staff
confidence in the program."

Whenever possible, the consultant
pharmacist should ensure that anti-
psychotic therapy is not initiated un-
less clearly indicated. If a patient is
admitted on an antipsychotic drug
and an appropnate diagnosis is not
indicated in the record. the physician
should be required to document a di-
agnosis that justifies the use of the
drug, or requested to discontinue the
medication, If the attending physician
was not the one who initiated psycho-
tropic therapy and there is no appar-
ent indication for its use. he is likely
to discontinue the medication.

If a nurse requests that a patient be
started on an anripsychotic to control
a particular problem behavior. the
consultant pharmacist should assess
the patient's current therapy, assist in
identifying environmental or other
causes for the behavior, and paruci-
pate in identiying alternative solu-
tions to the problem.

The time invested by the consultant
pharmacist and nursing staff up front
to keep pauents off psychotropic
medication is less than what is re-
quired to monitor a patient once ther-
apy has begun.

Reassure Staff
To help encourage the staff and to
bolster confidence in the program,
the consultant pharmacist must let the
staff see that patient therapy will be
individualized by not insisting that
antipsychoucs be discontinued in all
patients. For some patients. appropn'-
ate therapy may well be an increase
in dose. Williams found that, after as-
sessment. 20 percent of the patients
in one facihry actually benefited from
an increase in anripsychotic dose In-

drvidualized therapy reassures the
staff that patients who need and ben-
efit from drug therapy will continue to
get it "That realization helped the
staffs comfort level." said Williams.
"They felt we were enabling them to
treat patients better."

"'The consultant pharmacist better
prepare the staff for the fact that
Idose reduction) doesn't work on
everybody." cautions Williams. "How-
ever, once the staff begins to see a
positive response in a resident. they
will buy in: success in a patient is a
great stall motivator."

The consultant pharmacist has a lot
to c.iin from his investment in a suc-
ces-Lif alternative approach program:
ones the staff has confidence in the
program the nurses will be more
likely to reinforce the consultant's
recommendations with physicians.
Without staff confidence and support,
a consultant's attempts to decrease or
eliminate the use of antipsychotics
will be strongly resisted by nursing.

Assessing Problem Behavior
Antipsychotic drugs have frequently
been used to treat agitation-a group
of behaviors such as screaming, yell-
ing. throwing objects, and resisting
nursing care: patients who are ver-
bally or physically abusive, or who
exhibit socially inappropnate behav-
ior, and residents who wander and
are at risk for leaving the facility
grounds, disturbing other residents. or
injuring themselves.

The interpretive guidelines do not
recognize these behaviors as appro-
priate indications for antipsychotic
drugs (see Appendix V). Many of
these behavioral symptoms are found
in dementia patients: they may anse
from the resident's response to his
environment and an awareness of his
cognitive defects.

Even in dementia, the causes of
these behaviors are frequently identifi-
able and treatable without the use of

medication. The goal is quite simply
to attempt to identify the problem
causing the behavior and to eliminate it.

Uondertanding and Identifying
the Source of Behavior
Is there a specific problem causing or
triggering the behavior? Difficult be-
havior may be a manifestation of ill-
ness, pain, physical discomfort, con-
fusion, interpersonal conflict, lifestyle,
noise, gnef, loneliness, 1ear, and other
feelings that the resident may be un-
able to express in conventional ways.

Frequently what is labeled 'prob-
lematic" behavior may in fact be
caused by the facility's resistance to
meeting the individual needs of the
resident. Who is this person? What
has been his lifetime pattern of living?
What are his preferences in sleeping,
eating, companions, dressing. and ac-
tivities? What are the major events or
losses in the resident's life? Who are
the people most important to the resi-
dent? Is it reasonable to expect that
all residents can be successfully
treated alike? Should all residents be
expected to wake up, eat, relax. and
sleep at the same time?

Is it surprising that a person who
spent his life as a night watchman
should be found wandering around
the facility during the night shift? Or
that an elementary school teacher is
heard giving orders to other residents
to "sit down," "stop talking,' or "go
back to your seat"?

An inadequately trained staff can
exacerbate behavior problems. espe-
cially in the demented resident. "Any-
thing the consultant pharmacist can
do to get the facility staff to be more
sensitive to the needs of the de-
mented elderly," says Sherman, "will
help the process."

The consultant pharmacist can play
a role in helping facility personnel to
recognize the source of problem be-
havior instead of thinking that the res-
ident is the problem.
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Identifying Alternative
Approaches
The consultant pharmacist can par-
ticipate in the identification of alterna-
tive approaches to the use of medica-
tion to control problem behaviors. Be
prepared for the administration or
nursing staff to argue that staffing pat-
terns or shortages do not allow for
the development of alternative ap-
proaches. Overcoming this resistance
may be the most crucial role for staff
education. Though the number of
staff available may be an impediment
to the use of many one-on-one inter-
ventions, there are other, less staff-
intensive approaches that can be
tied.

"in addition to encouraging appro-
pnate antips-chotic drug therapy, one
of our responsibilities as consultant
pharmacists is to provide direction re-
garding alternatives to drugs for prob-
lem behaviors.' savs Sherman. "The
consultant pharmacist should not feel
he is expected or required to come
up with all the ideas to solve a prob-
lem." he continues. 'But he can help
facilitate the development of creative
ideas among the facility staff.

Behavior Management
Programs
With the cooperation and participa-
tion of the entire facility staff, an indi-
vidualized behavior management pro-
gram can be designed for each
resident. What is most important to
remember is there is no one nght so-
lution for each resident or situation
and what works may change over
time It is lust as important for the
consultant pharmacist to realize that
it takes a different approach for each
resident

*The whole process of developing
alternative approaches and fostering
creativity is so important to the suc-
cess of a program," says Sherman

Consultant pharmacists have a
unique perspective that can help the

An alternative program to reduce
the use of restraints requires a
multidisciplinary team effort to
determine the source of problem
behavior and identify nondrug
alternatives.

long-term care facility staff develop
creative ideas to deal with problem
behaviors."

The value of ideas of the entire fa-
cility staff. including the nonprofes-
sionals, must be recognized. Fostenng
a climate in which each person's
ideas are given consideration will
bring forth a wide array of sugges-
tions for the benefit of the patient.
"Staff members should not be made
to feel that any idea is too radical or
stupid." says Sherman. "Consultants
can help develop that kind of atmo-
sphere in the facility by working with
the administrator and director of
nursing to get the entire staff in-
volved."

A successful behavior management
program has many advantages over
and above those that directiv benefit
the patient. An alternative approach
program can create a more pleasant
working and living environment. in-
crease staff satisfaction and morale
through improved quality of care and
a team approach to problem solving.
decrease stall turnover. decrease pa-
tient injuries resulting from the use of

psychoactive medication or the im-
proper use of physical restraints, and
increase patient morale and attitude.

Making It Work
An altemative program to reduce the
use of restraints requires a multidisci-
plinary team effort to determine the
source of problem behavior and iden-
tify nondrug altematives. "The effec-
tive consultant pharmacist will lend
his experttse in system development.
implementation, and monitoring.
savs Dianne Tobias of HealthCare Net
work. Tustin. California. "He should
assist in the development of an alter-
native approach program and serve as
an educator and provider of resource
information." However, Tobias con-
tends that the facility cannot rely on
the consultant pharmacist alone:
'This cannot be a program that the
consultant pharmacist sets up and
does: the staff must be involved to
carry the ball.'

This sentiment is echoed by
Sherman: "The consultant pharmacist
should not feel he must be the one to
develop the program, collect the
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data, interpret the results, and formu-
late solutions: he should act as a cata-
lyst to the process by giving the facil-
ity and its staff the tools to do it."

The following examples of alternative
approaches to the use of drugs for
problem behaviors is most instructive
and hopefully will show that staffing
is not alwavs an impediment to a suc-
cessful behavior management pro-
gram.

Case 1. A gentleman was chemically
restrained at the end of every month
because he would leave the home in
great agitation. He was not restless.
wandenng. or agitated at any other
time. A nurse's aide found that by
walking outdoors with him at this
time. he would bnskly walk a couple
of blocks. become fatigued. lose in-
terest. and be willing to return to the
tacility. No restraints were used.
When this was discussed with family
members. they remembered that at
the end of every month he always
paid his bills by walking around the
town and paying them in person. This
gentleman was simply continuing a
lifelong practice-'

Cas 2. A nurse's aide reported that
a resident appeared agitated. a
change from her usual behavior. A so-
cial worker was asked for an assess-
ment and found that an adult child
had died at this time of year 10 years

before. Without identifying the cause.
tat resident might have been re-
ni-ained for agitation rather than talk-
ing out the problem and sharing her
p-ef.-

Case 3. An 85-year-old woman spent
most of her time in bed because she
chose to do so. She used her cane on
anyone who came within her reach.
Staff removed the cane. bringing fun-
ous outbursts. Chemical restraints
were considered. On assessment. a
social worker discovered that staff
were not respecting this woman's
small amount of territory-her bed-
and she protected it the only way she
knew how. When staff were taught
how to ask permission to assist her in
her daily activities, the cane was no
longer an issue nor were the use of
chemical restraints.-

The importance of preserving
choice, a sense of control, and auton-
omy for older people has been well
documented.' Efforts should be made
to minimize this sense of loss for all
residents

Case 4. An ex-prize lighter entered a
nursing home. He was in excellent
physical health, but was agitated and
suffered from dementia. He was a
threat to both staff and residents and
was restrained both chemically and
physically. The activities professional
assessed this individual and arranged

for him to go to a neighbonng gym
six days a week for a workout. After
each workout he was relaxed and fa-
tigued. Staff and residents no longer
complained of his pugnacious behav-
ior. Physical restraints were removed
and chemical restraints were reduced
to a very low level only on Sundays
when the gym was closed. Although
this is an extreme-but true-exam-
ple. many nursing home residents are
restrained for agitated or wandering
behavior when a simple exercise pro-
gram of walking outdoors often re-
lieves the high energy level and pro- |
vides satisfaction to the resident.-

Case 5. A nursing home resident cre-
ated problems by his continued wan-
dering into the parking lot. The staff
was unable to supervise him ade-
quately and were considenng re-
straints. Only an assessment of a resti
dent's customary and usual habits
would reveal that this resident had
been a car salesman. Pictures of the
kind of car he used to sell were put
up around his room: his wandering
was then confined to his room where
he walked around looking at the
cars.'

Case 6. A patient was admitted for
dementia and was particularly agi-
tated when interacting with the staff.
An assessment revealed that he had
been a bank executive and was ac-
customed to being addressed as
"Mr. Calling someone by his first
name may be interpreted as disre-
spectful by some residents. Some be-
havior problems can be diminished if
the time is taken to find out how the
resident wants to be addressed or
what he wants to be called.'

-Solae iaonal Coen s Co- -oov to, Nunr ng
Hom. Reform
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The confused elderly have the rtight to skillful and thoughtful care. They
have the nght to be as free horn physical and chemical restraints as is
humanely possible. The staff that cares for these individuals has the tight
to supportive policies and helpful education and information. These four
approaches provide a comprehensive way to deal with the compler
problems of [the] wandenng fot agitated residenti. They require a team
approach and flexibility. They require staff education and commitment as
well "
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* . ~~~~~~~~dietitian: social worker: pharmacist. * Meeting identified physical needs
occupational. physical. and speech such as hunger. toileting. sleep, thirst.

FEDERAL REGULATION AND therapist: and activities professional. and exercise according to individual
INTERPRETIVE GUIDEUNES Identification of strengths and weak. routine rather than facility routine
APPLYING TO THE USE oF nesses. including lifelong habits, daily * Modifying staff attitude and training
ANTIPSYCHOTIC MEDICATIONS routine. activities of daily living, staff to identity resident needs and

mood, attitude, memory. communica- then meet them on an individualized
Section 483.25 Level A requirement: ion. disease slates. activities. and basis
Quality of care. medications. Assessment is continu- a Staffing levels high enough to com-

(I) Level B requirement: Drug ous and ongoing throughout the stay. ply with the law, which requires
Therapy. enough staff to meet residents' men-

(I) Unnecessary drugs. Each Individualized Care Plain. Plan tal. physical, and psychosocial needs.
resident's drug regimen must be free based on strengths and deficits identi- Use heavier staffing during peak busy
from unnecessary drugs. fied bv assessment. Include resident periods of the day

(2) Antipsychotic Drugs. Based and or family or legal representative * Administrative support so that Bex-
on a comprehensive assessment of a anc nurse s aide in care-planning con- ibility in routines is the norm in order
resident. the facility must ensure fererre. The care plan must meet to accommodate individual needs
that- inditidualized resident needs and

(i) Residents who have not chatnge as resident needs change. Spidific Programs for Reducing
used antipsychotic drugs are not Restraint Us.
given these drugs unless antipsychotic TeamworIL No one person or disci- * Restorative care program including
drug therapy is necessary to treat a pline has all the answers. Ideas may walking, bowel and bladder, indepen-
specific condition, and come from professional or nonprofes- dent eating, dressing, and bathing

(ii) Residents who use antipsy- sional direct caregivers. indirect * Wheelchair management program
chotic drugs receive gradual dose re- caregivers, volunteers, family. and to assure correct size is used and the
ductions. drug holidays or behavioral other residents, condition of the chair remains intact
programming. unless clinically con- * Individualized seating program for
traindicated in an effort to discon Options for Action to Avoid those residents who do not need
tinue these drugs. RestraInt Use-Generol wheels for mobility. Chairs should be

* Companionship and supervision in tailored. the same way as wheel-
* Interpretive Guidelines-Guidance cluding the use of volunteers, family. chairs. to individual needs
to Surveyors friends, and other residents * SERVE program (self-esteem, relax-
* Psychoactive drugs are drugs pre- * Physical and diversionary activity ation, vitality, and exercise), including
scnbed to control mood. mental sta- such as exercise. outdoor time. activi- fun, relaxation. stretching, range of
tus. or behavior. Evaluate the use of ties that resident would like to do. motion. and walking
psychoactive drugs under 483.25 (1), small jobs agreed to by the resident * Specialized programs for residents
Dnrg Therapy a Psvchosocial interventions includ- with dementia, designed to increase

ing meeting lifelong habits and pat- their quality of life during the day
temns of daily activity that must be * Video visits-videotaped family vis-
incorporated into the care plan its when families live far away

_ * Environmental approaches such as * Outdoor program every morning
alarms or other systems for keeping and afternoon in nice weather. Two

ALTERNATIVES TO RESTRAINT track of those who need to wander, aides assigned to take care of resi-
USE using ribbon barters on doors of resi dents using enclosed outdoor area

dent rooms so wandering residents * Rehabilitation dining room to help
Underlying PrincIples for will not come in uninvited, good residents increase mealtime skills and
ieducing Restraint Us. lighting: reduced glare: mattress on independence
Resident Assessment. In-depth as- floor to reduce falls: the use of low a Wandering program to allow safe
sessment of resident by interdisciplin- beds: and individualized seating and wandering while preserving the rights
ary team including nurse: physician, fumiture placed to aid in ambulation of others

%n1 N.. ; - iu ',, TrTe C.usiavi Pharmacvst 353
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* Preventive program for calming ag- i.e.. the placement of his room and its the use of the antipsychoic drug.
gressive behaviors based on knowing proximity to noise or activity. 2. Identity the "targeted" behavior
the resident, preventing tnggering or 3. Train stalf to interact and commu- problems that require treatment.
aggression, and using protective inter- nicate appropnately with demented 3. Evaluate the resident's current drug
vention as a last resort patients. therapy as a possible cause of the
* Enhancement project-a program * Be patient: do not taunt patient problem behavior.
to improve the quality of residents' or overreact to problem behavior. 4. Determine if drug is having a nega-
lives, run by certified nursing assis- a Talk softly and gently. tive efect on resident's activities of
tants * Explain things slowly and clearly. daily living or is associated with unac-

* Physically interact with the pa- ceptable side effects.
Implementatlon of Program for tent at his level: do not tower over 5. Target "as needed" (p.r.n.) drugs
Decreased Restralnt Use him. or discontinuation.
* Support of owner/operator Board * Be conscious of body language. 6. Observe, monitor, and document
of Directors to care for residents * Make eye contact when commu- the frequency and severity of the tar-
more humanely nicating. geted behaviors and any side effects
* Support of professional caregiving a Use nonverbal gestures to corm- of the medication.
staff who can be challenged to cre- mu-.cate if unable to explain things 7. Gradually reduce the dose of the
atively think of new ways to identify ver'ally: point or show resident what antipsychotic. monitoring for behavior
and meet residents' needs is ig relerred to. "breakthroughs."
* Education for all stall on each per- * Use simple commands; do not 8. Implement nondrug interventions.
son's role in decreasing restraint get into a major discussion since it 9. Adjust drug dose based on patient
usage gives the resident the opportunity to response.
* Allaying fears of families who have argue. 10. Attempt dose reduction approxi-
been taught that residents must be re- * Do not presume that what is oc- mately every six months.
strained for safety curring is a problem.
* Closer involvement of social * Do not surprise the resident by
worker, activities director. pharmacist. approaching suddenly or Irom the
vaftous therapists. volunteers, and rear. INAPPROPRIATE INDICATIONS
family a Demented persons are easy to FOR THE USE OF
* Flexibility in staff use, including distract change subject or redirect ANITIPSYCHOTICS
permanent staff assignments behavior.
* Remove easiest restraints first to * People are more likely to get agi- The interpretive guidelines state that
have success tated when they are restless or bored: antipsychotic drugs should not be

keep them busy by providing activities used if one or more of the following
s-onviniaonai ct] C-1 avor i- tsuch as toys that can be taken apart is/are the only indication:
H..,r W lsonal~lparo Ccallzonla~ I and reassembled. Remember that it is simple pacing
R aedp pennoon easier to prevent agitation than treat * wandenng
An.M.ivna-ru rawe on rna ns eosng it. * poor self care
vi, ac niov--o .. none aean a-ciai 4. The consultant pharmacist should *s restlessness
t., i20 cOn.ac 'CC',R 0102 i6, s.n
NW S-g-nDCon 200nt 29.0A65 evaluate if the behavior is induced by I crying out, yelling, or screaming

the resident's current drug therapy. * impaired memory
S. Use a team approach to identify al- * anxiety
tematives to the use 01 restraints. * depression

DEALING WITH DEMENTIA * insomnia
PATIENTS . * unsociability

* indifference to surroundings
1. Determine if there is a physiologic APPROACH TO PSYCHOTROPIC a fidgeting
cause for the resident's behavior such DOSAGE REDUCTION a nervousness
as hunger. thirst. pain. or discomfort. * uncooperativeness
2 Evaluate the resident's environment 1. Check the resident's medical a any indication for which the order
at the time of the problem behavior, record for a diagnosis that justifies is on an "as needed" (PRN) basis.
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ABSTRACT. Theprevalence of psychiatric disorders amongnew admissions to nursing
homes is unknown. Such data are needed to estimate the psychiatric needs of this
population. We report the prevalence of specific psychiatric disorders in454 consecutive
new nursing home admissions who were evaluated by psychiatrists and diagnosed
according to the Diagnostic and Statistical Manual of Mental Disorders, third edition,
revised. Eighty percent had a psychiatric disorder. The commonest were dementia
syndromes (67.4%) and affective disorders (10%). Also, 40% of demented patients had
additional psychiatric syndromes such as delusions or depression, and these patients
constituted a distinct subgroup that predicted frequent use of restraints and neuroleptics.
and the greatest consumption of nursing time. These date demonstrate that the majority
of nursing home residents have psychiatric disorders on admission, and that their man-
agement is often quite restrictive. Research is now needed to determine the best methods
of treatment for nursing home patients with mental disorders.
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In the United States 1.5 million elderly persons are currently in nursing homes, and their
number will double in the next 30 years (Institute of Medicine, 1986). Their need for psy-
chiatric care is uncertain because of insufficient research on the prevalence of psychiatric
disorders in this setting (Rovner, Kafonek, Fidipp, Lucas, & Folstein, 1986). Few large
systematic studies examining patients have been conducted since Goldfarb's report (1962),
which found that 87% of nursing home patients had chronic brain syndrome, and that 33%
were "psychotic." Recent surveys such as the 1985 National Nursing Home Survey (NNHS,
National Center for Health Statistics, 1985) and the NNHS Pretest (Burns et al., 1988) have
found that 63% of nursing home patients are cognitively impaired, and that 25% are de-
pressed. Regarding behavior disorders such as agitation and combativeness, Zimmer,
Watson, and Treate (1984) found that 64% of nursing home patients were behaviorally
disturbed, and that most behaviorally disturbed patients were demente&

Cross-sectional studies such as these cannot reveal whether psychiatric or behavior dis-
orders are the cause or the consequence of institutionalization. Furthermore, these surveys
have relied on nonclinicians' reviews of nursing records and interviews with nursing staff
rather than on psychiatrists' direct examination of patients; therefore, they have produced
diagnoses of unknown reliability and validity. None has used current diagnostic terms such
as those specified in the Diagnostic and Statistical Manual of Mental Disorders, third
edition, revised (DSM-m-R) (American Psychiatric Association, 1987). Thus, no studies
have been done on the prevalence of mental disorders among new admissions to nursing
homes in which psychiatrists have examined large, systematically ascertained samples and
made diagnoses according to modem diagnostic criteria.

Such data are needed because new federal legislation in the United States now requires
that patients with mental disorders be excluded from nursing homes (House of Representa-
tives, 1987). Effective January 1, 1989, the Nursing Home Reform provisions of the 1987
Omnibus Budget Reconciliation Act (OBRA) required states to screen nursing home admis-
sions and current nursing home residents for mental disorders and need for psychiatric
treatment Those with mental disorders who need active treatment are to be discharged to
mental facilities in the state.

The potential impact of the OBRA regulations is unknown, especially because the
definitions of "mental disorder" and "active treatment" are unclear. The diagnosis of demen-
tia, for example, is not considered a mental disorder even though it is classified as such by
the DSM-III-R, and is often associated with depression, delusions, and behavioral disorders.
In light of the new federal nursing home initiative and the need to determine the impact of
mental disorders in nursing homes, we report the prevalence of the commonest psychiatric
disorders, including dementia, in a largecohortofconsecutivenew nursing home admissions
who were examined by psychiatrists. We also describe new associations between these
disorders and nursing time, the use of restraints and neuroleptic medications, and participa-
tion in nursing home activity programs. The findings suggest that, currently, nursing homes
function as ill-equipped psychiatric hospitals.

METHODS

The sample was drawn from consecutive new admissions to eight Baltimore-area proprietary
nursing homes owned by Meridian Healthcare. Meridian, a private corporation that owns and
operates 13 nursing homes in Maryland and 32 nursing homes nationwide, is the largest
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nursing home chain in Maryland with more than 2,800 beds. Meridian and the Dementia
Research Clinic of the Johns Hopkins Hospital established a collaborative relationship in
1983 allowing researchers at Hopkins to conduct epidemiologic studies and to develop new
approaches to psychiatric care in this setting. The current project is a longitudinal study of
new admissions to nursing homes examined by psychiatrists to determine the prevalence and
incidence of mental disorders, and to evaluate their impact on patient adjustment during one
year. This report focuses on the prevalence of mental disorders on admission.

The eight nursing homes were selected because of their proximity to the Johns Hopkins
Hospital. All are licensed in Maryland as intermediate/skilled care facilities and range in size
from 104 to 250 beds. Patients are admitted from the mainly white (81-94%) and middle-
income communities surrounding each nursing home. The average sources of payment for
nursing home care are private pay (45%), Medicare (2%), and Medical Assistance (53%).
Meridian nurse staffing patterns are comparable to national norms (National Center for
Health Statistics. 1985). National data also indicate that 75% of all nursing homes are
proprietary, 75% are intermediate or intermediate/skilled, and that sources of payment are
similar to Meridian homes (National Center for Health Statistics, 1985). Thus, the Meridian
homes resemble other U.S. nursing homes in these characteristics.

From February 1987 until March 1988, 716 consecutive patients were admitted to the
eight Meridian nursing homes. Eligible patients were those who had not resided in nursing
homes in the preceding six months. This exclusion avoided the effect of recent nursing home
exposure on current admission status. One hundred fifty-four cases (22.3%) were ineligible
for this reason. They did not differ from eligible patients in age, race, or sex. Informed con-
sent was obtained from both the nursing home resident and a responsible family member.
In cognitively impaired residents, informed consent was obtained from the family member.
Refusal to participate by either the resident or the family excluded the resident from study.
Of the 562 eligible cases, 84 (15%) refused participation, and 24 (4%) were excluded because
examinations were not completed at the time of admission. Thus, 454 (81% of the eligible
cases) were enrolled. The age and race of patients who refused or were unexamined did not
differ from those of enrolled cases, although males were slightly overrepresented among
refusers.

Four sources of information were used to evaluate each case: a psychiatric examination
conducted by a research psychiatrist; a nursing staff interview and a family interview
conducted by a research assistant; and the review of medical records. The interviews with
the patient, nursing staff, and family were conducted independently and within two weeks of
each other. Demographic information, medical diagnoses, and the use of neuroleptic medi-
cations and restraints were obtained from nursing home records. Neuroleptic use referred to
daily administration of a drug. Restraint data reflected utilization during the first month and,
based on the distribution, was divided into use for more than or less than 15 days.

Thepsycfliatric examination was conducted by one of fourresearch psychiatrists using the
Modified Present State Examination (MPSE). This is a semistructured clinical examination
whose interrater reliability and validity have previously been demonstrated in patients with
stroke and Alzheimer's disease (Robinson, Kubos, Starr, Rao, & Price, 1983; Rovner,
Broadhead, Spencer, Carson, & Folstein, 1989). Cognition was measured using the Mini-
Mental Status Examination (MMSE) (Folstein, Folstein, & McHugh, 1975). Diagnoses of
dementia,deirium, affectivedisrdera andschizaphreniaweremadeaccording toDSM-II-R
criteria based on the symptoms elicited from the psychiatric examination, available medical
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records,and information frurn families. The diagnosis of dementia and depression was made
in patients who met DSM-IH-R criteria for major depression and dementia, and when it was
impossible to determine which disorder was primary.

Three psychiatrists conducted the psychiatric examinations from February 1987 until
November 1987. and two from November 1987 until March 1988. To assess interrater
agreement on psychiatric diagnosis, eight nursing home patients who exhibited a variety of
psychopathological symptoms were examined by one of the initial three research psychia-
trists using the MPSE and MMSE with the other two psychiatrists present. These three
psychiatrists then independently recorded their diagnoses. The generalized kappa was 0.89
(p less than .001) (Bartko & Carpenter, 1976). Interrater agreement was reassessed one year
later between the two remaining psychiatrists and the kappa was 1.0.

The nursing staff interview was structured using the Psychogeriatric Dependency Rating
Scale (PGDRS) (Wilkinson & Graham-White, 1980). This instrument assesses the orienta-
tion, behavior, and functional dependency of elderly institutionalized patients. The behav-
iors it assesses are disruptiveness, wandering tendencies, verbal aggression, physical
aggression, resistance to caretaking efforts, demanding nature, restlessness, and noisiness.
The interrater reliability and validity of the PGDRS have been demonstrated previously, and
time-and-motion studies indicate that the Pearson correlation between total PGDRS score
and nursing time is .90 (Davies & Goldberg, 1982). Thus, the PGDRS score can be used to
determine the relative "nursing time requirement" of patients.

A patient's participation in recreational and social activities in the nursing home was
assessed by asking nurses, "Tothe extent thepatient isable,does he orshe generally take part
in group or organized activities that are offered here?" The family interview focused on the
patient's past psychiatric and medical history, his or her behavior before admission, and the
reason for admission. Possible reasons for admission included "behavior problems," "the
primary caregiver was ill." and "need for specialized nursing care."

To test for differences in mean levels of continuous variables (age, MMSE scores, and
PGDRS scores) between different diagnostic groups, a one-way analysis of variance was
used. When significant differences were found between groups, Duncan's Multiple Range
Test was used to test for pairwise differences between the means. To test for differences in
proportions regarding categorical variables (sex, neuroleptics, restrained more than 50% of
the time), a chi-square test was used. When significant differences between proportions were
found, a normal-deviate or Z test was used to test for pairwise differences between the
proportions corresponding to each diagnostic group. The level of significance for the
multiple comparisons testing of these differences in means and proportions was adjusted
using the Bonferroni method.

RESULTS

Table I compares the demographic characteristics and the chart diagnoses of the sample (N
= 454) with data from the 1985 NNHS (Bums et al., 1988; National Center for Health
Statistics, 1985). Compared with national averages, a larger proportion of the study sample
was in the 75- 84 year range, and fewer were older than 85 or younger than 65 years. Certain
medical diagnoses such as cerebrovascular disease and malignant neoplasms appear more
frequently in the study sample; however, for the most part, the frequencies of most medical
conditions are quite similar.



116

Dementia and Psychiatric Disorders 17

TABLE 1. Demographic Characteristics and Chart Medical Diagnoses
of Nursing Home Sample and Subjects in 1985

National Nursing Home Survey (NNHS)

Nursing Home Sample 1985 NNHS
(N 454) (N = 1.49 million)

Characteristic n (%) n (%)

Age (years)
6; 64 20 ( 4.4) 173,100 (11.6)
65 - 74 70 (15.4) 212,100 (14.2)
75 - 84 207 (45.6) 509,000 (34.1)
85 and older 157 (34.6) 597,300 (40.0

Race
White 429 (94.4) 1,374.600 (92.2)
Nonwhite 25 ( 5.6) 116,800 ( 7.8)

Sex
Female 351 (77.3) 1.067.000 (71.5)
Male 103 (22.7) 423,800 (28.5)

Chart medical diagnoses
Ischemic heart disease/congestive heart failure Ifo (33.6) 504,400 (33.8)
Cerebrovascular disease 119 (26.6) 305,400 (20.5)
Arthritis 88 (19 7) 247,100 (16.6)
Fractures/injunes 82 (18.3) 277,100 (18.5)
Diabetes mellitus 48 (10.7) 175,700 (11.8)
Chronic obstructive pulmonary disease 48 (10.7) 106.000 ( 7.1)
Neoplasms 55 (12.3) 85.700 ( 5.7)
Gastrointestinal disease 57 (12.8) 190,000 (12.7)
Senile dementias 156 (34.9) 202,500 (29.9)
Other psychoses 34 ( 7.6) 152,200 (10.2)

Table 2 shows theprevalenceofpsychiatric disorders divided into fourmutually exclusive
diagnostic groups based on the presence and type of psychopathology:

1. Dementia complicated (DC): Patients with dementing disorders complicated by the
co-occurrenceofdepression,delusions, ordelirium (Nequals 123, 27.1%oftheentire
sample; 40.2% of all demented patients).

2. Dementia only (DO): Patients with dementing disorders without delusions,
depression, or delirium (N equals 183, 40.3%).

3. Other psychiatric disorders (OPD): Nondemented patients with affective disorders or
schizophrenia (N equals 58, 12.8%).

4. No psychiatric disorder (NPD): Those without any disorder (N equals 90, 19.8%).

Overall, 364 new admissions (80.2%) had a psychiatric disorder according to the
psychiatrists. The most common diagnosis was dementia (N equals 306, 67A%). The most
frequent etiology of dementia was primary degenerative dementia of the Alzheimer's type
(N equals 172, 37.9% of the entire sample) followed by multiinfarct dementia (N equals 81,
17.8% of the entire sample). Otherdementiasyndromes included the dementia syndrome
of depression, Parkinson's disease, and brain tumor. Of the nondemented patients (N equals
148, 32.6%), 58 (12.8% of the entire sample) had a psychiatric disorder such as an affective
disorder (N equalsA47, 10.4%) or schizophrenia (N equals 11, 2A%).
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TABLE 2. Prevalence of Dementia and Other Psychiatric Disorders in New
Admissions to Nursing Homes (N = 454)

Diagnosis n %

Dementias complicated by depression, delusions, or delirium
Primary degenerative dementia of the Alzheimer's type

with delusions/hallucinations
with depression
with delirium

Multiinfarct dementia
with delusions/hallucinations
with depression
with delirium

Dementia plus depression
Other dementias

with delusions/hallucinations
with delirium
Subtotal

Dementia only
Primary degenerative dementia of Alzheimer's type
Multiinfarct dementia
Other dementias

Subtotal

Other psychiatric disorders
Affective disorders
Schizophrenia/other

Subtotal

No psychiatric disorder

TOTAL

43
7

15

14
8

14
14

9.5
1.5
3.3

3.1
1.7
3.1
3.1

4 0.9
4 0.9

(123) (27.1)

122 26.9
59 13.0

2 0.4
(183) (40.3)

47
1 1

(58)

10.4
2.4

(12.8)

90 19.8
454 100.0

Table 3 compares the demographic characteristics, cognition (MMSE) score, "nursing
time requirement" (PGDRS score), the use of neuroleptic medications, use of restraints, and
participation in activities of patients in the four diagnostic groups. There were significant
differences in age (p < .001), cognition (MMSE score) (p < .001), and "nursing time
requirement" (PGDRS score) (p < .001) in the four groups. Multiple comparisons testing
showed that DC and DO patients were older than nondemented patients (OPD and NPD), but
not different from one another. As expected, demented patients (DC and DO) scored lower
on the MMSE than nondemented patients, but no difference existed between the dementia
groups. Regarding nursing time, DC patients had higher PGDRS scores than patients in all
other groups owing to their cognitive impairment, greater functional dependency, and more
frequent and severe behavior disorders. DO patients also required significantly more nursing
time than OMD and NPD patients for similar reasons. OPD and NPD patients did not differ
from one another.

Next we examined the use of neuroleptic medications, restraints, and participation in
nursing home activities to relate psychiatric diagnosis to these forms of treatment and found
significant differences in each of these variables between patients in the four diagnostic
groups. Demented patients were the most frequently medicated with neuroleptics and phy-
sically restrained, and were least likely to participate in nursing home activity programs.



TABLE 3. Demographic and Selected Clinical Characteristics of Nursing Home Patients by Diagnostic Group

% ol Patients
Age' Restrained % Who

(Mean Sex MMSE' PGDRS' Ncuroleptics more than Participatc
Group N % Years) F/M (%) Mean Mean %)M 509( of Timec' in Activities'

Dementia, complicated (DC) 123 27.1 81.1' 76/24 11.4*t 30.0*t1 44.4*' 479*t 38.8t
Dementia only (DO) 183 40.3 82.6'11 73/27 13.2"I 24.4011 34.01 40.611 37.01
Other psychiatric disorder (OPD) 58 12.8 77.5 78/22 23.0 18.4 24.1' 26.8' 34.5
No psychiatric disorder (NPD) 90 19.8 79.4 87/13 27.1 15.2 6.7 12.9 55.2

Total 454 100.0

Note. MMSE = Mini-Mental Status Examination. PGDRS = Psychogeriatric Dependency Rating Scale.
^ANOVAF 13,4501 = 6.5,p < 0.001. bANOVAF13,4501 = 60.0,p < 0.001. 'ANOVA F 13.4341 = 26.6, p < 0.001. dCh.i-square = 39.3. df= 3.p
< 0.001. 'Chi-square = 31.8, df = 3, p < 0.001. 'Chi-square = 9.7, df = 3. p < 0.05
Multiple comparisons indicating significant differences only between groups at p < .05: tDC vs DO. DC vs. OPD. 'DC vs. NPD. 'DO vs. OPD. IDO
vs. NPD. 1OPD vs. NPD.
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We also compared thereasons family members gave for admitting their relative to nursing
homes by diagnostic group. For DC patients, "behavior problems that disrupted the house-
hold" was the most common reason (37%). In contrast, "behavior problems" was the reason
for only 24% of DO patients, 16% of OPD patients, and 8% of NPD patients. The most
common reason for DO patients and NPD patients was that "the primary caregiver was ill"
(39% and49%,respectively). ForOPD patients, "need for specialized nursing care" was the
most common reason (40%) ()x equals 32.6, d# = 9, p < .001).

When we examined whether the high prevalence of mental disorders in this population
reflected "transinstitutionalization" from state mental hospitals to nursing homes, we found
that only 36 patients (8.5% of the entire sample) had ever been admitted to a psychiatric
hospital during their lifetimes. We also examined the use of mental health services in the six
months preceding nursing home placement and found that only 32 patients (7.5%) had been
seen by a mental health specialist before institutionalization.

DISCUSSION

This is the first study of new admissions to nursing homes in which research psychiatrists
have systematically examined each patient using instruments of known reliability and
validity, and made psychiatric diagnoses according to modern diagnostic criteria. We found
that most new admissions had a mental disorder. Although it was previously unknown
whether these disorders were the result or cause of institutionalization, our data indicate that
many mental disorders are present on admission and are sometimes the cause for admission.
We also found that when psychiatrists examined patients, the rates of mental disorders were
higher than those reported in previous surveys relying on nonclinicians reviewing nursing
home records and higher than those diagnosed by nursing home physicians (Table 1). We
believe that these latter methods cannot replace a psychiatrist's examination when a differ-
ential diagnosis of psychiatric disorders is soughL Conducting these examinations enabled
us to determine the prevalence of specific psychiatric disorders and also to predict the amount
and kind of care patients with different diagnoses receive.

The absence of national census data on new admissions limits the generalizability of this
study. Theonly largedatasetavailablewith which tocompare our sample is the 1985 NNHS.
This survey reflected the characteristics of a cross-sectional sample of nursing home patients
who differ from a new admission cohort in that they have survived varying lengths of time
in the nursing home. We think, nevertheless, that the comparison is reasonable because the
demographic characteristics and medical diagnoses of the two sanples are similar, and
because most new admissions we studied will remain as long-term residents (Keeler, Kane,
& Solomon, 1981).

The method we used to make psychiatric diagnoses was based, clinically, on a single
patient examination. Thus, what appeared to be a pervasive depressed mood might actually
have been a transient depressive reaction, and, in the case of dementia, patients who lacked
complete medical and laboratory evaluations may have had reversible dementing disorders.
Using similar clinical approaches in nursing, however, Parmelee, Katz, and Lawton (1989)
found a 12.4% rateof major depression, andChandler and Chandler (1988) found a 37% rate
of probable Alzheimer'sdisease. Thesimilarity between these figures and ourown increases
our confidence in the diagnostic accuracy of our method. Furthermore, we demonstrated
significant associations between psychiatric diagnosis and other independently ascertained
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clinical measures such as PGDRS scores and neuroleptic and restraint use, which support the
validity of the diagnoses.

This is particularly true for the diagnosis of patients with dementia syndromes compli-
cated by depression, delusions, ordelirium, whorepresented adistinct subgroup of demented
patients whose additional psychiatric symptoms predicted an increased demand for nursing
time over and above all other patients. Because these patients have a primary diagnosis of
dementia, however, they would not be designated as having a "mental disorder" according
to the OBRA regulations and would not be excluded from the nursing home. Our data suggest
that, nevertheless, they need psychiatric care. Not only are these patients the most time-
consuming for nurses, they also are among the patients most frequently restrained, most
likely medicated with neuroleptics, and least likely to participate in nursing home activity
programs. Because fewer than 5% can be expected to receive psychiatric consultation, their
potentially treatable psychiatric symptoms may go unrecognized (Borson, Liptzin, Nininger,
& Rabins, 1987). Thus, failing to recognize dementia as a mental disorder may perpetuate
the lack of recognition and treatment of these disorders.

Effective treatment exists. Depression can be treated with antidepressants, delusions can
be treated with judicious use of neuroleptics, delirium can be reversed with identification of
its underlying cause, and behavior disorders can be minimized by providing structured daily
activity programs (Lipowski, 1989; Reifler,Teri,Raskind, Veith, & Bames, 1989; Reisberg,
Borenstein, Salop, Farris, Franssen et al., 1987; Rovner, Smith, Lucas-Blaustein, & Folstein,
1990). Untreated, thecourseandoutcomeof thesesyndromesprobably vary,butclearly they
require differential use of resources. For example, an untreated depression or an un-
recognized delirium will progressively worsen, with the patient becoming increasingly
dependent on staff for assistance; and the delusional patient, acting on misperceptions of
reality, may become combative and require daily restraints. In all cases, the morbidity from
these untreated disorders places unnecessary suffering on patients and unnecessary burdens
on family members and staff, and detracts from the quality of life in nursing homes.

Nursing staff, untrained in psychiatric skills, often respond to behavior disorders with the
methods available to them, such as restraints and neuroleptic medications. Ray, Federspiel,
and Schaffner (1980) reported that 43% of nursing home patients receive neuroleptics and
indicated that such drugs are misused. Although neuroleptics are indicated for the treatment
of delusions and hallucinations, we found that fewer than 14% of patients had these
symptoms during their first weeks in the nursing home, yet more than 31% received these
medications. This figure probably underestimates the total neuroleptic use because it does
not include "p.r.n." neuroleptic administration. Neuroleptics can cause delirium, extrapyr-
amidal syndromes, falls, hip fractures, and anticholinergic toxicity, and, according to Beers
etal. (19 8 8), theparticularneuroleptic drugclassesprescribed in nursing homes do notreflect
current concepts in geriatric psychopharmacology. Our data support previous observations
of their widespread and perhaps uncritical use and underscore the importance of findings
associating these medications with excess morbidity in elderly patients (Larson, Kukull,
Buchner, & Reifler, 1987; Ray, Griffin, Schaffner, Baugh, & Melton, 1987).

We also found that mechanical restraints were frequently used, and that their use could be
predicted by psychiatric diagnosis. The frequency of their use is consistent with a recent
HCFA report that indicates that 41.3% of nursing home patients are restrained (U.S.
DepartmentofHealth and Human Services, 1988). Although therationalizationsfortheiruse
include prevention of injury and fals, more commonly they are used to control behavior (U.S.
Congress, Office ofTechnology Assessment, 1987). Studies examining their use more often
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report their adverse effects such as an increased risk of falls, greater functional dependency,
decubitus ulcers, contractures, infections, and accidental death rather than their benefits
(Evans & Strumpf, 1989). Yet restraining patients remains an acceptable standard of care,
and in Maryland, nursing homes are reimbursed $4.73 per day for the additional nursing time
required to restrain a patient Thus, the unfortunate reality is that nursing homes have little
incentive to find alternative, less restrictive, and less debilitating approaches to care.

The 1986 Institute of Medicine report on nursing homes recognized that many nursing
home patients do not receive appropriate mental health care (Institute ofMedicine, 1986). To
improve their care, the Nursing Home Reform Act of OBRA now requires the psychiatric
assessment of new and continuing patients of nursing homes to determine their need for
psychiatric treatment In its current form, however, OBRA suffers two major limitations.
First, dementia is not considered a mental disorder even though it is classified as such by the
DSM-m-R; is often associated with depression, delusions, and behavioral disorders; and,
as we have shown, is frequently managed with restraints and neuroleptics. Second, policy
makers have failed to recognize that no reasonable alternative to nursing home care exists.
Our data show that only 7.5% of patients were seen by a mental health worker before
admission, indicating that use of existing community psychiatric resources before nursing
home placement is rare. Furthermore, state mental hospitals are actively attempting to
transfer their elderly patients to community nursing homes; in Massachusetts, for example,
a strict new admission policy severely limits admission to psychiatric hospitals and specifi-
cally excludes patients with the diagnosis of Alzheimer's disease. Inescapably, no matter
what definitions are used, the available resources and societal commitment to providing
psychiatric care fornursing home patients,especially those with dementia,remain uncertain.

We are faced with two choices: either discharge mentally ill nursing home patients to
other, often unavailable psychiatric facilities, orcare for them in nursing homes by providing
acceptable standards of psychiatric care. In the latter case, nursing homes should not be
financially penalized by being labeled "institutes for mental disorders" and thus made
ineligible for federal reimbursement under Medicare and Medicaid regulations. We believe
that most of these patients do require institutionalization, perhaps in nursing homes, and that
psychiatric care can be provided in an effective and affordable way. Clinical trials are needed
to demonstrate this point, and one is currently under way (Rovner, B. W. "A Randomized
Trial of DementiaCare in Nursing Homes"; ROI MH45293-01). Such studies are needed
to guide the future nursing home care of psychiatric patients.
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Item 11

RESEARCH & REPORTS

PSYCHOTROPIC DRUG
MONITORING-A CALIFORNIA
EXAMPLE Dianne E. Tobias

Abimut, The process of implementation of the 1982 Califomia Psychotropic
Regulation in a nursing home is descdbed.

The role of the consultant pharmacist in aiding facilities meet the intent of the

regulation is presented. The role is fourfold: education, development of systems.
implementation. and ongoing monitoring.

The 1987 Omnibus Budget Reconciliation Act (OBRA) and the Health Care F'-
nancing Administrations (fHCFA) federal regulatios regarding psychotropics
may differ Irom the standing California regulation in scope and content, however.
the role of the pharmacist as a consultant in the implementation phase is similar
The discussion includes broad and specitic ideas concerning the steps consul-
tants can take toward developing drig policies, identilying the specific maniifeta-
tions of behavior, employing a quantitative monitonng system, and using a form
for a monthly summary.

When a facility approaches the regubations and policies with enthusiasm and
dedication, the phanmacsts and physicians are presented with meaningfis in-
formation that allows for useful recommendations in drug therapy.
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T he Omnibus Budget Reconciliation
Act of 1987 @OBRA 87) included
numerous nursing home refom
provisioOs. among them the re-
quirement that long-ferm care facdl
ity residents be free of psychoactive

drugs administered for purposes of conve-
nience and not required to treat specific medi
cal conditions. The Health Care Financing Ad-
ministration (HCFA) developed definiove
interpreftve guidelines that should clarify the
scope and enforcement of the OBRA 87 provi-
sions (see the feature artide in this issue of
7tP for more intformation) The consultant
pharmnacist vill tndoubtetdy have a great
opporfunity to participate 8n helping facibiies
meet the intent of these regufatiots.

California has had a chemical restraint regu-
lation in effect since 1982. Consultant pharma-
cisb saw the 1982 regulafiots as opportunity
for involvement. Though the OBRA 87 federal
regulations differ significanly from the 1982
California regulations, the consultant's role mill
be similar in the implementatior process.

There was some confusion in 1982 when the
California regulations ent into effect The
regulation (Table f) was specific in thaf it
mandated monitoritg ol a group of drags, and
yet vague about the specific drupg involved
and methods of monitoring.

A coleague and I, as independent consul-
tants, developed a program to implement the
1982 California regulations in the facifities we
provided consulting services. The program had

aour components: (I) education of facility per-
sonnel and physicians about the new regula-
tions, (2) development of systems for facilities
to ase to meet the intent of the regulations. (2)
aid in implementing the system, and (4) par-
ticipation in ongoing monitoring of those sys-
tems. The last continues to be a part of our
monthly consulting function. Approoimately 60
lacities are currently using a facsimile of the
program described. We seere not the only con-
sultant pharmacists to develop chemical re-
straint progratms in Cailornis in tact, many
consultants participated in developing and im-
plementing systems tor their facilities.

The California Reqrements
Catifornias regulation states that for dtgs
used to treat disordered thought processes. the

The Cornstgrnttap Decembetr 1989 687



125

PsnCrtisrtstc 0DRU C ONlOOIteiO
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treaed -ith the drug to dentmlfed in the pot-ents health tenord

(2) The plan nt care lor each pareor specifie data to be nolleced lo use rn enal-ustnS the eltctleneus oU the drugs and the occurrence of aduerse eactrons
(3) The data collected shall be nude a-otlable to the prescober to a consolidared
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Speiuically. the lollotig tsrequired:
1. The specifr behasior reqwurng retmetm be idemitied.
2. Therapeutic objhnctes be esabtished for Iech drug used and be included to ihe

paoient care plot.
3. Aderse rea ns be idendlied and motitored. and
4. Data collected be suammarined Ion the prescnber at least mondhly it the nurses

progreos nores

Yourparuemion To lulfill thioreuiremen, .will you pleaseidenily the beheaot(s) this medicaloo was poescnbed lot to your progmons oorr

Thank You.

Admrnisraror Dianne Tobias. Phamm D
Conruhanl Pharmacist

hig- 1. Later tr lo 9tysici piod on the CbVD od punso rene- n g psyctoirropir geno

ANTIDEPRESSANT MEDICATION
1. Adromister litdeprssaot medicaton per physiciuan order.
2. Monltor and ncord episodes of behavior per psyohourrpic policy.
3. Obsere lor sde elents Oaised helow) documenl occomenue of ode e-les pet

psycholtrpic policy
4. Summonze eltecuttene-s and side elect daa monthly lor physician per ps choro-

Pic policy.
COMMON SIDE EFFECTS

ANTICHOLINERGIC (dry woricsh, rlIrray rirtnlont, son-
slpotior, blo-end nlsiosr

CARDIOVASCULAR (possret hyrpunonsior, -enou. orrhyrh.
nenERG strong..)

CENTRAL NERVOUS SYSTEM fondoslon. oolon, hollsorions,
oglrtloof

FOR LESS COMMON SIDE EFFECTS, CONSULT ANY DRUG REFERENCE
S. List non-dnug appaches to reduce behavior. it appruparue:

lacility oust identlfy rby the drug i gEen, de-
urse a method to determine whether the drug
is ellfectre. and delenmmme whethelr d is pro
ducig side ellects The last section requires
that as needed (p.r.n.) orders be stejc to rhe
regulation. The cagueness of the regulation at
loued great latitude to denelop sysiems laj-
tored to dilferent facrlittes At the tome, we
were unsure whrch drug classes would be con
ered by the regulation. The determintmg (actor
mas the indicarion. If the drug was being used
for dsordered thought processes. i wias to be
included. For example. diphenhydrzmine
would be included I prescnbed lot agitation.
but not it i were used for prunoiru Generally.
the anlipsycholics. antidepresrants, aiotanooety
agents, and lithium wore included under this
regulation if used lor disordered thought pro-
cesses. Recently. we have seen such drugs as
propranalol and carbamazepine used to treat
behavior disorders: they must be moritored
under this chemrical restraint regulation.

Education

The first step was to educate the facfirty per.
sonnel. We descnbed the regulaforir to medi-
cal directors, directors of nursing, and foca1
chapters of the state mursing home asociation.
Figure I illustrates the mechanism ued to edu-
cate the physicians in a 300-bed lacdity. This
letter was placed on the charts of patients re-
cerorng psychotropic agents, and the dnigs re-
quinng monitonng were listed. The goa was
nwolold: to educate the physician about the
regulattons and to ask the physician to specify
the reason Ihe drug was ordered. As, result.
about 25% of the orders were discontinued.
Upon retlection. fhe prescnber could not find
an adequate reason tor the dntg. I mould en-
courage consuhlants in other sates to fomtmally
study antipsychotic drug usage before and af-
ter implemendng the new federal regulations
and to measure the impact on reducing anti-
psychotic drug usage.

Developing the System
A general system of psychoropic drug moni-
tonng was deneloped and presented to the fa-
cilities. with specific options. We created four
strckers (Figure 2) that contained a summary
of the lacility's psychotropic drig policy and
listed the side effects ol the dnag category. The
lout categones mere anupsychotic. antideprs
sant, antianxiety, and lithium. The suckers
were designed to be placed in the ntsidenlts
plan of care as an approach to the problem
O e-. behaviot or diagnosis). ftem mnmber fie
(Figure 2) encourages the nuse to expand the
use of nondrug modalities as additional ap-
proaches to the problem.

Next, we helped the facilities wttte specific
psychotropic drug poltices that would meet
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PSTCOTRO.C DRUG MONITORING
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PSYCOOTUORIC DRUG MONITORING

the intent of the regulation. We took prototype this fomm. Some facilities chose not to incorpo-
policies into facilittes and encouraged them to rate a form but developed the same inlortna-
customize their own psychotropic dnug policy. tion on a rubber stamp that was stamped on
We also provided a chan classifying common the physician progres notes. Consultant phar-
dnugs into the four psychotropic categones macists could use this monitonog infomation
corresponding to the stickers. . to assess drug therapy and make useful recom-

BEHAIOR One anordr fr apsychotro- mendations. For instance. drnug tapening might
BEHAViORt Once an order for a pscor- be coruidered if the behavior manifestations
pic drug was received, the nurse identified it as had decreasred signihebeantoy Conversely.ions
a psychotropic and incorporated the sticker had decreased significantly Convenely. dos
and diagnosis or behavior into the plan of age schedule changes might be recommended
care. Because the regulation did not specify I monitong data showed increased behavior
covered diagnoses. behaviors were acceptable episodes at specibe nines.
and nurses could specify them in lieu of the
physician. The goal was to have the staff or Implementation
physician identify the specific manifestations of Implementation of the psychotropic system in-
the behavior in question that were more easify volved discussions with facility management
measured and evaluated than the behators. personnel, then adoption of the system, and.
Examples of manifestations of the behavior of finalfy. in-service education. Two general in.
depression include withdrawal from activities, service programs were developed: a pharma
crying, or weight loss. The drug order was en- cologically oriented session describing differ-
tered in the care plan and the sticker affixed ences in the indications, mechanisms, side
under approach (Figure 3). 1 hae listed a di- effects, and monitoring of the four general
etary and activities consult under nondrug rmo- clasoes of psychotropics: and a psychotropic
daities as important appoaches to this pa- monitoring program describing the facility's
cent's depression. policy. including the use of stickers and forms.

Both in-service programs could be repeated as
DATA COLLECTION. The second criterion of personnel changed.
the regulation was monitoring. We soon
leamed from the surveyors that they wanted a
quantitative method of assessing the effective- Monitoring
ness of the drug therapy. Qualitative measure Our consulting system generaly Ifollows the
ments were not acceptable. We needed a sys- quality assurance model, measuring a facility's
tem that would document that the patient had performance in the broad category of the
20 episodes of crying in October, but only S in dong-delivery system. Hour dose did the per-
November. To accomplish this, a monitoring formtance come to the standards, and what
statement was added to the physician's order were the recommendations for improved per-
sheet and medication-administration record formance? The assessment of psychotropic
(MAR) for any psychotropic order. An exam- monitong performance adapts well to this
ple for an antidepressant was to monitor for quality assurance model and was included in
episodes of crying every shift using taffy our monthly review.
manks." These episodes could thus be
documented on the MAR and totaled at least Conclusion
monthfy Side effects could be incorporated Some of the problems encountered after six
into a similar statement for the medication years include: nurses assigning nonspecific
sheet or listed in the nurse s notes behaviors. failure to recognize new orders as

The last part of the Califoomia regulation. re- psychotropics that need to be momitoted,
garding p.rn. orders, required that the moni. nonquantitative monitoring, and less-than.
toring data be summarized monthly for the meaningful data. When a facility approaches
prescriber. We developed a monitoring form the regulations and policies with enthusiasm
(Figure 4) for summarizing data for two drugs and dedication. the pharmacists and physi-
for one year or one drug for two years. The cians are presented with meaningful informa-
tally maors were totaled from the MAR and ton that allows for useful recommendations in
transferred onto this form. Facilities assigned drug therapy.
completion of this fome in various ways: most Although state and federal psychotropic
incorporated it into the nursing weekly sum- regulations may differ, the effective role of the
mary for the fir week of the following month consultant pharmacist in implementing the
(e.g., May's data were summarized the fiBoo regulations is similar. By following the four-
week of June). The form was placed in the step process outlined in this article (education,
physician prografs note section of the chart. development, implementation, and monitor-
malting the data available to the prescriber and ing). consultant pharmacists can play a vital
complying with the regulation. As needed role in assuring compliance with new pro-
(pen.) orders could also be monitored with gnams and regulations as they evolve.

The Consultant Pmianr Decemer tM9 693
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Itett 12

Why Better Pharmacy
Services Are Needed in

Residential Care Facilities
An increasing number of elderly and chronically ill

or functionally impaired Americans find themselves using
residential care facilities to maintain a semi-independent

lifestyle outside of nursing homes.

Peter P. Lamy, Ph.D., Sc.D. and
Madeline Feinberg, Pharm.B.S.

L ong-term care differs from acute care in the
needs it meets and how they are addressed.

. The elderly live with great anxiety and eves
fear about whether they will be able to select and
afford the long-term care facility that is best suited to
their needs. With long-term care, individuals are
primarily responsible for their own care. and that
particularly applies to the community-based long
term care facility.

By the year 2000, there will be 10 million more
elderly than there were in 1980. The number of
disabled elderly is likely to increase as the number of
those 85 and over increases. The rate of dependency
and the need for long-term care increases rapidly with
advancing age. To a degree, this is reflected in hospi-
tal discharge data. which show that among those 65 to
74 years of age, only about four percent are dis-
charged to long-term care, a percentage that rises to
almost 25 percent among those 85 years old and over.
Paramount among the continuing concerns about the
current system (or non-system) are questions of cost,
efficiency and effectiveness.

The Residential Care Sector

There are approximately seven million elderly
Americans needing some form of long-term care
assistance, of whom 22 percent are estimated to live
in nursing homes and residential care settings described
as board and care homes. I The latter sector represents
care for nearly four percent of the dependent elderly.

S-

. Residential care facilities are expected to grow as the
elderly seek alternatives to institutionalized care.

. The spectrum of residential settings is broad and
confusing, since terminology varies from state to
state.

* Residents of these facilities are often improperly medi-
cated and adequate assessment ot their needs is often
lacking

. More intense pharmacyservicesare needed, especially
in preventive care and drug monitoring

Better pharmacy services will force
patients to improve the manner in
which they use the medications that
are often the key to maintaining their
health status and quality of life.

and this segment of long-term care is expected to
grow rapidly as alternatives are sought to institu-
tionalized care. In addition to dependent elderly, the
mentally retarded/developmentally disabled and the
chronic mentally i 11represent about fourmillion more
individuals who will require long term care, and that
care will be delivered in the community setting.
Residential care will. forthis group as well, represent
an important option of long-term care.

Good descriptive data and an understanding of
people whoare cared forinnoninstitutional residential
arrangements are lacking. Estimates on the numberof
people cared for in residential care facilities, such as
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The lack of monitoring of long-term
care drugs is one of the three major
reasons why adverse drug reactions
frequently occur in the elderly.

Table I . Terminology Used In
Residential Care FacilitIes

Assisted Living Homes Homes for Adults
Board and Care Homes Residential Homes
Chronic Custodial Care Rest Homes
Congregate Care Sheltered Housing
Domiciliary Care

board and care homes, domiciliary care, personal care
homes, etc.. range from 350,000 to more than one
million nationwide. 40 to 60 percent of these persons
are elderly, the remainder are the developmentally
disabled or mentally impaired. The spectrum of
residential settings is broad and confusing, since
terminology varies from state to state (Table 1).
Licensure and certification requirements differ not
only interstate, but intrastate, and added to this lack of
standardized regulations are the numberof unlicensed
homes which exist outside state and local jurisdic-
tion.

Service options in residential care: A residential
home may supply no more than three meals a day,
housekeeping and 24 hour supervision. Others may
offer weekly visits by a nurse to monitor vital signs
and ongoing health problems. Some offer assistance
with routine daily activities, such as dressing and
bathing. while others require total independence..
Transponation, recreational activities.counseling and
social services may be available, as well as case
management services.' Others have been found to
care for totally dependent bedbound elderly.'

Because of the level ofdependency of the population
that lives in residential care settings and the fact that
this dependency is most often the result of chronic
illnesses and conditions, many of these homes have
become 'quasi-health care facilities." in which
medication supervision is a key service. Licensed
residential homes range in size from three persons to
50 or even 100. In Maryland costs range from about
S900 to $2000/month forcare in sheltered housingor
group home care. Only a fraction of this money is

covered by reimbursement. Some homes are con-
verted single family homes, others may be renovated
schools and still others have been built especially to
serve this type of client. More recently multi-level
care facilities have been built which provide a range
of options from independent living units and assisted-
care apartments to intermediate and skilled nursing
care.

In addition to the traditional "mom and pop" pro-
vider of care in small homes, the long term care
industry, the real estate industry and corporate hotel
giants such as Marriott and Hyatt are entering the
residential care marketplace.

The residential care sector faces major changes
and increasingdifficulties. Aging in place puts pressure
on providers to accommodate the changing needs of
their residents. The once mentally alert, albeit frail
elderly, may now need assistance in toileting, medi-
cation administration and orientation.

The sheltered housing program in Maryland has
attempted to deal with some of these concems. There
are two components to the Maryland program: group
sheltered housing for elderly which licenses and
certifies homes that care for 4-15 elderly residents in
a one-family dwelling, and a program that licenses a
certain number of rental units in a senior citizen
congregate housing building for sheltered housing
services.

In both settings, congregate meals, housekeeping
and personal services are provided. The sheltered
housing program is administered through the State
Office on Aging. Maryland also has a domiciliary
care program, which is regulated by Licensing and
Certification, Department of Health and Mental Hy-
giene. This division is responsible for nursing home
licensure as well, and domiciliary care facilities have
more stringent requirements for medical and social
interventions.

Licensure and certification for community-based
facilities for mentally retarded/developmentally dis-
abled fall under the Developmentally Disabled Ad-
ministration, Department of Health and Mental Hy-
giene.

The regulatory Imprint: A recent consensus
conference sponsored by the University of Maryland
addressed this issue.' Regulations do not allow the
system flexibility to meet the changing needs of the
clients served, probably tin.an attempt to avoid
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Caregivers in RCFs have little, if
any, special training or skills to
prepare for work with the frail or
mentally impaired elderly.

Table 2. Psychotropic Drug Use
in Assisted-Living Facilities

"o. o % at No. Drugs
Residnts Total Residdal

Sedativuiypnotics 138 31% 1.07

Antipsychotds 70 15.6% 1.02

Antidepressants 62 13.8% 1.03

overmedicalization of the residential care system.
Conference participants saw the role of government
as an advocacy role, where regulations need to be
developed to monitor the system and to enforce
standards that have been peer-driven.

The client/resident: Those choosing to live in the
residential care sector are somewhat functionally or
mentally impaired, lacking the ability to shop, travel
and provide necessary personal care for themselves.

Many elderly are excluded from seeking residen-
tial care, either by choice or through lack of funds.
Importantly, this sector of care is neither widely
known by the general public nor understood and is
often confused in the consumer's mind with nursing
home care.

The caregivers/providers: Caregivers in resi-
dential facilities have little, if any, special training or
skills to prepare for work with the frail elderly or
mentally impaired (who may also be elderly). De-
spite the lack of training, they may be responsible for
managing complex health and social problems. Su-
pervision of staff may be provided by professionals
who are trained and licensed, such as social workers.
nursing home administrators or registered nurses.
However. hands-on daily care including resident
monitoring is given by the untrained staff person.

Some Concerns about the System

While regulations differ from state to stttee medi-
cal supervision is usually not required to any signifi-
cant degree: it takes the form of a health care system.

but is staffed by lay people.' ^ There is a paucity of
information about clients/patients identified as suf-
fering from psychiatric disorders. There is a particu-
lar lack of clarity regarding the outcome of those
identified as suffering from both dementia and de-
pression.9 While there has been a 250 percent ex-
pansion in the numberof places in residential homes.
there is still no requirement for an active therapeutic
approach to residents in that sector.""' Adequate
assessment of potential residents is crucial, yet there
is no documentation that it does take place.

Age itself is a risk factor for inadequate treat-
ment:'9 that appraisal may be particularly applicable
to residents especially as far as drug therapy is con-
cemed. Good drug therapy may be difficult, since
among significant and independent predictors of an
unreliable drug history are depression, four or more
active medical problems, and receipt of two or more
drugs.-' Many of those living in residential care
probably meet these criteria. Antipsychotic drug use
is high, even though the right to refuse these medica-
tions is now more than a decade old.

2
' Problems of use

of psychotropic drugs in the medically ill have been
amply demonstrated.2 24 While some of these drugs
may often be used to address agitation, which is a
significant problem for the elderly, their families and
caregivers, it ought to be remembered that there are
more than 100 drugs, distributed over many drug
categories, that can cause psychiatric symptomatology
in the elderly.2 ' perhaps leading to overuse of psy-
chotropics.

Drug Use In the Residential
Care Facility (RCF)

For residents in North Carolina who receive at
least one prescribed drug, an average of 5.8 per
patient is concurrently prescribed.20

For Maryland,
drug use is similar.2" Maryland residents receive an
averageof5.6drugs perday, both prescribed and non-
prescription. Nursing home residents probably receive
an average of six to sevendrugs daily and community-
living elderly probably take from three to four drugs
dqily.21, Based on these statistics, RCF residents
more closely resemble nursing home residents than
other community-living elderly. If the national trend
continues, then both the number of drugs per patient
and the average size of the individual prescription
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will continue to increase.
Very recently it was documented that 55 percent of

837 residents in rest homes are prescribed psychoactive
medications.

4
Even higher use wasdocumented some

time ago,35 yet often the personnel handling these
medications have little or no training and few homes
keep drug administration records.)6 Just based on a
perusal of these kinds of numbers, one ought toexpect
(and thereby be able to avoid) a multitude of adverse
effects, such as falls and fractures,3 and perhaps hy-
pothemsia,3

t
which may ensue from unsupervised

psychoactive drug use. Importantly, patients with
high anticholinergic levels (also a side effect common
with psychoactive drug therapy) have greater im-
pairment in self-care capacity than patients with low
levels.

9

Congressional concern with the use of psycho-
tropic drugs is reflected in the Omnibus Budget
Reconciliation Act (OBRA) of 1987. The Health
Care Financing Administration has also targeted
psychotropic drug use in long-term care as an area of
concern. Thus, it is interesting to study psychotropic
drug use for RCF residents (Table 2).27 Nationwide,
about 32 percent of all elderly (in this instance, those
60 and over, representing 17 percent of the total
population) receive psychotropic drugs.') As can be
expected, psychotropic drug use varies considerably
with the site of care.

Implications of RCF Drug Use

Drug use, then, is quite heavy among those living
in residential care settings. The Food and Drug Ad-
ministration, in a recent report, documented again
that undesirable drug reactions are not necessarily
related to age but are linked strongly to polymedicine.
i.e. multiple drug use.

4
The Royal College of Phy-

sicians adds that lack of supervision (monitoring) of
long-term care drugs is one of the three major reasons
for adverse drug reactions in the elderly.

42
Even in a

relatively well supervised home care environment,
about 10 percent of patients, under the supervision of
visiting nurses, either presented with a disease not
being treated, with drug therapy for which there is no
indication, or were receiving inappropriate drugs.
More than 30 percent of all patients were exposed to
potential drug-drug or drug-disease interactions.

4
"

Given the apparent lack of supervision and the lack

Table 3. Comprehensive Pharmacy
Services In the Alternative Care

System

Provide compliance packaging
Maintain patient profiles
24 hour delivery service
Provide pharmacy system uniformity
Review therapeutic drug regimens
Review/update profiles to monitor

disease states
Consult with patients and caregivers
Provide services to physicians
Educate providers
Assist with nutrition management
Provide preventative care services
Be a community resource to promote

access to service

of training of the caregivers in the RCFs, one would
expect a high rate of adverse drug effects. While it is
generally agreed that 10 to 15 percent of all admis-
sions of elderly to hospitals are due to adverse drug
effects," a 26 percent incidence of adverse drug
reactions in residents of alternate care systems who
were admitted to an acute geriatric facility was ob-

served recently."
5

Continuity of Care and Drug Us-

If the RCF is part of the continuum of long-term
care, and patients are discharged from a higher level
of care to a part of the RCF, then a number of
medicationconcemsought to be addressed in orderto
help make that change in the continuum of care
successful. Before discharge, the patient's medication
regimen should be reviewedwiththe following points
in mind:"

* If new drugs are to be added to the existing
regimen, keep in mind the effects on drug action of
primary (physiologic), secondary (pathophysiologic)
and tertiary (environmental, behavioral) changes.

4'
* If discharge is to a relatively unsupervised en-

vironment. consider whether patients will be able to
handle a particular dosage form.

* Consider the patient's ability to meet cost of
medication (both one-time cost and long-term cost).

* Consider whether a new environment is con-
ducive to patient compliance with the drug regimen.
For example, an elderly diabetic patient may have to
create an environment built around an injection
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schedule, having refrigeration available, and the dis-
posal of used syringes. There must also be an appro-
priate environment for urine testing and the storage of
drugs and testing materials.

The patient's and caregiver's ability to meet spe-
cific challenges ofa particularly therapeutic regimen
should be re-assessed periodically.

Although in many instances, appropriately man-
aged drug therapy is critical to continued living in
residential care. certain regulations mandate that
caregivers cannot administer medications, yet the
patient may be incapable of self-administeringdrugs.
In segments of the RCF where medications are taken
by the patient, regulations vary from state to state. For
example, in Washington State. RNs must administer
medications. In Virginia, no training is required for
personstoassist patients inadministering medications.
In Maryland, regulations with regard to medication
administration vary from county to county.

Individuals, in an effort to help elderly remain at
their highest level of independence, have developed
all kinds of means to help administer medications.
This may lead to the staff offering simple verbal
reminders, to the technique of placing the medication
in the patient's hand and guiding the hand to the
mouth. Indeed, regulations are unrealistic for most
sectors of care in the RCF. since sensory impairment,
mental impairment, literacy level and multiple health
problems of the patient make many individuals in-
capable of safely controlling their own drug use.

Directly contributing to drug mismanagement in
the RCF are the large blocks of time needed to
perform these functions, lack of the skills and knowl-
edge needed to make an accurate assessment of drug
therapy, the shortage of nursing personnel and the
lack of reimbursement for these services.

Pharmacy Services In the
Ie-id-ntlal Care Facility

It is apparent that more intense pharmacy services
are needed. Currently, pharmacy services are largely
restricted to the provision of prescription and
nonprescription drugs. Recommendations for change,
issued by the American Public Health Association,
emphasize the need for improved communication
among physician, pharmacist, nurse and caregiver
along with a mandatory requirement for periodic

drug regimen review as pan of the communication
process."

Judging from results of a survey in home health
care. 85 percent of home health agencies use consult-
ant pharmacy services.'9 but most felt unable to pay
for them. Furthermore. Medicare. Medicaid and
otherthird party payors donot reimburse home health
agencies forthese types of services, even though they
are considered essential.

As the data indicate, the RCF resident population
more closely resembles nursing home residents than
the less disabled community-living elderly popula-
tion. Indeed, it resembles very closely the nursing
home population ofthe early 1970s, when the federal
government mandated consulting pharmacy services
for federally-financed skilled nursing patients. These
services, found clinically cost-effective by the
Comptroller General in a report to Congress. clearly
are needed for the RCF population now, in view of
multiple drug use and a high incidence of adverse
drug reactions.

Moreover, pharmacists should be more involved
in providing preventive care measures (preventing
pressure sores, respiratory illness, etc) and even in
opportunistic case findings. The pharmacist may
well be the first to learn of declining routine daily
activities, which could then be reported for follow-
up. Indeed a wide range of services have been iden-
tified and are in place in some settings, to meet the
needs of the RCF patient and his or her caregiver
(Table 3).

In addition, research should be funded to allow
pharmacists to develop a "risk avoidance" approach
to adverse drug reactions, as outlined in the litera-
ture.`5'' Research should be funded to permit further
development of user-friendly compliance packag-
ing,"7 so that RCF residents need not be institution-

,alieu&by their inability to manage current packaging
s'ystems. Finally, pharmacists should be involved in
education efforts directed towards RCF residents and
caregivers in drug use and drug action, perhaps along
a model recently launched in Maryland.' 2 .
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Antipsychotic drugs in the nursing home: Somr 415)499l0221

evaluative guidelines

Nancy L. Mace, MA
David S. Sherman, RPh, FASCP
Dorothy Coons

4 tntroductlion

Shouldpsychodc drugs be used to
consul residern behavior in the nurving
home? Are these powerful drugs effec-
eve for problem behaviors in nursing
home residents who have demenia?
The answers to these questions are
often not clearcut

Many studies have documented that
antipsychoic drugs are used inappro-
priately and excessively in our nadionts
nursing homes. Recent changes in the
Health Care Fuiancing Administr-aton
regulations specifically respond to this
issue. The new regulations require that
any resident receiving these drugs must
have a specific reason for the drug ther-
apy documented in the patient record.
The interpretive guidelines for these reg-
ulations clearlydefitne the cirCumstaces
in which antipsychotic drug therpy
would be considered appropriate.

Anipsychodc drugs can cause a var-
iety of adverse affects. These drugs can
increase the risk of falls,' cause per-
manently disfiguring movement dis-
orders, and cause urinary inconinence.
A more subtle adverse consequence of
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antipsychotic drug therapy in people
with dementa, is furheriimpairmentof
the persons cognieve abiliuts. This is
often mistakenly interpieted as a
progression of the individual's demert-
ing disorder. It means the person is
even less able to make sense of her
environment or to function as wc as
possible.

Despite this potenial forhaum, fam-
Wies and providers have voiced concern
that medications are needed to protect
the confused person and others from
unpredictable outbursts, to make nec-
essary tasks such as bathing possible,

A.4
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and to protect the resident from
wandering into dangenous sisuations.

Clinicians expen in dementia care
point out that some patients need small
doses of medication to treat symptoms
such as extreme agitation and hal-
lucinations. Free of such symptoms,
the paoenm can relax and enjoy life.
Thus, the intern of this article is to
provide guidelines that will enable
families and nursing staff to determine
when the use of antipsychotic medica-
tionis the appropnate choice.Formorm
detailed pharmacological information.
readers are referred to other sources."
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Psychoactive drugs can be divided
into three main categories:

. Sedatvcfhypnoics (for anxi-
cry and/or sleep disturbances).

* Antideprcssanrs (forruecmtent
of depression), and

Anespsychodic dnugs (for treat-
menr of psychotic symptoms
such as hallucinations and
paranoia.)

Andpsychotic drugs (e.g. Haldol.
Mellari) w.erc designed to trat schizo-
phrenia and other major psychiatric
disorders. Ho'uever, if they are given
in the correct dose and monitored
appropriately, anripsychotic drag
therapy may be useful in reducing
specific tehavioral symptoms in
people with dementia. These
symptoms include: fnghtening hal-
lucinauions or delusions, paranoia and
severe agitated behavior thao has not
responded ro non drag approaches. Un-
forrtunately, these drugs are often used
instead to sedate residents in an attempt
to connrol behaviors such as restless-
ness, wandering, screaming, uncoop-
eradveness and unsociabilirty. Use of
andipsychotic drugs for these purposes
is at best inappropnate, and at worst.

The new regulations
require that any

resident receiving
these drugs must have
a specific reason for

the drug therapy

documented in the

harmful for tit residen.
3

The r dzuing
side effects may subdu the paucnrr.sd
sometioes nduct. 1: r frcqJency of
behaviors. 9:w-v-.. c:: COUt ',' this

sedason may be a drnwsy confused
patient, and a rapid decline in the
person's well being.

Managementtifanopsychoic drugs
in the brain-damaged elderly is clin-
cally challenging. This population is
highly vulnerable to side effects and
interacarns with other medications. In
prescribing these medications, the
cinician -atks a tightnope between
small gains for the patient, and
destrucove side effects. In prescrbing
any medication. the clinician must
have experience and training in work-
ing with the brain damaged elderly.
Family and faciliry staff can assist by
requesting that these medications be
used only as a last resort.

Management of
antipsychotic drugs

in the brain
damaged elderly

is clinically
challenging.

When these medicaioos are used,
dtey must be monitored very carefully.
In order for the prescribing physician to
make the best decision, he needs to have
a complet picture. if the person is living
in a nursing home, the physician should
have information from the nuasing staff.
the pharmacist. and others.

The effect of the medicaoion on the
targeted symptoms. if any. should be
documented, and thc frequency and in-
tensity of side effects should also be
recorded. The decision to continue thce
use of an andpsychodc drug in the
presence of side effects must be care-
fully considered.

Changes in the patiort's evimnment
-both the physcal envintment and the
behaviorof the people anourd him-cam
make a dramanc difference in behavior,
and thus is the need for antipsychotic

mecdicaions. Modif rations to the en-
vironment should be tried before

medication should be considered.

Modifications to
the environment
should be tried

before medication
should be

considered.

The following considerations will

help to clarify the process of deciding

whether or nor to use these controver-

sial medicanons.

. Does the behavior place the
patient, stuffor other residents

at risk of injury?

* lsthe behavior senously upset-

ring other residentus (e.g. nrm-
maging in their rooms, scream-
ing, spicing)? Repeaing some-
thing. pacing, talzing to oneself
do not create senous nmtsances.

IU the behavior does not con-
stiute an emergency, then
medications should not be used

until efforts have been made to

determine the cause of the be-
havior, and unti non-drug imer-

vrntions have been erid.

* Are the identified target
symptoms likely to respond to
treatment with an anti-
psychotic drug?

Antipsychotic drug therapy

should be considered only for

behaviors that are known to

respond to this approach. A

formas monitoring record

stould be developed to docu-

ment response (orlack of it) to

ttdpsychodic drug therapy.

* Ask whether illness. pain,

problets seeing or hearing.
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drug reaction, drug interac-
tions, or discomfort might be
causing the patiern's behavior.
Such excess disabilities car.
cause agitation and other be-
haviors.' Medications should

Agitated behavior,
and some other

behaviors result when
the person has
nothing to do.

not be used until a physician
has ruled out these factors as
causes of the problem If iU-
ness or other problems are
found, each problem should be
treated to the extent possible
before medication for a
behavior is used. (For an ex-
cellent review of medical
causes of contusion and agita-
tion, refer to the reading list)
Fear and fatigue also cause
excess disability and should be
treated with environmental
support

Medications should not be
used as a substitute for staff.
Sadly, many faciliues report
that they do not have enough
staff to provide an individual-
ized eare plan with adequate
activity time, or that they do
not have adequate time to so-
pcrvise wanderers. When
medication is being used as a
substitute for staff or for a
prop-rly designed facility, this

uost be documented so that
herre is hard data with which

to advocatc for change.

* Although it is commonly
donu, the us. of antipsychotic
medications because the fami-
ly istsbcr cctonot get respite,

or because the nursing home
does not have enough staff is
not good care. Change in
public policy is essential to
protect the patient from this
kind of inappropriate care.

Whenever an anripsychodc
drug is being considered to
control a behavior. consider
whether the risks to the patient
or to others if the drug is not
used outweigh the risks of
using the drug. and can docu-
ment the decision Consider
whether there am other less
risky interventions. For ex-
ample, if one were to use an-
tipsychdtc medication to stop
a patient from cuning the aide

Combative behavior
is agitated behavior

pushed to
an extreme.

who dresses him, the risks of
medication to the patient are
probably greater than those
associated with frustration to
the aide. Staff education and
support may be the preferred
intervention

Wandering presents a more
complicated dilemma. The
risk of elopement can often be
controlled with low cost
devices sold in electronic
stores. These devices signal
patient movements or the
opening of doors. Many
facilities have found devices
that arm acceptable to fire in-
spectors. Sometimes the
reason given for antipsychotic
drug therapy is to prevent am-
bulation in a frail resident who
is at risk of falling. However,
that risk may increase when

medications are used.' n addi-
tion, loss of ambulation cmn
lead to problems such as in.
continence. The risk of a fanl
in a frail resident must be con-
sidered on an individual basis
in light of the complications
caused by medication and the
loss of ambulaton.
Facilities have reported that
they have used drugs or physi-
cal restraints because the
facility fears a lawsuit if the
resident falls. Ironically, as
noted above, the evidence
shows that a resident is at
greater risk for falling if given
antipsychodc drugs. Families,
facilities, and state regulators
must work together to address
this issue, and dispel these
common myths.

If a behaviordoesnotcrate an
emergency situation, a log
should be kept (for one week.
if possible). or until the be-
havior has occurred several
times. Hopehdly, the log will
detertine the following:

W What times of day does
the behavior occur?

Facilities have reported
that they have used drugs

or physical restraints

because thefacility
fears a lawsuit if the

resident falls.

* Who was interacting with
the patient immediately
before and during the be-
bavior?

. Where did the behavior
occur?

* What was going on?
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From she log, the following
can be attempted:

If the behavior occurs,
(usually with one per-
son), separate that per-
son and the patient. (It

There is usually
a warning period
before the person

actually strikes out.

may not be possible to
separate patients in a cor-
ridor, but to fail to have a
different aide care for the
patent is notjustificaton
for using medications.)

*If one person works more
successfully with the per-
son, that person should
work with her. Other
people should study and
use her successful
approach. If the behavior
occurs in a certain situa-
don, the person should be
cared for in a less stress-
ful (smaller, fewer
people, less noise, less
complex, less going on)
setting.
If the behavior occurs in
certain situations (trans-
fir from one setting to an-
other. mealtime, bath-
time). steps should be
taken to reassure the pa-
tient. Each activity
should be performed
slowly to assure that the
person feels secure.
When evaluating epi-
sodes of agitation it is
useful to consider wheth-
er the caregiver might
have acted rushed or
stressed, instead of

providing a relaxed and
low-key atmosphere dur-
ing the activiy.

. The person should be
rreated with digitity, and
provided with privacy. It
is helpfulso explain to the
person what is being done
with each caregiving ac-
evity.

* Agitated behaviors often
occur when the person
does not understand what
is happening. For instance.
when the person hinks she

The person should
be treated with

dignity, and p-ovided
with privacy.

It is helpful to explain
to the person what is

being done with each
caregiving activity.

is being mistreated or
demeaned. T-C' should
be used, and considera-
don given to what the
expenence must be like
for the person

* Agitated behavior and
some other behaviors
result when the person
has nothing to do. Ifa be-
havior occurs when the
person is idle, enable the
person to take parL at his
own pace, in interesding
and diverting actvilies.
and in those parts of
ADLs that he can do if he
is given time and help.
Activities and ADL's
should be planned so that
even a very impaired

person will be successfalL
Look for ways to pmovide
pleasure. It is the best girt
we can give these im-
paired people. A five
minute one-to-one chat, a
walk or song often saves
twenty minutes of staff
time responding to an
angry outburst

When a person is upset,
several different people
should try - one at a
time, to help the person
respond or relax. The
technique used by the
person who is successful
should be communicated
to all staff.

Combative behavior is
agitated behavior pushed
to an extreme. The ante-
cedents of a combative
incident should be
reviewed and the precip-
itants avoided in the fu-
ture. There is usually a
warning period before
the person actually
strikes ouL Staff should
stop pressing the person

Each activity
should be

performed slowly
to assure that

the personfeels

secure.

or should remove the per-
ron from the situalion at
the first signs of ir-
ritability. Some facilities
have been able to elmin-
ate combative behavior
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through a supportive en-
vitonment. and the judi-
cious use of low doses of
antipsychotic medics-
tiots for the few patients
that do not respond to
interventions.

Document successes. Docu-
menating has several benefits:
it indicates that the facility
tried less aggressive interven-
tions, helps to create a list of
ideas to try with the next
patient and provides evidence
for slaff that they do succed

The nursing facility worier
may feel frustrated: stff are
not trained to provide this kind

of care, it is difficult to hire
good staff. and the facility can-
not afford enough staff. Tbey
feel that families and
inspectors make unrealistic
demands. Most agree that
different care would be better,
but that such care is not pos-
sible. Cernainly, there are
broad national funding issues
involved. This article is notin-
tended to criticize hard work-
ing staff. It is intended to pro-
vide realistic guidelines forthe
safe and effective use of antip-
sychotic drug therapy to help
manage behavior in people
with dementia.

Antipsychotic
medications may

improve the quality
of life in afew
patients when

used appropriately
to treat specific symptoms,
at doses which minimize

side effects, and when

they are carefully
monitored

Conclusion

In conclusion, antipsychotic
medications may improve the quality
of life in a few patients when used
appropriately to treat specific symp-
toms, at doses which minimize side
effects, and when they are carefuDly
monitored. However, people with
demntnda will respond with improved
psychosocial function when even smasl
improvements ore made in their human
and physical environment. Every effon
should be made to implement such
Charges before antipsychoic medica-
ton is tried. Unfortunately these drugs

have been overused to the detriment of
the person wit9 dementia. If the care.

Every effort should
be made to implement
such changes before

antipsychotic medication
is tried.

giver sueceeds in creating a non drag
therapeutic environment part of the
time, he or she will have given the
patient a*better quality of life3
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Hew Regs Require
Prep -raton

Re-evaluation of antipsychotic drug use is imperative

by Dovid S. Sherman, R. Ph., FASCP

o prescribe pills is easy, but to
reach an understanding with people
is very hard'" \W'hen author Franz
Kafka made this observation at the
beginning of the 20th Century, he
could easily haoe been describing the
feelings of many care providers
regarding psychoactive drug use in
nursing homes today

Multiple reports in the medical
literature, as well as the lay press,
have identified psychoactive drug
misuse as a long-standing problem
in our nation's nursing homes.

Recent changes in Health Care
Financing Administration (HCFA)
regulations point to the need for a
renewed focus on quality of care is-
sues The new antipsychotic drug
rule is very specific in its intent to
discourage unnecessary use of anti-
psychotic drugs (eg, haldol)

Facilities that do not already have
a formal program to deal with this
therapeutic area should sork close-
ly with their consultant pharmacist
to develop one Administrators
should be aware that additional con-
sultant pharmacist time will be re-
quired for this and this should be
considered in budget planning

Implementation of the antipsy-
chotic drug regulation, originally
scheduled to take effect Jan 1. 1990,
has been delayed until Oct. 1, 1990
The complexity of this new regula-
tion, howiiever, makes it imperative
that nul sing homes not suspend
preparation despite the delay.

Development and implementation
of a formal antipsychotic drug mon-
itoring program is likelv to tak'
many months. The sc- zr facilities

start this process, the more likely it
is they'll be prepared in October.

Progrom Development. Develop
ing a program to reduce unnecessary
use Ef antipsychotic drugs calls for
change at both individual and or-
ganizational levels Staff must seri-
ously reconsider their attitudes and
actions regarding use of these drugs

Organizational change can be a
complicated and challenging pro
cess The collective practices, habits
and beliefs of all indisiduals involved
combine to produce an inertia that
may requiie significant effort to
alter

Chan ce at the individual level can
be encouraged through education,
but organizational change requires
res ision of facility policies A new
antipsychotic drug policy must re-

flect the goals of the facility This
requires a multidisciplinary effort
to assure effective implementation
Ongoing education is necessary to
help staff understand why the policy
is important

Administratoes and directors of
nursing can encourage a positive
response from their staff only if they
themselves are committed to the
principles involved If the new pro-
gram is viewed by staff only as a
knee-jerk response to a new regula-
tion, chances of success are minimal

\Wise managers will use the in
troductioii of this piogram as an op-
portunity to reinforce the mission of
the facility. This w-ill help staff
remember the purpose of their soork
is to provide the best care possible

cosin-ed on pge 80)

Table 1

Behaviors for which antipsychotic drugs
should not be used

Simple pacing
Wandering
Poo- EoAf-are
RestoIssnaoss
Cryi ng out, ye~li 4 or

screamirng
Impaired n - ,nosy
Ar`.2i-,y
The,-. - '.:.

Insomnia

Unsociability
Indifference to surroundings

Fidgeting
Nervousness
Uncooperativeness
Any indication for which an

order is prescribed "as
needed" (PRN)
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Although the new regulations may
provide an impetus for change, the
thrust of the program should hinge
on this philosophy. If a facility is
committed to providing high qual-
ity care, systems must be designed
to assure delivery of quality care
When this is done, compliance with
new regulations will be a natural
outgrowth.

Interpretive Guidelines. The new
antipsychotic drug regulation will
not prevent residents from receiving
medication that is administered for
appropriate reasons. The interpre-
tive guidelines surveyors will use to
implement the new regulation clear-
ly delineate the "specific conditions"
that must be documented in the clin-
ical record if a resident receives an
antipsychotic drug

For example, although antipsy-
chotic drugs may be used for be.
ha-ioral syrmptoms in residents with
"organic mental syrndromes" (includ-
ing dementia), the specific behav-
ior(s) being treated must be docu-
mented quantitatively and qualita-
tively.

To justify use of these drugs, res-
idents' desci ibed behaviors must
present a danger to themselves or
others, interfere with the staffs abil
ity to provide care, or because of
paranoia, hallucinations or delu-
sions cause the resident "frightful
distress" In addition, efforts must be
documented which demonstrate pe-
riodic attempts to reduce the anti-
psychotic drug dose with the goal
of discontinuation of the droug thera.
py unless this is "clinically contrain-
dicated."

Clinically contraindicated means
that in a resident receiving an anti-
psychotic drug for an appropriate
reason (as defined by the interpretive
guidelines), the drug has already
been reduced to the lowest dose
necessary to control symptoms.

The interpretive guidelines also
contain a list of behaviors that anti-
psychotic drugs should not be used
for if they are the only reason for the
drug therapy (see table 1). If an anti-
psychotic drug is used in the absence
of an appropriate reason or for a
specific behavior listed in table 1 for
even one resident, the surveyor is in-
structed to record a negative finding

Manitoring Record The monitor-
ing record is the backbone of the pro-

gram It should be designed fxrc ease
of use but devised in a way tha al-
lows for collection of information in
a form that can be quickly analyzed

This record should not be viewed

It is important to
manipulate the

environment
instead of the

person. Staff must
learn to stop

thinking of the
resident as a

problem and look
instead at their
surroundings.

merely as a form of documentation
to fulfill the requirements ofa regu-
lation. It should be a fundamental
tool in the process of finding alterna-
tive ways of dealing with disruptive
behavior Information from this
record will enable staff to determine
how to approach potentially difficult
residents without provoking them

There is no magic formula that
identifies how to handle each be-
havioral situation, but most care
problems can be solved without
resorting to chemical or physical re-
straints. This approach brings oppor-
tunities for creative care and with it
a happier staff.

In devising alternative ap-
proaches, it is important to manip-
ulate the environment instead of
the person. Staff must learn to stop
thinking of the resident as a prob-
lem and look instead at their sur-
roundings Encourage staff to look
at causes underlying behavior. Re-
viewing information recorded in this
behavioral log can help staff "tell
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the forest from the trees:' and dis-
cover reasons for behavioral out-
bursts that might otherwise have
been overlooked.

For each episode of problem be.
havior, staffshould identify the date,
time and duration, and, answer a
number of questions. For example,
who was with the patient? What
happened during the interaction?
What seemed to help? What seemed
to make it worse? Did the behavioral
problem occur during an active time
or an inactive time? What was the
individual doing right before it hap
pened? Other questions can also be
helpful, and each log might be a lit-
tle different, modified to the specific
needs of each resident.

Team Effort. Development and im-
plementation of a program to reduce
unnecessary antipsychotic drug use
requires a team effort Staff must
work together to serve each and
every resident The administrator,
with multidisciplinary input, must
develop an appropriate policy

The director of nursing, medical
director and consultant pharmacist
should be actively involved in de-
veloping this policy. Nursing must be

comfortable with the policy and membercanruinweeksormonthscof
learn to use creative alternatives in work with particular residents.
place of antipsychotic drugs In addition to dispelling myths,

Nursing assistants should be education can increase a person's
drawn into the process of program sensitivity to another's emotions,
development as well, since they are well-being and fears This can be ac-
the primary providers of direct care. complished during the orientation
They will also be key participants in process for new employees
devising alternative approaches Developing a program to reduce

The consultant pharmacist should unnecessary antipsychotic drug use
play a major role in this program can be a challenging but rewarding
with renewed emphasis on moni- process Successful implementation
toring the benefits and adverse ef- of the program requires development
fects of antipsychotic drug therapy. of a well-considered policy, education
Attending physicians should be noti- specific to the needs of each dis-
fied of the facility policy and in- cipline and the commitment of all
formed of the types of alternative nursing home staff and consultants
approaches being used. An effective program will not only

Social service staff can provide assure compliance with the new
counseling, work with families and regulations, but will improve the
support staff and help identify the qualityoflifefornursinghomeresi.
psychosocial needs of residents. Oc- dents and provide greater satisfac-
cupational therapists can help adapt tion for all those involved with their
the environment to accommodate care. CLTC
the needs of demented, residents
Other health personnel can also
make important contributions. Dovid S She.nnR. R.Ph. FASCP, a piesi

All nursing home personnel must den ol Heolih Cowe Visons., Mnc reen-
learntobesensitivetotheneedso brae CA ondo-ewbeioftheDiviov
confused residents. One wrong word on ,gvg ct Hoivoid Medicol School,
or action by an uninformed staff Boston, MA
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Item 15

Psychoactive Drug Misuse in Long-Term Care:
Some Contributing Factors

Dawd S. Sherman

orn-ys hien idetifi.d in-pproprli.t payoliosnin
drug prsesribing pntrns as n tejor problem In the

-ars of nursing home r-eidene Rsideons mhhioas
donumned hi.sory of mnn-nl illness os-en receio
drug. intended to tssr psyohetric problems. One of
the gr.aste rs.es of mi.uss of sh.n drugs lain the

treatmenta of gitarion in lderly d.sontsd -tides.
F.r ampl. slthough this ppose is likely th most
common teeson enipevuholic drugs ar- used In the
nureing home s g. no m.II d-signed study hlis ye
demonstrated that thes g-nts se f.tetiiv for this
problem. Elderly individuls ur p-rti-utslsoynsltlv
to the ud..rse .Nfees of psyhosenivo drugs. Due to
the grsdusl or insidious onsst of some doerse
efeos psyclhoueine drug tooi-ity m-y efton bu
ondsretimetsd. The most serious .esmple of 1
utinisily onderruougnised edvnres sffeft of psy-
ohosaie drugs i. wtadine dyski.ssie Misinterprts
tiun of eertein nursing homs rsidents' behaviors
may teed to m-diation mith trenquilising drug.
mhen other epproeuhse may be sofer end more
eftatis E....i.. use. of psychoe.tivn drugs ie n.t
only physially harmful, bu also snooureg en spa-
theii atitude tomerd lmplementsion of moar
humane mary of daling mith beh-uloretly disturbed
nursing hums rsidents
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XCESSIVE PSYCHOACTIVE DRUG use
Ein nursing homes (NHs) occurs due to a
combination of complex social, psychological.
economic, and medical reasons. An exploration
of the origins of this problem is useful in the
process of devisinig approaches to improve these
utilization patterns.

While drug therapy may be a cost-effective
approach for many physical and some psychiat-
ric illnesses, behavioral disturbances in NHs are

often not amenable to drug treatment. Medica-
tion, often the first line of attack. rarely solves
the problem, and sometimes masks it.' Psychoac-
tive drug intervention in demented behaviorally
disturbed NH residents has not been shown todo
anything more than sedate the patient.' In many
cases, sedation will comprise what little mental
function that may be left, thus exacerbating an
already challenging management problem.

Various surveys have reported that 46% to
75% of NH residents have behavioral, social.
emotional, and mental disorders, yet the recip-

ans
1
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ients of psychoactive drugs often do not have
psychiatric diagnoses.' The 1976 Office of Long-
Term Care Survey of Physicians' Drug Prescrib-
ing Patterns in Skilled Nursing Facilities
revealed that although only 10% of their sample
had a clearly documented mental illness, nearly
50% of all residents were prescribed ansipsy-
chosic or sedative/hypnotic drugs.'

More recent surveys reveal these numbers
have not changed significantly since the 1976
report. A review of 5.902 residents in Tennessee
NHs found that 43% of these residents received
antipsychotic drugs. The authors concluded that
their findings provided "epidemiologic evidence
suggesting misuse of antipsychotic drugs in nurs-
ing homes.' Further evidence of psychoactive
drug misuse in NHs has been presented by
experts in pharmacology during congressional
hearings. ''

REASONS WHY PSYCHOACTIVE DRUG MISUSE
OCCURS IN LONG-TERM CARE

Desire to Help NCH Residents

It is natural for NH staff to feel moved to
relieve a residenss apparent suffering. Unfortu-
nately, drug therapy that seems therapeutically
appropriate for this purpose often yields an over-
medicated elderly person.

Physicians are likely aware of the minimal
benefit of psychoactive drug therapy for most
behaviorally disturbed residents. Although these
drugs are sometimes used to treat individuals
with a history of documented psychiatric illness.
more frequently they are employed as a pragmat-
ic, symptom-based approach for the treatment of
agitation in elderly demented residents.

F-ri Hotir Cart Visions. Inc and DiClisir an Aging
Harvad Medical Scbol Wea ->o MA.

Address . erin reqfests to DavidS Sheman. .S Parrn
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No well-designed study has yet
demonstrated entipsychotic
drug efficacy for behavior

problems of demented elderly
NH residents.'

Belief in Psychoorciive Drug Efficacy

No well-designed study has yet demonstrated
antipsychotic drug efficacy for behavior prob-
lems of demented elderly NH residents! How-
ever, healthcare professionals often prescribe,
dispense. and administer these drugs, truly
believing it is in the best interest of the resident.
They are trained that intervention with drug
therapy is the most logical approach for a resi-
deni with a problem behavior pattern.

Many behavioral disturbances are situational,
and therefore, episodic in nature A drug is likely
to be given credit for solving a behavior problem,
when with time. it might just have likely resolved
on its onn. Staff are aware that a drug interven-
tion is being employed and their expectation is
that sedation is an effective and successful thera-
peuLic approach.

Underestimotion onDrug Toxicity

Some psychoactive drug side effects are grad-
ual or insidious in onset. If a drug-induced prob-
lem is common in the population receiving the
drug. association between the drug and the prob-
lcm will be obscured. For example, a recent study
identified sedative/hypnotics, particularly long-
Cr-acting benzodiazepines as the key cause of
cognitive impairment in a sample of 300 elderly
patients with suspected dementia' This type of
problem is difficult so detect because patients
frequently are unable to report side effects, and
those who care for them may not know how so
differentiate adverse effects from underlying
dementia or other changes resulting from
advancing age.

Psychoactive drugs have also been strongly
associated with the risk of falling." This is a
serious finding since falls are the leading cause of
fatal and nonfatal injury in persons age 75 years
and older." One recent study found elderly recip-
ienis of psychoactive medications to be two to

DAvID S. SHERMANI

three times more likely to experience a fractured
hip..

The most serious example of a clinically
underrecognized adverse effect of psychoactive
drugs is tardive dyskinesia. Contrary to popular
beliefs, tardive dyskinesia is not a rare phenome-
non. The only antipsychotic drug adverse effect
more common in the elderly is oversedation." A
recent study documented that despite its persis-
tent nature, a diagnosis of tardive dyskinesia is
often missed, especially when its symptoms
involve the extremities rather than the "classic"
orobuccal areas."

The risks associated with psychoactive drug
sedation of most demented patients far outweigh
any perceived therapeutic benefit.

Behavioral Disturbance: Problem or Synmprom?

An elderly NH resident may become agitated
for a variety of reasons. Demented individuals
frequently become agitated due so a mispercep-
tion of environmental stimuli or due to unex-
pected actions of caregivers. An undiagnosed
medical condition such as tumor, thyroid disease,
acute myocardial infarction, or hypoxia could
cause confusion and agitation." Reversible
dementias can occur as the result of infections,
sleep deprivation, and a hos; of other condi-
sions." For a more complete review of this sub-
ject, the reader is referred to an excellent sum-
mary by Mahler, Cummings, and Bensen."

The increased sensitivity of the elderly to a
variety of drugs is well established. Elderly indi-
viduals are particularly susceptible to cognitive
impairment as an adverse reaction to drug thera-
py.i-" This frequently results in confused or
agitated behavior, and can occur even when drug
therapy is prescribed and maintained at thera-
peutic l-velsv '' Confusion or agitation in the
elderly is often compounded with the addition of
psychoactive drugs, which ironically have signifi-

Confusion or agitation In the
elderly is often compounded

with the addition of
psychoactive drugs.
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cant potential for causing behavioral distur-
bances themselves.'a

Patient Demand

Some NH residents place great demands on
the physician and NH staff not to discontinue
current medication and even so add new drugs.
As with many members of our drug-oriented
society, these individuals are in the habit of
taking drugs. Whether the habit reflects physical
or psychological dependence, thr prospect to the
elderly person of having the drugs withdrawn
may be a frightening one. In the process of
rapidly eroding support systems that aging often
represents, medication may unconsciously be
considered a symbol of love by the often atiin-
tion-starved NH resident. From this perspective,
it is easy to understand why the resident might
cling so tenaciously to each morsel of medica-
tion.

Environmentol Control

Sometimes residents are sedated purposely
because they create a disturbance that interferes
with the controlled environment the staffand/or
administrator may want to create. This type of
treatment action usually does not involve any
malice on the part of the staff, rather it is based
on their mistaken belief that a tranquilized resi-
dent will be easier to care for. In fact, this
misperception has been actively promoted by
drug manufacturers in their advertising Adver-
tisements for antipsychotic drugs have offered
the staffa a"Iess complaining," "less demanding,"
"less dependent," more "cooperative patient"
who is 'easier to manage.'" The message to the
NH administrator is economic in nature and
even less ambiguous: (I) "Relief of symptoms
means a more amenable patient," and (2) "The
less troublesome patient require. less nursing
care.'

4
These "scientific" reasons for using a

specific medication play very nicely into the
strong desire of many NH staffs and administra-
tors for just this kind of assistance.

The irony in this fallacy is that on a practical
level, a sedated resident requires more care.
These residents arc less able to perform activities
of daily living, are harder to feed. harder to get
out of bed, more likely to be incontinent, and
more likely to injure themselves. All of these
aspects of care require more nursing time and

19'

result in increased incontinence-rclated material
costs.

Another management concern in the NH is
the runaway resident, especially one who is con-
fused or mentally disturbed. Possible accidents
or injury and attendant personal liability and bad
press are constant sources of apprehension an
stress for the NH administratorhi Often psy'
choactive drugs are used to manage this problem
instead of door alarms and other surveillance
methods.

Consultant pharmacists are often approached
by staff/administration requesting information
on "what drug can we get the doctor to order to
shut 'that one' up?" As the author of one study
stated, "Indeed, it can be argued that in the
absence of psychoses, the use of neurolepsics for
elderly patients-residents serves institutional
rather than individual needs."

0

Family Concerns

Family members may request that "annoying"
roommates be tranquilized because they are dis-
turbing Mom or Dad. Conversely, family mem-
bers may request that Mom or Dad by tranquil-
ized because they appear uncomfortable and
they "can't bear to see them that way."

Most people, particularly older people, have a
deep aversion to NHs. A family member may
often feel that they have abandoned their loved
ones by opting for NH care.

3
' This guilt can

sometimes result in requests for "comfort mea-
surcs" (ie, tranquilizers) that might not be in the
resident's best interest.

Naruing St off Stress

The NH can be a stressful workplace, and
some staff members are better able to tolerate
this than others. The more stress an individual
feels, the less disturbance they are able to toler-
ate in their environment. Caring for demented
elderly residents can be very challenging. To
many nursing staff members, it may be easier to
get drugs prescribed that will keep residents
quiet than actually deal with the behaviorally
disturbed individual on a personal level.

Contrary to negative media portrayals. nios
NH staff members work hard to provn d' the best
care possible. Given the opportunity, they are
interested in learning new approaches thai might
help them provide a higher quality of care. Staff
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trained to become attuned to the specific
rhythms of each demented individual are more
likely so consider options other than drug thera-
py. By identifying the cause of the residenl's
disturbed behavior, a nondrug solution often
becomes readily apparent.

Inadequate Training

Several studies have reported that current
resources of NHs appear to be inadequate to
respond so the emotional and behavioral needs of
their residents.' There is a lack of systematic
approach so the care of persons with behavioral.
social, and emotional problems, as well as the
mentally ill.

One of the biggest obstacles of decreasing
inappropriate psychoactive drug use in NHs is
the dependence of physicians, nuaes, and nurs-
ing assistants on the drug approach as the only
one wish which they are familiar. Since physi-
cians are nor trained in the skills of situational-
behavioral problem solving, they may lack an
organized approach with which so respond effi-
cienily and effectively to the problem."
Although nurses and nursing assistants generally
are able to acquire these skills experientially,
they often feel unable or disinclined to imple-
ment them consistently due to the pressures
inherent in their normal work day.

Influence ofDrag Manufacturers

The busy physician tends so rely heavily on
drug company literature, advertising, and "detail
men" (sales representatives) for his information.
This is unfortunate since drug manufacturers are
in business to sell drugs, not to educate doctors.
Informaiion from pharmaceutical and manufac-
turers (via advertisements, direct mail, exhibits
at conferences, and visits by sales represents-
tises) is crisp, attractive and accessible, but
understandably, ir is oriented toward promoting
a particular product Consequently, the informa-
tion drug companies publish and distribute is
often calculated to emphasize the likcly benefits

. . . drug manufacturers are in
business to sell drugs, not to

educate doctors.

of the drug and to minimize the potential dan-
gers.

Over S3 billion per year is spent on promotion
by US pharmaceutical companies. About 15% of
this is spent on journal advertising Since nearly
all physicians read medical journals, drug manu-
facturer advertisements and the images and
information they contain are almost impossible
to avoid.

Drug manufacturer advertising attempts to
invoke powerful feelings in prescribers compas-
sion, guilt, fear, anger, control, and success to
name a few. All of these feelings play a part in
influencing the prescriber's future therapeutic
decisions. The people who prepare these Fds are
very clever, and their intent is nor so intellec-
tually convince, but rather to plant a seed in the
unconscious, ready for future harvesting.

One study of a group of randomly selected
primary care physicians found drug manufac-
turer advertising encouraged inappropriate drug
therapy In this survey, drugs sarc chosen for
which commercial messages on product efficacy
differed markedly from objective, scientific
sources of information. When the physicians
were asked how effective these drugs were, their
answers corresponded most closely to the com-
mercial informationY

Sales activities of pharmaceutical representa-
tives account for over half of the S3 billion per
year spent by US pharmaceutical companies.
Since the content of "deailers' " sales messages
cannot be monitorcd as can the content of most
other forms of advertising, this marketing
approach represents an almost totally unregu-
lated activity.

The proof of the effectiveness of this approach
is the financial investment of pharmaceutical
companies to continue this activity. If product
sales in excess of detailing costs did nor occur,
other marketing avenues would take precedence.

EDUCATIONAL EFFORTS TO IMPROVE
PRESCRtBtNG BEHAVIOR

All the factors mentioned earlier may contrib-
ute to inappropriate psychoactive drug use pat-
terns, but the maits reason this problem continues
is due to the attirsides and beliefs of misinformed
prescribers and N'i staff. Logically, the best way
to deal with misi-formcd individuals is through
education. However, previous work has docu-
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mented the failure of traditional methods of
continuing medical education in influencing the
quality of patient care JStudies have also shown
that provision of printed educational materials
alone is not successful in influencing physician
prescribing behavior.S

New regulations from the Health Care
Administration specifically address this problem
of psychoactive drug misuse." These regulations
encourage the use of nondrug approaches and
require that caregivers in NHs document the
effectiveness of currently prescribed intipay-
chotic drugs. It is clear that a new approach to
this problem is needed.

In vier- of the impact that marketing and
promotional activities of drug manufacturers can
have on prescribing behavior, it made sense to
explore hov an educator might use this approach
to influence physicians in a noncommercially
oriented fashion. '"Noncommercial detailing" is
a face-to-face educational method that draws
from and expands on marketing techniques that
have been used by drug manufacturers for years.
These techniques can be adapted to encourage
appropriate and cost-conscious prescribing in-
stead of promoting the vested interests of a
particular pharmaceutical company. With this
approach, clinical pharmacists can effectively
espand their influence on physician prescribing
behavior in a prospective manner.

Noncommercial detailing has been used to
successfully influence prescribing behavior in
office-based physician practices ` In an ongo-
ing project the author (DS Sherman) has trained
clinical pharmacists in this approach in an effort
to reduce pharmacy costs in a four-hospital
Veterans Administration study. In a recently
completed Harvard Medical School study the

author adapted this noncommercial detailing
approach to influence prescribing of psychoac-
tive drugs for NH residents. In addition to 1:1
sessions with physicians a series of presenttions
describing specific nondrug behavioral tech-
niqucs as alternatives to psycboactivc drug ther-
apy were provided for NH staff. Preliminary
analysis reveals that unnecessary psychoactive
drug use has been reduced significantly in 12
target NHs.

SUMMARY

Excessive psychoactive drug use is unhealthy
for NH residents, an indirect expense and a
public relations problem for NH administrators,
and a source of frustration for consultant phar-
macists concerned with encouraging appropriate
drug use. Overmedicated NH residents experi-
ence a lower quality of life and arc harder to care
for Misuse of psychoactive drug therapy is not
only potentially dangerous for each individual
patient, but it fosters an apathetic attitude
towards implementation of more humanis:ic
ways of dealing with the behavior problems of
elderly NH residents.

This paper identifies factors contributing to
the problem of psychoactive drug misuse in
elderly NH residents. The identified factors are
not intended to be a summary statement, but
rather a stimulus for further discussion of this
challenging problem in the health care communi-
ty. Noncommercial detailing is in example of an
innovative and effective educational approach
for reducing inappropriate drug use. The consis-
tent success of this approach in influencing phy-
sician prescribing behavior has made it clear that
a wider application of these techniques would be
useful to the health care community at large
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Item 16

A Metaanalysis of Controlled Trials of
Neuroleptic Treatment in Dementia
Lon-S. Schneider, MD. Vicki E Pollock, PhD, and Scott A Lyness, MA

Prior qualitative literature reviews about the use of
neuroleptics in dementia suggest that they are "modestly
effective" in treating agitation and that no single neuro-
leptic is better than another. To develop a more precise
concept of the clinical efficacy of neuroleptics, a meta-
analytic review of the existing literature was performed
From double-blind clinical trials that compared a
neuroleptic with a placebo in agitated dementia patients,
P values and effect-size estimates were obtained, and
were assessed by metaanalytic techniques. Results
indicated that neuroleptics were significantly more effec-
tive than placebo (one-tailed P -.004 and had a small
effect size (r -. 18). Clinically, neuroleptic treatment

N euroleptics are frequently prescibed for
treating behavioral symptoms associated
with dementia and for treating agitation in

N general in older patients. The substantial lit-
erature on the use of neuroleptics in dementia has been
reviewed on several occasions.'-' The most extensive of
these was by Salzman,' who reviewed the treatment of
agitation in geriatric patients in general and identified
69 reports of neuroleptic use in older people. Approxi-
mately one half of the reports were uncontrolled, and
40% involved nondemented older patients. He con-
duded.that "neuroleptics have consistent and reliable
therapeutic effect in controlling agitation for elderly pa-
tients who are demented, psychotic, or both," that over-
all therapeutic efficacy of neuroleptics is "modest rather
than striking," and that no particula neurroleptic is more
advantageous than another.

Previously, Helms
2

had emphasized methodological
features in his review of 21 studies. He considered only
three to be of good quality by criteria such as random-

hmndu Dupunmuttu sdtt.5y, Unneve d yoSuuttwttCiitur-
S chad of Mdidt, L Angtlu, Cattoenia

SAppoed it pts by ND M 19074; thu State d thCfomi. AL.-
hsehaur' Diusolt Vit.1 nud and Tftatusut Cent,, at ttancho Loa
AcnigosMudm&IC-t,, Dmuney,Cathu..dealtonuiaMu--
rat Health Rieauach Pepamn.

Addres e-pusdlcm ad eeprat rqausw to tsn S. Schnider,
MD, USC Sdchd of Mfdidu 1934 Hospital FPat, Lo Aels, CA
90033.

changed the improvement rate in agitated dementia
patients from .41 to .59 (binomial effect-size display).
This indicates that 18 of 100 dementia patients benefited
from neuroleptic treatment (beyond that of placebo) and
is consistent with the modest efficacy described in
previous qualitative reviews. In six studies comparing
thioridazine with another neuroleptic, and in five studies
comparing haloperidol with another neuroleptic, metaan-
alysis results did not show that these two medications
differed significantly from the comparison medications,
which is not inconsistent with the opinion that no single
neuroleptic is better than another. I Am Geriatr Soc
38:553-563, 1990

assignment, double-blind, pauall-l-gupr deimps and
approriate use of a statistical test. Methodological
problems identified in the others included the failure to
use an appropriate control arrouo. the use of a comoari-
son medicationrathert lacebo and the diagnostic
Fetli sty of suect samples. Together, the
three studies of good methodological quality provided
little evidence for the positive effects of neuroleptics in
dementia patients.

Sunderland and Silver' identified only 20 double-
blind studies of neuroleptics in geriatric patients be-
tween 1954 and 1986. Of the 10 placebo-controlled
studies identified, they considered five to show a posi-
tive effect for neuroleptics, three as showing no effect,
and two as showing deterioration with active drug.

Devanand et all identified 15 major, double-blind
trials of neuroleptics in dementia and concluded that
there was "limited evidence to suggest that neuroleptics
may be effective in relatively low doses in some de-
mented patients with behavioral disturbance." They
also commented that there was "weak evidence to sup-
port the use of neuroleptics in the treatment of symp-
toms like suspiciousness, hallucinations, sleeplessness,
agitation, emotional lability, and aggressiveness."

Thus, most qualitative reviews concluded that, at
best, neuroleptics are modestly effective in treating agi-
tation in geriatric patients with or without dementia. But
no quantitative estimate of the magnitude of this effect
has been presented. We therefore undertook a meta-
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analytic review of this literature to assess quantitatively
the efficacy of neuroleptic treatment in older dementia
patients.

It was expected that by analyzing the group of pla-
cebo-controlled studies that included primary dementia
patients and met minimal methodological standards, we
would be able to quantify the magnitude of the effect of
neuroleptics in treating behavioral disturbance in de-
mentia patients. To assess the relative effects of one
neuroleptic compared to another, we performed me-
taanalyses on controlled trials comparing the two most
frequently studied neuroleptics, thioridazine and halo-
peridol, with other neuroleptics.

METHODS

A National Library of Medicine literature search was
performed to identify published controlled clinical trials
in which geriatric patients were treated with a neurolep-
tic medication. The time period searched was from 1954
to 1966, using Index Medicus, and from January 1966 to
June 1989, using MEDLARS 11. Recent reviews were
scrutinized to identify other potentially relevant
articles,'' as were the references from each published
clinical trial.

Studies were selected for inclusion in the initial me-
taanalysis if they described results of an individual clin-
ical trial with a double-blind, placebo-controlled, paral-
lel-group design, if the subjects were characterized as
having a primary dementia, and if there was sufficient
information to calculate an effect size. Adequate diag-
nostic descriptors of primary dementia included chronic
or organic brain syndrome, organic or senile psychosis
(ICD-9), senile brain disease, cerebral arteriosclerosis or
atherosclerosis, senile or presenile dementia, athero-
sclerotic dementia (ICD-9), primary degenerative de-
mentia (DSM-111), and multiinfarct dementia (IDSM-Eil).

For the comparisons of thioridazine or haloperidol to
other neuroleptics, studies had to fulfill the same criteria
as above except for the placebo-control requirements.

Metasnalytic Methods Metaanalysis encompasses
a variety of procedures that permit quantitative evalua-
tion or integration of a group of studies designed to
address a common theme."' Unlike traditional qualita-
tive literature reviews, metaanalysis focuses on method-
ology and allows quantification of the magnitude of the
treatment effect. The dependent variables in a meta-
analysis usually consist of effect-size estimates (eg, the
magnitude of the difference between two treatments)
derived from individual clinical trials.

A one-tailed significance level associated with the test
statistic and an effect size was calculated for each study.
AD effect sizes were expressed as correlation coeffi-
dents, r. (In cases with dichotomous variables, * is de-
fined by the 4, coefficient, which is the square root of the
z' value [df- 1j divided by the square root of the
number of subjects.) X test was used to assess the

degree of homogeneity of the significance levels or ef-
fect sizes among the group of studies to be analyzed.
Homogeneous significance levels and effect sizes sug-
gest that the studies represent samples from the same
population and that it is likely that they are testing the
same hypotheses.ii

Next, the one-tailed P values of the studies were com-
bined after converting them to their z normal deviates
and weighting each study by the number of subjects.
This was accomplished with a metaanalysis microcom-
puter program using the Stouffer method." where the
test of significance value (in most cases the XI value) and
the sample size were entered whether or not the result
was in the hypothesized direction."' This determined
how reliable the differences were between the neuro-
leptic and placebo groups. A 'fail safe" number was
calculated, one that represents the number of additional
nonsignificant studies needed to bring the overall P
value to a just significant level (P - .05).

The combined effect sire of the studies was calculated
using the Fisher z. transformation of the effect size, r,
and was expressed as both a mean correlation coeffi-
dent and as a binomial effect-size display (BESD).' The
BESD, defined as a change from 0.5 - r/2 to 0.5 + r/2,
provides an estimate of the change in effect size between
the two treatment groups.

RESULTS

A total of 33 studies were identified in which neuro-
leptic medications were compared to placebo or to other
medications in geriatric samples that comprised some
dementia patients."-" In studies intended to compare
several medication classes in parallel groups, only neu-
roleptic and placebo data were used for the metaana-
h~ses.

Studies Comparing Neuroleptics with Placebo Of
the 17 placebo-controlled studies identified,

1
"' 13

used parallel groups and four used cross-over designs.
Eight of the 14 double-blind studies used random treat-
ment assignment, and one used "preassignment" to
treatment (Table 1). Two parallel group studies each
compared two neuroleptics with placebo.-

Only nine studies could be considered to contain ex-
chisively, or a large predominance of, primary dementia
patients (ie, > 78%). Four studies included mixed popu-
lations of approximately 21% to 60% dementia patients,
and four did not adequately describe their subjects.

The medications and mean doses are listed in Table I,
and included chlorpromazine (five studies), thiorida-
zine (four), haloperidol (three), loxepine (two), trifluo-
perazine, acetophenazine, thiothixine, penfluridol. and
milenperone (one study each). The duration of treat-
ments ranged from three to 18 weeks. The number of
subjects per study ranged from 18 to 71, except for one
report-combining five studies-that included 358.
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Only seven studies used a double-blind, placebo-
controlled, parallel-group design to assess subjects who
probably had primary degenerative dementia or vascu-
lar dementia. These studies are included in the meta-
analysis and listed in Table 2. (An eighth clinical trial"
would have met inclusion criteria except that it pooled
data from five separate trials in three nursing homes and
two state hospitals.)

The number of subjects who improved with treat-
ment, based on the authors' clinical assessments, com-
prised the dependent variable in six of the seven studies
used in the metaanalysis. (One study provided suffi-
dent parametric statistical data with which to calculate
an effect size.) Individual, 2 X 2 contingency tables
were prepared for each of these studies (outcome vs
treatment condition). No significant difference between
neuroleptic and placebo was obtained in any slngle
study when analyzed bye' tests (two-tailed). However,
the direction of effect was in favor of the neuroleptic in
six of seven reports (Table 2). There was no significant
heterogeneity among the reports of significance levels
I e 3.462, df - 6, P - .75) or effect sizes (e- 3.671,
df-6,P-.72).

Combining significance levels and weighting each
study by the number of subjects per study resulted in a
standard normal deviate, z, for the combination equal to
2.674 with an associated one-tailed P value equal to
.004. The "fai safe" number of unreported studies aver-
aging null results needed to make this P value equal to
.05 was 13.9.

Combining ffect sizes and weighting each study by
the number of subjects per study resulted in a FRsher's z2
for the combination equal to .180, a mean effect size, r,
equal to .18 and a BESD from .41 to 59. (When studies
were weighted equally without regard to sample size,
similar results were obtained: for the combination of P
values, z -2.84, P - .002; for the combination of effect
sizes, za-0.20, r - .200; and BESD from .40 to .00.)

Effect szes were not significantly correlated with
standardized medication dose (r - .40, n 7, P - .38),
treatment duration (r - -. 02, P - .97), sample size
(r - -.34, P-.45), mean age (r --.51, P - .24), or
publication year (r - -. 15, P - .74).

Because of the small number of studies, linear ortho-
gonal contrast weights were computed and used in a
more sensitive focused teat of the linear relationship
between the effect sizes and the above-mentioned vari-
ables."1 Still, there was no significant linear relation
among effect size sand medication dose, treatment dura-
tion, sample size, age, or publication year.

Studies Comparisg Neuroleptics with Other Medi-
cations Twentystudiescompared oneneurolepticwith
another medication.ia270"6 Seven compared a neuro-
leptic with a sedative/hypnotic."``"-" five di-
retdly compared thioidazine with haloperi-

METAANALYSIS OF NEUIOLEtCS IN DSMENTIA SSS

dol,1 1
-"J'> but in three either the population was

largely not demented"-" or the statistics were unanaly-
zable." One other study was not suitable for lack of
appropriate populations, blinding, and statistics.'°
Therefore, nine studies remained in which diagnoses
were compatible with a primary dementia in all subjects
(Tables 3 and 4).

To examine if either thoridazine or haloperidol is
more effective than other neuroleptics, two metaana-
lyses were undertaken: one combining six double-blind
studies comparing thioridazine with other neuroleptics,
and one combining five double-blind studies comparing
haloperidol with other neuroleptics. (Two reports com-
pared thioridazine with haloperidol and are included in
each metaanalyis." 4A)

The results of the studies that compared thioridazine
with other neuroleptics are shown in Table 3. The com-
parison medications were haloperidol, chiorpromazine,
thiothixine, piperacetazine, and loxepine. Mean daily
doses, doses expressed in chiorpromazine equivalents,
treatment duration, and mean age are listed.

There wss no significant heterogeneity among the
studies' associated P values or effect sizes (xe - 4.876.
df-S. P [one-tailed)- .431; X-4.44, df-5, P-
.488, respectively). None of the individual reports re-
vealed statistically significant differences for or against
thioridazine. Combining significance levels resulted in a
mean z normal deviate of either 1.195 (weighted by
sample size) or 1.015 (unweighted) and associated
nonsignificant P values of .116 or .155, respectively.
Combining effect sizes and weighting each study by the
number of subjects per study resulted ina Fisher's z, for
the combination equal to .073 (mean effect size, r - .07)
and a BESD from .46 to .54.

Similarly, the combination of the five double-blind
studies that compared haloperiaol with other neurolep-
tics (Table 4) was not statistically significant (weighted:
mean z-0.527, P-.284; unweighted: mean z -
0.445, P - .328). The combination of effect sizes was
z,- -.036, mean r- -.04. BESD from .52 to .48.

DISCUSSION

These metaanalyses quantify the therapeutic effects
of neuroleptics in agitated dementia. In particular, they
confirm Salzman's conclusion that neuroleptic effects
are modest but consistent and reliable, and that no par-
ticular neuroleptic is better than another.' Although the
relatively small effect size, r- .18, accounts for 3.2% of
the variance and may seem clinically insignificant, its
actual significance can be better understood intuitively
within the context of the BESD-the expression of the
effect size as a change in improvement rate.' Specifi-
cally, the BESD indicates that neuroleptic treatment
changes the improvement rate from .41 to .59 over pla-
cebo, or that 18 of 100 dementia patients with behav-
ioral symptoms benefit from neuroleptic treatment.
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TABLE 1. PLACEBO-CONTROLLED STUDIES OF NEUROLEpTfCS IN DEMENTIA

Denip Featurem

Author Yeur Meditotlo. S/d) Dl_ t tt DS PC PC Co

Seagn", 1955 ChIlopsososome(190);
plsobo

Jud.h et .1" 1959 Thiotid tine (700); pbeebo

Abose et .I 1960 ChiorproF- ..i (75);
plcebo

H-tlton s.d 1962 Tnfluopnfi.e (8); plbo
bennett"

Hosolton and
B.Wto..t

Susarmn et V1"

B.,ton sad
Hurst"

Robinso-l

1962 Acetoph-nsoin. (40);
placobo

1964 H.lopeidol (3-4.5);
placebo

1966 Chlomaine (138);
plabeo

1969 Chtorprom rne (?). plaeebo

Demetttt (60%).
dep9ion (13%);
sduO-.k (27%)

Sdshophesu. (75%);
d-uwsti. (25%)

Chror brttydzm

Serdt.eoin. diste or
coeer AS ibt
pryd- (78%)

OBS seiff p*yd

Sertit bwtim d-sa
e..bA AS

Serdte psydis (68%)
AS prydis (30%)

Chroi b-n rynzom
ottd with senite

bhoe d-

S + + +

9

8

+ + +

4' + +

8 + + + +

3-8 + + + +

6 +

3

6-18 -

+ + +

(mod-
ified)

Birkett ad 1972 Chlorpromine(50-200);
Bolnurht eontrol (no pbaeoo)

Lehm et t1" 1972 Thoridan. (75-150)
thiorid.nine (25-75) +
fBosys.str (5-10);
plbebo

C hn nd 1973 Pnnfluidol (?); plcebo
Di.fsldt"

Sedk. deenswtio and AS
de _-t (r-27,
54%) poPe2sis (22%);
other (24%)

P.rdds (41%); mied
furtods (38%);
sg.ae (21%)

Orw,,i pqd-hynn

Red and
KeLneU

tne H-ar

1976 Thiothbloe(6-15) plaebo

1977 HAldol (2.5) chldtmehi.-
ol. (960) pleebo

Petrie et a1" 1982 Fbloperidol (4.6); Iepise
(22); placebo

B..es et P.5 1982 Thiondasuse (62.5)1 lopise
(10.5). plaebo

Stotsky" 1984 Tbionidrin. (10-200);
plaeebo; (6w rtudies
mo,,b.ed)

OtS (DSM-L') ruy-
ehotie (57%N poydsch
(43%)

Conzusion of or i

PAiotY depo tive
d n-o. (49%); MD
(43%); oth. (8%)

PH-n-u detive
desentut (55%); MID
(38%) othe (7%)

Senite ntot psydottic

4 + + + +

9 -J + +

8 + + + +

8 + + + +

4 + + + +

D. Cyp. et I1 1985 Msl-p-ee (20); pleebo Agp-reothveteavitr. ntt
ps-cho

6 + + + +

J +

12 + + +

10 + + +

+

L- legth (in .o); I8- rs-domi.ed. D8 -&.osbli4a PCK- perbortmzrL PG-- aellerigsp; CO - AD oe, AOL -A it-ei f Doily
Li.rig. BPR5 - Bif Psychiotrc Rseg Sck CGI - Oical lob.) tesprt NOSIE - Nurs Obseeon Scot, fo, opotiet Eeolootionm
HAM-A - Hmiflton A.oisty Sclae SCAG -Ssndoz Clizicll AMsas nt-GelMtc MtCC Mtility Affect Coope..oi.o C .ommucntio,, Scal,,
BOP -Beoordeligstchsl Ood r. Pattkntetv VGRS - Vnds Gesriae Ratio S1e; CPZ - Chtorpoam sein, OBS -oss brsi syodro-C AS -
ttheo- or Sotnosclzoso MID - taltiifact dee.t.

6
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TABLE 1. (continued)

Saspi. Mean Age Rating trop-tlon
si5 (ye.") Scale, UmpetedX Coumment.

46 72 Csnicol 18/22; Csovr at for week.; propoetien improved -re those ot
(22/24) 6/24 fot week. h fte ital inment who comd be analyzed o

0 a Uel1proop
33 63 None foe outcore 13/20. lopvenent bhsed on contbined opinon of ward *taff; seven

(20/13) 2/13 dtpoutn
32 75 Clinical, rtentl stat.., NS Compans of CPZ opiun. rernpitne/piprodl, placebo, ond

(16/16) and neuropsycologi- to rntment. Overol F teat w NS, effect siae for CPZ
cal Mting SCles estontoted forn aosdety scale score, e --.03.

27 71 MACC; bhevitorl 4/18; 0/9 80% mcontinent oll medically ill Seven died withio sin
(18/9) adustsent scale. moths. Noses' nting foiled to how differences; signicant

physictnv' side effects in 39% to 61% of mediotion-treatrd patient.
olsetvation Patiwet deteioted, apathetic, wthdown.

19 71 Clinical 9/14; 1/5 AU had chronti mediial illness, three ntediOtion potienst
(14/5) bearne wore, sen schrzophreso and on depessove ior

cluded in rulnt. Posoent. w-e hypective and Vgstated
1s 72 Checklist 8/9. 6/9 Fosr haoperidol potientb had "mased' intprovenent conpared

(9/9) to no plabeo patients.
so 77 Clinical 'nfig ooe Slight bht significant improvement; 2.52 ± 71 SE -50.

71 81 Cliotcal n...ing Chlorpromnne (CPZ). repin, pentylenetetrool. and plcebo
(50/21) psychometic wer conpared in o qoai-c os over desin 21 inpatients

ecived plceho for 18 week; 21 receied CPZ for SWt sh
weehk.; 50 rcwed CPZ at sone time donog tody. Author
rep. 34.7% detnionrtd with CPZ compord to 5.3% on
placebo asd two iproved.

50 76 BPRS; NOSEE CGI 14/30 Control. did rot reve placebo pil. 8PRS meon improvement
(30/20) 4/20 1.97 s 0.05 in favor of CQZ (t - 1.20. p -.24). No

signifint change on NOSIL Global nting. a- by occopa-
tionkl thepist. Sr CPZ and three contol bhame wore

45 72 PRS. VGRS Compa of tnkotink *ddk thido ne (T), 8oorywmnt-rne
(15/15/11) (F) and cobnations. Eight treonent goops of 15. Only the

T+F Sgomp showed imptovnent. No direct ictegro-p
compatsm; 25 did not complete.

36 81 BOP NS Thittyi. m-sing home patient assigned to nerer penfluidol.
(12/12) placebo or no intevention. Paoient had resdess. atidoo's

aggresolve behvior. Penuonidol dose, 10 g twice per week
No .tgnifcant diffenences.

42 76 BPRS; NOSIE; CGI 13/22; Fifty-si. of 63 completed stody 14 had pmtocol infringmnt.
(22/20) 11/20 No ignficatnt change on BPRS; signoficant impovement on

NOSIE pychosi fator (P - .05).
46 79 SOP; ADL Chlemthilzote (C) is an snticonolhant sedative Subject.

tee ftven thrwee tats and wowed over to each
condition, C bette than haloperidol asd placebo at nproving
ADL (P <.05) and nightly onret (P <.01).

61 73 BPRS; SCAG; NOSE CGL' Thietyven of 64 comoplerd trl. Two halopetidol, oh
(20/19/22) CGI 13/20; lonepine. and five parebo pabents eme wone BPRS total

11/19; r woo bette with active medoitiom.
8/22

53 83 BPRS; SCAG; NOSIE; CGI; Thirty-fouo of 60 completed triha 53 completed wo week;
(17/19/17) CGI 10/17; ome bhame wose; noing-home paients.

13/19;
8/17

358 76 HAM-A; NOSIE; CGI P< .10; three m.sig homes ond two state hospital stodies
(183/175) ombined. olnilton Antoety Scal rentb enprnsed a % im-

proved on each of two facton. CGI result. epressed a.
mean impnspvement; sios medical illness cdlded: of the
197 coning home patient. 103 inproved more than 94 with
plarbeo on multiple moroure5 (P < .10)

20 76 Pnnoid scale, taget Study medicatio dded to e-ing neuroleptics
(11/9) ymptono

As rAsoted by aothon orderedrom costisgeecy table. inpretnt' s osyiotrneete "pwooosfned'blond roten. 'wathed prop
*t ig..er 'control no placebo; tbalncd
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TABLE 2 DOUBLE-BLIND PLACEBO-CONTROLLED STUDIES OF NEUROLEPTICS IN PRIMARY
DEMENTIA USED IN METAANALYSIS

Medications Standardized Length Sample
Author Year (dose, mg/d) Dose' (weeks) Size Mean Age

Abse et al" 1960 Chlorpromazine (75); 75 8 32 (16/16) 75
placebo

Hamilton and Bennett" 1962 Trifluoperazine (8); 160 8 27 (18/9) 71
placebo

Hamilton and Bennett" 1962 Acetophenazine (40); 267 3-8 19 (14/5) 71
placebo

Suganman et al' 1964 Haloperidol (3.75); placebo 150 6 18 (9/9) 72

Rada and Kellner" 1976 Thiothisine (10.5); placebo 262 4 42 (22/20) 76

Petrie et al" 1982 Haloperidol (4.6); loxepine 184; 176 8 61 73
(22); placebo (20/19/22)

Barnes et al" 1982 Thioridazine (62.5); 66; 84 8 53 83
loxepine (10.5); placebo (17/19/17)

Therefore, although this is a small effect, especially
when compared with the magnitude of the placebo re-
sponse (which ranges from 0% to 67%). it is dearly
clinically important and its significance should not be
minimized. Withholding neuroleptic medication may
keep 18% of agitated dementia patients from im-
proving.

Conversely, considering both the high placebo re-
sponse and the medication nonresponse rate observed,
it is apparent that a substantial number of demented
older people may receive neuroleptics unnecessarily-
either because they would have responded to those fac-
tors associated with placebo treatment, or because they
had not improved with neuroleptic but are continuing to
receive it anyway.

Another way to interpret the small effect size of neu-
roleptic medication is to consider the number of patients
required to perform a new study comparing neuroleptic
with placebo so that there is adequate protection against
a type II error (ie, against showing no difference be-
tween treatments when, in fact, there is a difference).
Using a correlational test with r - .18, alpha - .05. 239
subjects would need to be randomized to receive either
neuroleptic or placebo to achieve an experimental
power of .80 for a two-tailed test and 189 for a one-
tailed test."

In no individual study included in this metaanalysis
was neuroleptic treatment statistically significantly bet-
ter than placebo by our t calculations (two-tailed test).

This was contrary to the claims of significant improve-
ment by some of the authors. Reasons for this discrep-
ancy include the fact that some authors chose to high-
light particular factors or items of selected rating scales
or did not report the value of the statistical test used.

The doses used in these studies were modest, ranging
from 66 to 267 mg/d chlorpromazine equivalents, and
dose was not correlated with effect size. It is possible
that higher doses would have been more efficacious.
Duration of treatment (range three to eight weeks) also
was not correlated with effect size. Although it is possi-
ble that longer treatment would be more effective, a
drug that takes more than eight weeks to act may not be
clinically useful.

The nature of this analysis does not provide informa-
tion on the symptoms that tend to improve with neuro-
leptic treatment. However, some indication of this can
be gleaned from inspection of the placebo-controlled
studies (Table 2). According to the authors' assessment
of symptom improvement, agitation, uncooperative-
ness, and hallucinations tend to improve with medica-
tion and seem to do so reliably across the studies.

These metaanalyses highlight the difficulty of inter-
preting controlled studies comparing two active medica-
tions without a placebo condition. As can be seen from
Tables 3 and 4, the effect size for neuroleptic treatment
compared with placebo. r - .18. is within the range of
effect sizes in studies comparing one neuroleptic with
another. Therefore, without a placebo-control group it



155

pWS-MAY 115U-1OL i., NO. B METAANALYSIS OF NEUROLEPTICS IN DEMENTIA 559

Table 2 fcontinued)

Proportion Je P value r
Rating Scale Used Improvedt (df = 11 (two-tailed) (effect size) Symptoms That Tended to Improve

Anxiety rating scale Not stated NA -03t Anxiety and mood (both groups)

Physicians' observation 4/18; 0/9 2.348 .125 .29 None

Clinical observation 9/14; 1/5 2.898 .089 .39 Assaultiveness, combativeness,
overactivity. insomnia, and night
wandering

Psychiatric observation 8/9; 6/9 1.286 .257 .27 Agitation, overactivity, hostility,
hallucinations, uncooperatveness
(assessed from a checklist)

CGI 13/22; 11/20 0.072 .789 .04 NOSIE manifest psychosis factor
auditory, visual halluccnations;
talking and giggling to self

CGI 13/20;11/19; 3.574 .059 .24 BPRS items: hostility, uncoopera-
8/22 fyvenefs, hallucinations, ex"te-

ment; BPRS activation and
thought disturbance factors;
NOSIE irritability and sonability
factors

CGI 10/17;13/19; 1.347 .246 .16 BPRS items: anxiety, exdt-ment,
8/17 uncooperativeness. emotional la-

bilitv

Abbreiaos as i rable 1.
Metaana.ysitresults eforhet-rog..eityofPatuesdf- 6t-3.46Z P-.75,yZforheterogenr... ofeftrtsioesdf - 6 3.671. P - 7Z co.bined

ofiorsigl.canc. levels- Z674 P -.004afil-ate number-13 9 combined onreff ec sties -. e nean - efts siac, r -. t t ESD, ro 41 to 59
* Erprssed in chlorpr-maaine eqrainales, mg/d.
t As reported by aathor or denned from cntingeocy ablte "mpronemen" as considered as any improvement In the studies by Petne et at and

Barnes et a the wo ctiveh dmg groups mere combined to calculate a .Daue with df -1.
t Effect tee esimaed on the basis of means and standard deviations from a.siety scors according to Cohen's d statitice

cannot be confidently ascertained whether, in any par-
ticular study, either kind of active treatment would have
been more effective than placebo. Thus, as emphasized
previously,"i, future neuroleptic studies in agitated de-
mentia should include a placebo-control group.

Studies chosen were more likely to consist of senile
dementia or vascular dementia. Those that contained
other psychiatric diagnoses tended not to be placebo-
controlled and also to be poor in other methodological
details. The issue of whether Alzheimer's patients show
different behavioral symptomatology' or treatment re-
sponse"' from vascular dementia patients has been only
recently addressed, but the rather small effect size found
in this metaanalysis could have been influenced by de-
mentia diagnosis (or by dementia misdiagnosis of non-
organic disorders).

Limitations These interpretations are subject to cer-
tain constraints. Our interpretations of the diagnoses,
experimental methods, and results differed, on occa-
sion, from the interpretations of previous reviewers.
This may be because the literature itself is difficult to
review. Methods were not always adequately described,

results were not consistently placed in the appropriate
sections, and statistics were not consistently reported. In
most studies, diagnoses were not systematically ren-
dered using reliable research criteria, exclusion and in-
clusion criteria were not systematically applied, sympto-
matic behaviors were specified only generally, and
outcome criteria were not explicitly stated. There were,
however, notable exceptions.

The minimal methodological criteria used to select the
studies for this metaanalysis resulted in exclusion of
about one half of the placebo-controlled studies. Gen-
erally, only clinical improvement data could be ab-
stracted from the studies, such as clinical global im-
provement or a physician's blind rating. Therefore,
effect-size estimates tended to be based on dichotomous
outcomes (ie, improved vs not improved) rather than on
continuous scales, and may have resulted in an under-
estimation of the overall effect or an unappreciation of
gradations of response. Even among the better-de-
signed studies, not enough data were presented to cal-
culate effect sizes based on the parametric statistics re-
ported (ie, appropriate means, standard deviations, or
statistical test values were not provided).



TABLE 3. THIORIDAZINE VERSUS OTHER NEUROLEPTICS IN AGITATED DEMENTIA

Medications Standardized Length Sample Mean Proportion XI P value r
Author Year Idose, mg/d) Dose' (weeks) Size Age Improved (df = 1) (two-tailed) (effect ize)

Altman et atl 1973 Thioridazine (67); 71; 82 6 51 72 Not reported -01
chlorpromazine (82)

Smith et al" 1974 Haloperidol (2); 80; 113 6 46 77 19/23; 14/23 2.681 .102 .24
thioridazine (107) (23/23)

Katz and Itib' 1974 Thiothixine (NS), 6 20 NS Not reported 1.000 0
thioridazine (NS) (10/10)

Goldstein and 1976 Piperacetazine (30-45); 230; 63 2.1 50 78 18/27; 11/23 1.810 .179 .19
Blmbomt' thioridazine (30-90) (27/23)

Cowley and 1979 Haloperidol (2.1); 84; 161 12 38 65 11/19; 14/19 1.052 .305 -.17
Glen$ " thloridazine (153) (19/19)

Barnes et all 1982 Thioridazine (62.5); 66; 84 8 36§ 83 10/17;13/19; 0.358 .550 .10
loxepine (10.5); (17/19) 8/17
placebo

All studio were random-assignment double-blind, paratlei-grop design except for ne cross-over analyzed after fist treatment assignment Abbreviations as in Table 1.
Metaanalyisnaresulsj georheterogen..tyofPvalues (df- 5) -4.76 P -.431;geforheterogeneity of efet sie (df- 5) 4.440. P -.4886 combinedzfarsigificanceleruts- 1.195, P- 2 combined s

for effbct sizes - 073. men effect size r - .07; BESf, from .461o.54.
* Expressed in chlorpromazine equivalents, mg/d, equivatence of piperacetazine istimated at 163 mg per 100 mg chlopromnazine.
tCross-oer study, data abstracted after firs treatment asignment.
t Included ooan:c scbizophrenics.
gSesenten subjects randomly igned to plaetbo .ere nto inscded in the x' anlysis.
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TABLE 4. HALOPERIDOL VERSUS OTHER NEUROLEPTICS IN AGiTATED DEMENTIA

Medicallons Standardized Length Sample Mean Proportion X P value r
Aulhor Year (doset mg/d) Dow- (weeks) Size Age improved' df = 1) (two-tailed) (effctd sie

Smith et al" 1974 Haloperidol (2); 80; 113 6 46 77 CGI; 19/23; 2.681 .102 -.24
thioridazine (107) (23/23) 14/23

Cowley and 1979 Haloperidol (2.1); 84; 161 12 38 65 CCI; 11/19; 1.052 .305 .17
Glen" thioridazine (153) (19/19) 14/19

Gotestam et al" 1981 Halopendol (0.5-1.0); 30; NA 8 40 78 CGI (staff); 0.301 .583 .09
clopenthixol (5-10) (19/21) 4/19; 6/21

Lovett et al 1987 Tnifluoperazine (1-6); 70; 70 6 44 81 CGI; 19/22; 0.226 635 -.07
haldol (0.5-3.0) (22/22) 20/22

Petrie et at" 1982 Haloperidol (4.6); 184 176 8 39t 73 CGI; 13/20; 0.208 .648 -.07
tovepine (22); (20/19) 11/19;8/22

All todies tere r-ndomn.a issine-t dooble blin4 parllel g-asp desig. CGI, Clinati Global lpmrormene. NA. not pplica.lee.
Meta...slysres-ltseforhhtertgeneityfP.orl(edfs--4- 4.270 P -.37;zXlorheterogeityoieffeutsso(di -41- 4.018. P -.40 chbiedfrsignificncelemes- .57. P - .28;cembined.for

eftct sires - -.036, neaeffect siRze --.4; 8ESDfn .352to .481
* sed on Cinail Glowbl InprovOtenet cres3
t Twesty-too s.bjcets .rndomly meig.ed to placebo arst nindded in the asnalysis.

ir
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Moreover, clinical worsening, noncompleters, and
the impact of treatment-emergent effects could not be
accounted for in the analysis. Several studies reported
clinical worsening or disabling side effects with neuro-
leptic treatment (see Table 1). These factors, if consid-
ered in the individual study analyses, could have sub-
stantially affected the overall effect size.

Al studies included in the metaanalyses were of in-
patients who probably had severe dementia, so results
may not be generalizable to more mildly impaired out-
patients. One random-assignment, double-blind outpa-
tient study of a mixed diagnosis group (one half of
which was not demented) was not placebo-controlled,
and showed very large improvement for both treatment
groups." In at least one placebo-controlled study, in-
creased seventy of symptoms was associated with better
response.

CONCLUSIONS .

The small effect size for neuroleptics revealed in the
present metaanalysis suggests that more study be given
to the treatment of symptomatic behaviors in dementia
patients. Alzheimer's disease (AD) is associated with
defects in multiple neurotransmitter systems, and mul-
tiinfarct dementia is associated with small lacunae in
various areas of cerebral white matter. Noradrenergic
system defects are well documented in AD"

7
and have

been associated with clinical depression in both AD"
and stroke patients.'

9
Serotoninergic system defects are

also well documented in AD,'w and a platelet marker of
serotonin dysfunction has been associated previously
with agitation and delusions in AD."

It is possible that medications with other mechanisms
of action may be equally as efficacious as neuroleptics.
These medications include, among others, lithium,
beta-blockers, trazodone, and carbamazepine. Al-
though many case reports and two cross-over studies
have been published, no double-blind, placebo-con-
trolled, parallel-group studies have been reported.
Therefore, it is difficult to make even a preliminary esti-
mate of the relative efficacy of these medications to
neuroleptics."1
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ABSrBACT
We explore the effects of resident payment source and selected resident characteristics on the quality
of antipsychotic medication use among 216 residents of seven Wisconsin nursing homes. We measure
quality of antipsychotic use as conformance with the Wisconsin Psychotropic Screening Protocol.
Medicaid-paid residents are found to be significantly more likely to have deviations of excess
antipsychotic use, even when controlling for effects of resident length of stay, age, sex, and
diagnosis.

INTRODUCTION

There are continuing concerns regarding the inappropriate use of psychotropic medications

among nursing home residents.t Medications of special interest are the major tranquilizers or

antipsychotics, medications developed to relieve the symptoms of major psychotic disorders such as

schizophrenia. Nursing home residents of special interest are those thought to be at increased risk for

poor quality care, including those residents who rely upon Medicaid as their primary source of pay-

ment. This paper addresses an unexplored question, whether the quality of antipsychotic use is

related to the resident's payment source.

In long-term care settings, antipsychotic medications often are prescribed for residents with non-

psychotic problems, especially for those with organic brain syndrome and other forms of dementia.
2
-
5

Studies show that antipsychotics frequently are: used for potentially excessive lengths of time,
6

implicated in adverse drug reactions
7

and anticholinergic toxicity, used in inappropriate combinations
9

and given in inappropriate doses.
4

Despite these concerns, there has been very little research systematically examining correlates of

the quality of antipsychotic use. Published studies report that the quantitv of antipsychotic use is

related to resident age and presence of a diagnosed functional mental illness,
3
'
4

hut whether such

factors are related to the tavtAWI of use is unknown. Further, no available studies have utilized an

explicit, standardized protocol to assess quality of antipsychotic medication use, even though

professional guidelines for screening such use are available in the literature' an and have been applied

in other health care settings.t
2

-15 We address these problems by using an explicit protocol based on

recommendations of the APA-NIMH Task Force on Psychopharmacological Screening Criteria. 10-I

The goals of the present paper, then, are to describe the quality of antipsychotic medication use

and to identity correlates of quality. Specifically, it examines whether Medicaid-paid residents have

poorer quality use, controlling for a set of resident characteristics which may clarify any Medicaid

effect (ve., length of stay, age, sex, and diagnosis).
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METHODS

Sample and Data Sources

Data were obtained in a study in seven skilled nursing facilities in southern Wisconsin."
6

Facilities were selected on the bases of geographic proximity and association with a large pharmacy

which maintained excellent computerized databases. They ranged in size from 55 to 256 average

daily census (median = 118 residents). Four were located in a medium sized city and three were in

nearby rural communities. Four facilities were for-profit and three were non-profit, church-affiliated.

All were served by a single pharmacy that specializes in serving nursing homes, maintains

computerized drug profile and billing systems, and uses a unit-dose drug distribution system. These

systems made it possible to obtain accurate medication profiles and precise measures of doses actually

administered.

From resident profiles, we obtained: resident age, sex, source of payment, length of stay in the

facility, medical diagnoses, and all medication orders that were active on the audit date (including

orders' start dates). Pharmacy billing records indicated the actual number of dosage unite per

medication order administered to the resident during the previous 30 days. Resident profile and

pharmacy billing information matched for each resident was coded for 'quality of medication use'

using the instrument described below.

Of the 869 residenta in the study facilities at the time of data collection, six (0.7%) refused to

have their records reviewed. Inclusion criteria for the present analysis were that the resident: I) was

65 years or older, 2) resided in the home on the original audit date, 3) was serviced by the pharmacy

from which the data were gathered, and 4) had at least one order for an antipsychotic medication.

Applying these criteria reduced the sample for the present study to 216 cases. Of these 216 residents,

75.5% were female and 63.9% were Medicaid recipients. Their mean age was 83 years (range =

65-102), and mean length of stay was 1,040 days (range = 9-2,294).

Measurement-Quality of Antipsychotic Use

We define quality of antipsychotic medication use as the extent to which antipsychotic orders

conform to selected professional criteria. This was assessed using the Wisconsin Psychotropic

Screening Protocol (WPSP), a written protocol based on criteria developed by the American

Psychiatric Association-National Institute of Mental Health Task Force on Psychopharmacological

Screening Criteria.ta The APA criteria were explicitly designed for screening and assessing the

quality of drug prescribing and use in large populations within diverse settings. These criteria include

specific guidelines for the treatment of psychotic and noopsychotic disorders in elderly persons (Ž65

years of age) with and without organic brain syndrome, making them particularly relevant to nursing

home residents. The WPSP has high inter-rater reliability (for total number of antipsychotic devia-

tions, Pearson r = .92). A copy of the WPSP is provided in Appendix A.
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The protocol specifies nine types of deviations for screening antipsychotic medication orders.

These are identified in Table 1. All nine are included in our description of the frequency of

deviations. In analysis of correlates of deviations, we focus on deviations which indicate potentially

excessive use of antipsychotics, either by themselves or in association with other psychotropic drugs.

A resident was considered to have a deviation of excess if he or she had any deviation of long

duration, therapeutic duplication, polymedicine, and/or high dosage (types 3-6 in Table 1).

Measurement-Correlates of Potential Deviations

As with previous studies,
4
'
5

residents are classified into three diagnostic groups. The functional

mental illness group (Functional MI) consists of residents with any mention of psychosis, psychotic

symptoms, schizophrenia, depression, anxiety, substance abuse or other nonorganic mental disorders

(with or without dementia). The organic brain syndrome group (OBS only) includes those residents

with diagnoses of organic brain syndrome or a dementia-related disorder without any mention of

psychotic symptomss or other mental illness. The no mental illness group (No Mental Illness) includes

residents with no mention of mental illness or dementia. Reviews found that 35.6% of these residents

with antipsychotic orders had a documented functional mental disorder, 49.5% had organic brain

syndrome or dementia with no other mental illness, and 14.8% had no documented psychiatric

diagnosis.

Remaining resident characteristics analyzed are: source of payment (0 = non-Medicaid, I =

Medicaid), length of stay (in days), age of resident (in years), and sex of resident (0 = female, I =

male).

Statistical Methods

Zero-order associations are examined by comparing percentages and means, using chi-square and

t-tests of significance. Multivariate analyses are conducted using logistic regression techniques,'
7

with the normal distribution CZ-scores) to test for the significance of individual coefficients.

RESULTS

Table I presents the percentages of residents with each type of deviation. The most frequent

types of deviations are use of an antipsychotic medication for more than six months for a non-

psychotic disorder (33.3%) and use for less than three days or on a PRN-only basis (31.0%). Other

frequent problems are the lack of a documented diagnosis or indication for use (21.3%) and receiving

two or more other psychotropic medications (13.9%). Overall, 81.0% of the residents with antipsy-

chotic orters had one or more deviations of any type and 52.3% had one or more deviations

indicating potentially excessive use.



163

Bivariate Analyais

Table 2 presents the percentage of residents with different types of deviations of excess by

resident payment source, length of stay, age, sex, amd diagnosis. Only a few results are statistically

significant. Two predictors, the resident's source of payment and age, show a consistent pattern in

their relationship to the frequency of deviations. Residents funded by Medicaid are consistently more

likely to have deviations of excess across all types of deviations. However, only the summary

measure shows a statistically significant relationship (59.4% vs. 39.7%). Residents in the younger

group (ages 65-94) are consistently more likely to have deviations of excess. These relationships are

relatively small except in the case of therapeutic duplication: younger residents are significantly more

likely than those 85 or older to have orders for emiltiple antipsychotica (18.4% vs. 6.7%).

Analysis of other resident characteristics, including length of stay, sex and diagnosis, yield no

patterned or statistically significant results. It is likely that these characteristics are related to whether

a resident has an antipsychotic order. Restricting the sample of residents to those having an

antipsychotic order may account for the lack of relationship that we observe.

Multivariate Analysis

Table 3 shows the effect of resident payment source on deviations of excess when selected

resident characteristics are considered simultaneously. Importantly, the effect of Medicaid status that

appeared in the bivariate findings persists, even when effects of other resident characteristics are

controlled. Of all resident characteristics analyzed, it is the only significant predictor of potentially

excessive antipsychotic use. Overall, Medicaid-paid residents are far more likely than residents with

other payment sources to have deviations of excess antipsychotic use.

DISCUSSION AND CONCLUSIONS

The major finding from these analyses is that Medicaid recipients generally have poor quality

antipsychotic medication use even when the effects of other resident characteristics are controlled.

This is a finding upon which the available literatusre casts little or no light. The most thorough

published studies of antipsychotic use in long-term care4'
6

analyzed only Medicaid residents and

allowed no resident payment source comparisons.

Why are Medicaid residents more likely to have excessive antipsychotic use, as defined by

deviations from published criteria? We consider four potential explanations: exposure, resources,

resident and/or family monitoring, and status deference. The "exposure" hypothesis posits that

Medicaid residents have greater exposure to or opportunity for excessive medication use because they

have been in the nursing home for a longer period of time (due to the "spend down" phenomenon).

This hypothesis can be discounted, however, as logistic regression results show that the effect of

Medicaid stants persists when controlled for length of stay.

The *resource' hypothais is related to the fact that mining homes receive less money for

Medicaid residents than for private-pay residents. At the individual resident level, residents'

Medicaid steatu may be known by nursing home adsinistrators or care-providers (e.g., physicians,

mmes, pharmist) Thi awareasa might result in lews attention being given to these residents, less

monitoring of their conditions and needs, and increased likelihood of chronic use of antipsychotic
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Table 1. Percentage of Residents' with Each Type of Deviation

Deviation Type %

I. No documented diagnosis or indication for use 21. 3b

2. Prescribed for less than 3 days or PRN only 31.0

3. Used for more than 6 months for nonpsychotic 33.3

disorder (long duration)'

4. Used 2 or more antipsychotic medications 8.8

(therapeutic duplication)'

5. Used more than two other psychotropic 13.9

medications (polymedicine) 0

6. Used dosage higher than recommended for 5.1

age and condition (high dosage)f

7. Used dosage lower than recommended for 0.5

age and condition

8. Used anticholinergic or antispasmodic 4.6

gastrointestinal medication

9. Presence of contraindicated diagnosis or 1.4

documented allergy to drug

% residents with any deviation 81.0

% residents with any deviation of excess 52.3

Mean number of deviations 1.21

' N = 216 residents with antipsychotic prescriptions

bColumn total exceeds 100% as it is possible to have more than one

deviation

0 Item included in "deviation of excess" measure



Table 2. Percentage of Residents with Deviations of Excess by Type of Deviation and Resident Characteristicse

Long Therapeutic Poly- High Any Deviation
n Duration Duplication medicine Dosage of Excess

Source of payment

Medicaid 138 37.6 9.4 17.4 5.8 59.4*

Other 78 25.7 7.7 7.7 3.8 39.7

Length of stay

0 - 2 years 91 19.8 14.3 17.6 3.3 47.3

3 - 4 years 51 37.3 7.8 7.8 7.8 52.9

5 years or more 74 47.3 2.7 13.5 5.4 58.1

Aze of resident

65 - 84 128 39.5 18.4* 15.8 7.9 63.2

85 & over 86 32.0 6.7 13.5 4.5 47.8

Sex of residen

Female 163 33.1 8.6 14.1 6.1 52.8

Male 52 34.6 9.6 13.5 1.9 51.9

Diagnosis

Functional MI 77 32.5 9.1 19.5 7.8 53.2

OBS Only 107 33.6 7.5 11.2 4.7 50.5

No Mental Illness 32 34.4 12.5 9.4 0.0 43.8

Note: * P < .05 (chi-square); Number of cases varies due to missing data.
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Table 3. Logistic Regression Results for Regression of "Any Deviation of Excess" on Resident

Characteristics'

Coefficient Std. Error Odds Ratio

Resident Payment Source .766** .321 2.15

(I = Medicaid)

Length of Stay (in days) .0002 .0002 1.00

Resident Age (in years) -.012 .018 0.99

Resident Sex (I = male) .214 .346 1.24

Diagnosis FMI (I = present)b .286 .460 1.33

Diagnosis OBS Only (I = present)' .513 .435 1.67

Constant .014 1.694

Likelihood Ratio (df = 6) 10.68

** p<.01 (Z-score)

a N=214 residents with antipsychotic prescriptions

b FMI = functional mental illness, with or without dementia

c OBS only = organic brain syndrome or other dementia-related disorder
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medications. At the factlity level, the resource hypothesis suggests that a large number of all

Medicaid-paid residents may be clustered in Medicaid-dominant nursing homes. Thus, Medicaid

effect observed at the individual level may reflect broader resource conatraints experienced by such

facilities. Distinguishing between these individual- and facility-level resource explanations requires

analysis of a larger number of nursing homes than we consider here.

The 'resident and/or family monitoring" hypothesis refocuses attention on private-pay residents.

Why are those who pay their own bills (or whose families do so) Iem likely to have deviations of

excess antipsychotic use than are those whose bills are paid by Medicaid? Unslike Medicaid-paid

residents, private-pay residents and/or their families generally receive itemized bills for services

provided, including a liting of specific medications used. This information might stimulate

discussion and raise questions regarding the appropriateness of medication use. This greater

monitoring potential may result in more conservative drug prescribing and use.

The "status deference' hypothesis proposes that private-pay residents' higher social statis might

prompt staff members to act in a deferential way toward these residents, pay greater attention to their

special needs, and/or be more tolerant of disruptive behaviors. This explanation would be consistent

with care patterns observed in other health care settingstt and may account for patterns of more

conservative antipsychotic use.

Overall, our analysis has yielded interesting findings which reveal an effect of resident Medicaid

payment status on the quality of antipsychotic use. These findings are of potential interest to

researchers and policy makers, particularly in light of current policy initiatives (especially The

Omnibus Budget Reconciliation Act of 1987) oriented toward improving the quality of antipsychotic

medication use in nursing homes.

Consideration of this study's limitations points out directions for future research. First, this is

an exploratory study, based on a relatively small sample of nursing homes, and one must be cautious

in generalizing from the results. Second, analysis is limited to a restricted number of variables. To

better understand these results, there is a clear need for more in-depth studies involving larger,

representative samples of nursing homes and their residents.
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Appendix A-WISCONSIN PSYCHOTROPIC SCREENING PROTOCOL*

Copyright 1990 (JK Mount and BL Svarstad); reprinted with written peramsion. Supported in part
by grants from the National Institute of Mental Healtb (I-P50-MH43555), the Naional Institute on
Aging (I-ROI-AG5120), and the Wisconsin Alumni Research Foundation.

PREFACE

The Wisconsin Psychotropic Screening Protocol (WPSP) is a screening tool that can be used to
identify potential psychotropic drug therapy problems in the institutionalized elderly. The tool allows
the reviewer to identify cases in which the prescription deviates from published criteria or guidelines.
The criteria DO NOT constitute definitive prescribing standards and should not be interpreted or
applied as such. Nor do they include all possible criteria that might be exanified. For example, they
do not include criteria regarding critical adiunctive services or critical adverse developments.

The criteria are based primarily (though not exclusively) on two published sources: (I) American
Psychiatric Association, Manual of Psychiatric Peer Review (3rd Ed). Washington, DC: American
Psychiatric Association, 1985:74 and (2) USP Dispensing Information (USP DOV Druz Information
for the Health Care Professional (10th Ed), Volumes IA and IB. Rockville, MD: United States
Pharmacopeial Convention, Inc., 1990.

Coding Instructions: Circle *1 if a potential drug therapy problem is present; circle *0' if there is
no problem.

A. CRITERIA FOR SCREENING ANFIPSYCHOTIC DRUG ORDERS [Do not use these
criteria to evaluate drugs used for special purposes such as nausea/vomiting and other potentially
appropriate norpsychiatric conditions.]

Cod Criterin

I 0 A.I No appropriate indication for use in the record

I 0 A.2 Drug prescribed for less than 3 days or PRN only

I 0 A.3 Continuous use for more than 6 months [Exception: psychotic disorders]

I 0 A.4 Use of two or more antipsychotic drugs at die same time

1 0 A.5 Used with > 2 other psychotropic medicationa (count only once if patient
has multiple psychotropics)

I 0 A.6 Other concomitancy (e.g., use of anticholinergic/ antispasmodic
gastrointestinal medication)

I 0 A.7 Relative contraindications (e.g., history of allergy or hypersensitivity to this
drug)

I 0 A.8 Dosage higher than recommended for age and diagnosis [Exception: failure
to respond to lower dosage]

I 0 A.9 Dosage lower than reeommended for age and diagnosis [Exception:
responded to lower dosage] .

General rule: The APA Manual suggests that persons 65+ without organic brain syndrome should
receive 1In 'usual adult dose' and that persons 65+ with organic brain syndrome should receive 1/4
*usual adult dose.' This rule can be applied to the 'usual adult dose' for non-extended release tablets
found in the most recent USP-DI: Drug Informion for the Health Care Professional.

ANTIPSYCHOTIC DEVIATION SCORE. - (Am)
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B. CRflA FMO CRaMNG HYPNOTIC DRUG OfM [Do not mc Ws e elise if
drug is used as aniconvulsan, as an Masianxiety agnin, or for other special purposes.

Code Cr*Mkl

I 0 B.l No apopriate indication fxr use in record

I 0 B.2 Dreg prescribed on a scheduled bobs for Ž 7 days

I 0 B.3 Contious uae of PRN hypnotic (I 15 nkgbe on&h)

I 0 B.4 Ue of two or more hypnotics at same time

I 0 B.5 Used with > 2 other psychotropic niredicatios (cown only once if patient
has multiple psychotropics)

I 0 B.6 Other concomitancy (e.g., barbiturate or chalor hydrate with CNS
depressant or counarin anticoagulant)

I 0 B.7 Relative contraindication (e.g., history of allergy or hypersensitivity to this
drug, use of barbiturate with porphyria or impaired hepatic function, use of
chloral hydrate with marked hepatic or renal impairment)

I 0 B.8 Dosage higher than recommended for age (see USP-DI)

I 0 B.9 Dosage lower than recommended for age (see USP-DI)

HYPNOTIC DEVIATION SCORE: _ (Sues)

C. CRITERIA FOR SCREENING ANTIANXIETY AGENT DRUG ORDERS [Do not use
these criteria to screen drugs used as hypnotics or anticonvulsants, for relief of acute alcohol
withdrawal symptoms, or for other special purposes.]

Cede Criteria

I 0 C.I No appropriate indication for use in record

I 0 C.2 Prescribed on a scheduled basis for extended period (e.g., benzodiazepine
for more than 3 months, meprobamate for more than 2 months)

I 0 C.3 Continuous use of PRN antianxiety agent (A 15 days/month)

I 0 C.4 Use of two or more antianxiety agents at the same time

I 0 C.5 Use with > 2 other psychotropic medications (count only once if patient has
multiple psychotropic orders)

I 0 C.6 Other concomitancy (e.g., use of antipsychotic drug for above indications,
any other benzodiazepine)

I 0 C.7 Relative contradiction (e.g., history of allergy or hypersensitivity to this
drug)

I 0 C.8 Dosage higher than recommended for age (see USP-DI)

I 0 C.9 Dosage lower than recommended for age (see USP-DI)

ANTIANXIETY DEVIATION SCORE: _ (Sues)
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D. CRITERIA FOR SCREENING TRICYCLIC AND SIMILAR ANTIDEPRESSANT DRUG
ORDERS

Code Criteria

1 0 D. I No appropriate indication for use io record

I 0 D.2 Prescribed for less than 3 days or PRN only

I 0 D.3 Use of two or more tricyclic antidepressants

1 0 D.4 Use with >L 2 more psychotropic medications (count only once if patient has
multiple psychotropic orders)

I 0 D.5 Other concomitancy (e.g., MAO inhibitor, guanethidine, clonidine,
bethanadite, reserpine, anticholinergic, antiparkinsonian drug)

1 0 D.6 Relative contraindications (e.g., history of allergy or hypersensitivity to this
drug, acute angle glaucoma)

1 0 D.7 Dosage higher than recommended for age (see general rule below)

I 0 D.8 Dosage lower than recommended for age

General rule: The APA Manual suggests 1/2 'usual adult dose' for adults over 65. Information
regarding the usual adult dose can be found in most recent edition of USP Dl: Drug Information for
the Health Care Professional.

ANTIDEPRESSANT DEVIATION SCORE: _ (Sum)

E. LIST OF SELECTED PSYCHOTROPIC DRUGS

El. Antrilachotics

GENERIC NAME COMMON BRAND NAME

acetophenazine Tindal
carphenazine Proketazine
chlorpromazine Chlor-PZ, Thorazine
chlorprothixene Taractan
clozapine Clozaril
fluphenazine Permitil, Prolixin
haloperidol Haldol
haloperidol decanoate Haldol Decanoate
loxapite Loxitane
mesoridazine Serentil
molindone Mohan, Lidone
perphenazine Trilafon
piperacetazine Quide
prochlorperazine Compazine
promazine Sparine
thioridazine Mellaril
thiothixene Navane
trifluoperazine Stelazine, Clinazine
triflupromazine Vesprin
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E2. DrgMa Used as Hvpmuies

GENERIC NAME COMMON BRAND NAME

flurazepam
lorazepam
temazepam
triazolam

amobarbital
aprobarbital
butabarbital
pentobarbital
phenobarbital
secobarbital
talbutal

chloral hydrate
diphenhydramine
doxylamine
ethchlorvynol
ethiaauate
glutethimide

methprylon
paraldehyde
promethazine

Dalmane
Ativan
Restoril
Halcion

Amytal
Alurate
Butal, Butatran
Nembutal
Lumainal
Seconal
Lotusate

Noctec
Benadryl
Decapryn
Placidyl
Valmid
Doriden

Noludar
Paral
Phenergan

E3. Dmeas Used as Antiarwietv AMents

r.VoRnrr NAMF

I alprazolamn
buspirone
* chlordiazepoxide
* chlorazepate
* diazepam
* halazepam
hydroxyzine HCI
hydroxyzine pamoate
* lorazepam
meprobamate
* oxazepam
* prazepam
* Limbitrol

* = benzodiazepine

E4. Antidenressants

amitriptyline
amoxapine
bupropion
clomipramine
desipramine
doxepin
fluoxetine
imipramine
*o maprotiline
nortriptyline
protriptyline
*t trazadone
trimipramine
Etrafon, Limbitrol

Xanax
Buspar
Libritabs, Librium, Reposans, Sereen
Tranxene
Valium, Valrelease
Paxipamr
Atarax, Anxanil, Atozine
Vistaril, Vamnate, Hy-Pam
Ativan, Alzapam, Loraz
Equanil, Miltown, Equagesic
Serax
Centrax
SEE CHLORDIAZEPOXIDE

Amitril, Domical, Elavil, Endep
Asendin
Wellbutrin
Anafranil
Norpramin, Pertofrane
Adapin, Curatin, Sinequan
Prozac
Imarate, Pramine, Tofranil
Ludiomil
Aventyl, Pamelor
Triptil, Vivactil
Desyrel
Surmontil
Triavil

*t = not a tricyclic antidepressant but considered similar
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