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Prepare for Changes to Nursing Home Compare

T

he Nursing Home Compare website is slated for some changes mandated by the
Affordable Care Act healthcare reform legislation. During a stakeholders meeting
attended by representatives from major trade groups and consumer advocacy groups,
CMS reviewed the changes in the works, says attendee Christie Teigland, PhD, director
· NutritionUpdate
of Health Informatics and Research for the New York Association of Homes and Services
for the Aging.
Specifics: "CMS discussed three elements of what must be reported on NHC,: says Lyn Bentley, MSW, director
of regulatory affairs for the American Health Care Association, who attended the meeting. These include staffing
data, which is already there but will be much more detailed, enforcement actions, including civil monetary penalties,
and complaints.
"If you drill down into the survey data that is on NHC now, you can see complaints," says Bentley. "But you have to
really ferret out which are complaint surveys and which are standard surveys. With the changes CMS is making,
this is going to be much more specific. The healthcare reform law says NHC must report substantiated complaints,
says Bentley, noting, however, that discussion occurred at the stakeholders meeting about including
unsubstantiated complaints.
The American Association of Homes & Services for the Aging wants to see complaints broken out to differentiate
between self-reported issues and external complaints, reports Evvie Munley, senior health policy for the trade group.
Currently, all self-reports are categorized as complaints, which is misleading, in her view. A facility could have a
strong quality assurance program that identifies, self-reports, and correct quality issues, Munley points out.
Based on the healthcare reform law, the changes are supposed to go into effect in March 2011, says Bentley. "CMS
did not address the agency's technical capabilities for accomplishing the changes in that timeframe." But she notes
that "the volume and depth of the information is massive," leading her to predict CMS may try to phase in the changes.
Continued on Page 4

DEA asked to Give Nurses Added Power

N

ursing home nurses should be allowed to act on behalf of physicians when it comes to prescribing pain
medication, says the American Society of Consultant Pharmacists. The agency recently sent a letter to the Drug
Enforcement Agency commenting on regulations concerning controlled substances in nursing homes. The ASCP,
in its letter, requested that the DEA clarify its definition of "agent" in relation to a physician who prescribes controlled
medications to residents in a long-term care facility. The current DEA definition describes an "agent" of the
prescriber as someone employed by the prescribing physician. Most physicians are not employed by the long-term
care facilities in which their patients reside, according to the ASCP. This precludes most nurses from acting as their
agents under the DEA rule.
The DEA also no longer allows pharmacists to accept faxed chart orders from long-term care facilities, causing
increased delays for residents waiting for pain medication. "Recognizing nurses as agent of the prescriber and chart
orders as valid prescriptions will eliminate the regulatory bureaucracy creating delays for patients in need of pain
relief," says ASCP President Shelly Spiro, RPh, FASCP. The DEA on June 29 issued a Request for Information
Notice, "Dispensing of Controlled Substances to Residents at Long Term Care Facilities." It was the day before a
Senate Special Committee on Aging hearing into the agency's interpretation of the controlled substances rule.
Source: Brett Bakshis, mcknights.com
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Stay on the Right Track During the MDS 3.0 QI/QM Blackout

T

he MDS 3.0 may be new, but until CMS gets the new QIs/QMs up and going, the traditional survey will
become a "blast from the past" for those who relished how surveyors used to conduct inspections. The
traditional survey will "revert to the survey process in place before the MDS database became automated in
1998," reported CMS' Karen Schoeneman, in a CMS webinar on the MDS 3.0. Here's how to stay a step ahead
of F tags during the so-called blackout phase.
1. Put your best foot forward for the initial tour. Prepare for a "full, robust tour of the entire facility," advises
consultant Lynda Mathis, RN, a consultant in Conway, Ark. In fact, based on conversations with surveyors,
Mathis predicts this may be the biggest change to the survey during the transition to the MDS 3.0 QIs/QMs.
Former Ohio survey chief Kurk Haas, RN, also warns facilities to expect heightened scrutiny of their special
needs units.
Survival Tips: "Facilities have to be prepared so that the staff members who make rounds can provide
surveyors the appropriate information," says Mathis. Surveyors will want to know the residents' names,
functional disabilities and major diagnoses, she adds. "The only way to ensure a positive initial tour is to have
an ongoing quality assurance program, looking honestly at what is happening in the facility," says Marilyn Mines,
RN, director of clinical services for FR&R Healthcare Consulting in Deerfield, Ill. "Without this oversight, I can
see disaster."
One of the worst things that can happen during the initial tour is for surveyors to see caregivers providing care
without ensuring privacy, says Haas, CEO of Nursing Home Perspectives in Canal Winchester, Ohio. Another
sight you don't want to see is several residents lining the hall who appear to have nothing to do. This provides
a "tip off" that the facility either has a lack of activities or poor participation in the ones being offered, which can
contribute to behavioral issues in some residents, Haas warns.
2. Use the CMS-672 (resident census and conditions of residents) and CMS-802 (roster/sample matrix) forms
to your best advantage. Update the CMS-672 weekly so you have your numbers accurate, advises Mathis.
"The CMS-802 is what surveyors will use to choose people for the Phase 1 sample in terms of who meets the
criteria," which will include those with weight, hydration, or pressure ulcer issues, says Mathis. She notes that
65 percent of phase I residents are drawn from any of those three categories. Thus, "the prudent DON who
knows which residents are going to trigger will have all the correct documentation to support what's going on
with the resident."
MDS 3.0 tip: Section M of the MDS 3.0 is going to be very important in the survey, predicts Marie Saunders,
RN, BC, BSN, director of Saunders Associates, a consulting and software development firm in Appleton, Wis.
Facilities need to very carefully go over the measurements, staging, and coding instructions for pressure ulcers,
she advises.
3. Consider using the Quality Indicator Survey (QIS) critical element pathways to drill down in areas of concern.
Just because you don't receive the QIS doesn't mean you can't take advantage of some of the tools it provides.
For example, the critical element pathways used in the QIS incorporate the interpretive survey guidelines, says
Diane Vaugh, RN, C-DONA/LTC, LNHA, director of quality initiatives at Pathway Health Services, Inc. in White
Bear Lake, MN these can help if you're worried about a specific area.
Source: Eli Research Long-Term Care Survey Alert

Drug Risk Management Programs

T

he FDA is phasing in their new Risk Evaluation and Mitigation Strategies (REMS) for some Rx drugs. The
REMS name came with 2007 legislation after a string of major recalls...Baycol, Vioxx, Rezulin, etc. But risk
programs have been around a long time...the Clozaril National Registry and SMART or iPLEDGE programs for
isotretinoin. Several new ones are in the works including one for opioids. Avandia (rosiglitazone) will soon have
a REMS that limits use to current patients or new patients who can't be controlled with other meds. Both groups
will have to acknowledge that they understand Avandia's cardiovascular risks. Prescribers and pharmacists or
pharmacies will also have to enroll to prescribe or dispense Avandia. 33% of new drugs approved this year have
a REMS but many of these just require MedGuides or "Dear Doctor" letters. More restrictive programs can
require provider training, specific use criteria, user registries, limited distribution, etc. MedGuides should be
dispensed when required.
Source: Pharmacist Letter
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MedicationUpdate

T

he Food and Drug Administration approved Boehringer Ingelheim Pharmaceuticals Inc.'s
Pradaxa (dabigatran etexilate mesylate) capsules for the reduction of stroke risk in patients with
nonvalvular atrial fibrillation (AF).
Pradaxa will be available in two dosage strengths. The 150 mg twice-daily dose is approved for all
patients, except patients with severe renal impairment. For these patients, the approved dose is 75
mg twice daily. The approval was based on data from the RE-LY study, which included 18,113
patients with paroxysmal, persistent or permanent nonvalvular AF and at least one risk factor for stroke. The
patients were randomized to receive open-label treatment with warfarin or blinded treatment with Pradaxa at
either 150 mg twice daily or 110 mg twice daily. The primary endpoint was a composite of adjudicated stroke
and systemic embolism.
Boehringer Ingelheim reported the higher dose of Pradaxa significantly reduced the risk of stroke and systemic
embolism by 35 percent beyond the reduction achieved with warfarin. The firm also noted that Pradaxa does not
require monitoring or related dose adjustments, is not affected by food and does not require dose adjustments
for a number of other drugs commonly used by individuals with AF.
"Unlike warfarin, which requires patients to undergo periodic monitoring with blood tests, such monitoring is not
necessary for Pradaxa," confirmed Dr. Norman Stockbridge, director of the FDA's Division of Cardiovascular and
Renal Products of the Center for Drug Evaluation and Research.
The regulatory agency said the most common Pradaxa-related adverse event reported was bleeding, including
life-threatening and fatal bleeding, which the FDA noted is also seen with other approved anticoagulants.
Pradaxa, which is an oral direct thrombin inhibitor, is the first new oral anticoagulant approved in the United
States in more than 50 years, Boehringer Ingelheim stated.
Reuters noted that several other companies are developing drugs as potential replacements for warfarin,
including Bayer AG, Johnson & Johnson, Bristol-Myers Squibb Co. and Pfizer Inc.
Source: VerusMed

Rumor vs. Truth

R
T

UMOR: OTC wart removers can be used to remove skin tags.

RUTH:
This may be true...especially when it comes to freezing them. Skin tags are
benign tumors that are more common in women, patients with diabetes, those who are
overweight, or patients with a family history of tags. They usually develop later in life and are
often found in clusters. Traditionally, they’re frozen or cut off by a physician but it’s often okay for patients to
remove skin tags themselves. You may have heard about a new skin tag removal product that’s flying off the
shelves in Canada, Dr. Scholl’s Skin Tag Remover. It lets patients freeze off tags at home but it isn’t available
in the states yet. Dr. Scholl’s Freeze Away wart product is suggested to be used in the meantime as it uses the
same technology as the Canadian skin tag product. Patients should freeze ONLY small, pink, fleshy skin tags
and should seek a medical evaluation if they have a history of skin cancer...or if a tag is large or pigmented.
Patients should learn the ABCDE’s of skin cancer: asymmetry, border (irregular), color (variation), diameter (>6
mm), and evolution (changes). Tweezers can be used to hold benign tags up to avoid freezing the surrounding
skin. Over the next 10 days or so the tag should turn black and fall off. Seek medical care if the tag doesn’t fall
off after two treatments 14 days apart as it may not be a skin tag. Snipping off tags is another option but can
cause bleeding. A bit of cotton or a styptic pencil is recommended if pressure doesn’t stop the bleeding. Salicylic
acid works by exfoliating the tag off. It can cause pain and irritation in the tender areas where tags are
commonly found in the groin area and under the arms and breasts and another option should be used instead.
Tying off tags is discouraged as it’s hard to tell if they’re tied tight enough to cut off blood flow and infection can
occur if the thread doesn’t fall off with the tag. Patients on warfarin or antiplatelet agents (Plavix, etc) or those
who are immunosuppressed (HIV, chronic steroid use, etc) should speak to their physician before attempting
self removal.
Source: PharmacistsLetter.com
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Nursing Home Compare continued from Page 1

CMS must also put a link for each facility that takes you to the state website where consumers can see a copy of the
facility's CMS 2567 forms and plans of correction, Bentley adds. "The healthcare reform law requires three years of
information to be available." This requirement will pose challenges for some states already facing staffing and
technical capability constraints, she predicts. "Some states already host the survey information for each facility on
their websites, but many do not."
CMS will be focusing on collection of staffing data through facilities' electronic payroll data, which won't include all
facilities but rather large portion of those using big electronic payroll systems, like Paychex, says Teigland.
How it works now: "The staffing data is currently reported on the CMS form 671 during the survey," says Teigland.
Surveyors and CMS don't validate or audit the data. And "it's really only gathered once a year...and only provides
about a two-week snapshot, which may not be a good representation of staffing levels." The staffing data also doesn't
include types of staff who may "be critical to quality of care, such as rehabilitation therapists."
By tapping payroll data, however, CMS can collect other types of staffing information. At the stakeholder meeting,
says Teigland, "we had a long discussion about what that [information] should be and how it should be reported, etc."
CMS is also discussing reporting temporary contract/agency staffing separately. "most of the people at the meeting
thought it should be reported as the percentage of [employed nursing] staff."
CMS will also be required to report staffing turnover rates and how long staff members have been at the facility.
Agency representatives and stakeholders debated whether that information should be reported at the position level
or the facility level, says Teigland. CMS proposed reporting the information at the corporate level, which some
stakeholders opposed because individual facilities could differ within a system. The staffing information that CMS is
going to collect and what the agency may do with the information is still "very much in the formative stages," says
Teigland.
Looming challenge: Overall, "it sounds like there is so much information" to be posted on NHC that "it wll have to
be presented very, very well in order to be useful to consumers," concludes Bentley.
Source: Eli Research Long-Term Care Survey Alert

NutritionUpdate

Y

ears ago, we were told that the best way to lower cholesterol and protect the heart was to cut out
fat altogether. But now we know that certain types of fats, called unsaturated fats, actually increase
HDL cholesterol levels — the good cholesterol that has a protective effect on the heart. What we need
less of are saturated fats and trans fats — think doughnuts, French fries, and T-bone steaks.
Low-density lipoprotein or LDL cholesterol is called “bad” cholesterol because this type of cholesterol
puts you at risk for heart disease. LDL cholesterol can build up inside your arteries, mixing with other substances to
form a tough, rigid lining called plaque. This plaque makes the artery narrow inside, meaning that less blood can flow
through to your heart, in turn putting you at increased risk for heart attacks.
“A diet high in saturated and trans fats elevates the LDL cholesterol,” says Lisa R. Young, PhD, dietitian and adjunct
professor in the department of nutrition, food studies, and public health at New York University. A heart-healthy diet
avoids fats that promote LDL cholesterol, but includes HDL cholesterol-boosting fats.
High-density lipoprotein or HDL cholesterol has the opposite effect of LDL cholesterol. “HDL cholesterol is like
Drano," explains Young. "It unclogs the system.” Instead of sticking to the artery walls, HDL cholesterol moves
through the bloodstream to the liver, where it can be broken down and cleared out.
“For the good fats to include in your diet, look at the Mediterranean diet,” says Young. “Aim for a diet that is higher
in canola and olive oil.” These types of monounsaturated fats, along with other plant-based oils, help keep your HDL
cholesterol levels high.
These are the two types of fat to avoid. Saturated fats come from animal sources like meat and dairy. Trans fats are
partially hydrogenated fats that, like saturated fats, are really more solid at room temperature, Young says. “They act
more like saturated fat.” Trans fats, typically found in processed foods, increase your LDL cholesterol without offering
you anything in return. “Trans fats tend to be worse than saturated
fat because they’re usually in foods with no nutritional value.
Saturated fats are in milk or meat, so at least you get protein, iron,
and calcium,” says Young. Of course, to get these benefits of
meat and dairy without the fat, choose the leanest cuts of beef
and fat-free milk and yogurt.
Source: Connie Brichford, EveryDayHealth.com
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