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he MDS 3.0 is shaking up the survey and quality reporting realms. Here's a rundown
of what to expect in various areas, according to a CMS presentation at the American
Association of Nurse Assessment Coordinators fall meeting.

1. Changes to the Quality Indicator Survey. The QIS has been using the MDS 2.0 for
over 50 quality care and life indicators, said CMS' Karen Schoeneman. And the QIS
contractors will take time to incorporate the MDS 3.0, which they are in the process of
doing. That doesn't mean surveyors won't be able to detect quality-related issues in the interim, however. The
QIS has a lot of redundancy built into it, Schoeneman observed. So whether the issue is falls, pressure ulcers,
or weight loss, etc., you can find a trigger through observations, interviews, chart reviews, discharge record
reviews, etc., she said. Schoeneman also dispelled rumors that CMS is dropping the Quality Indicator Survey,
which is slowly rolling out nationwide. "People said that about MDS 3.0," she pointed out. And the MDS came
out on Oct. 1. 2. Temporary changes to the traditional survey. The MDS 3.0 QI/QM "blackout" does affect
the traditional survey, which has reverted to the process in place before CMS automated the survey process.
3. Revisions to survey forms/instructions. CMS has also released a new CMS-802 (roster/sample matrix)
form which includes changes to the resident characteristics fields and instructions, Schoeneman noted.
Specifically: The revision accommodates the MDS 3.0 coding for the three fields of "falls, fractures, abrasions,
bruises, behavior symptoms, and depression," according to a recent survey and certification memo. CMS has
also changed the instructions to the CMS-672 resident census form to reflect the MDS 3.0. To review the new
CMS-802 form and the revised instructions for the CMS-672. 4. Temporary Changes to Public Quality
Reporting, Rating Systems. The publicly reported quality measures will be temporarily removed from CMS'
Nursing Home Compare website, reported CMS' Tom Dudley. The final update of MDS 2.0 QM data will occur
in January. CMS will remove the QMs from NHC and the Five-Star rating system this coming April CMS plans
to have the MDS 3.0 driven QMs back on NHC and factor them into Five-Star in the Spring of 2012, Dudley
relayed.
· NutritionUpdate

Source: Eli Reserach
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Long-Term Care a Boom Place for Nurses

general shortage of registered nurses is expected to grow nationwide, with opportunities in long-term care
expanding at a faster rate than in hospitals. RN employment is expected to expand by 22% in the decade ending
2018, with long-term care opportunities growing by 25%. That’s “much faster than the average for all
occupations,” according to the current Bureau of Labor Statistics Occupational Outlook Handbook. The biggest
gainers in RN positions will be physician offices 48% growth) and home health (33%), according to government
predictions. Hospitals, meanwhile, will increase opportunities by 17%, officials said.
Healthcare reform is helping drive patients-and nursing jobs-to more community and non-acute care settings,
experts point out. Federal money is being pumped into funding community health centers and other non-acute
settings. “Nurses have a huge responsibility and opportunity to become experts in geriatric care,” said Martha
S. Anderson, associate professor at Jefferson College of Health Sciences in Roanoke, VA, and a National
Gerontological Nursing Association board member.
Source: James M. Berkland,, McKnights.com
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Heart Attack Risk Quickly Follows RA Diagnosis

H

eart attack risk significantly increases one year after rheumatoid arthritis (RA) diagnosis, new research
suggests. The new study, which appears in the December issue of the Journal of Internal Medicine, is not the
first to link RA and heart disease, but it does show that an increased risk of heart attack begins one year after
RA diagnosis. RA is an autoimmune disease that occurs when the body’s immune system misfires against its
own joints and connective tissues, causing inflammation, pain, and problems with dexterity and mobility. This
inflammation may also play a role in risk for heart disease.
Marie Holmqvist of Karolinska Instituet in Stockholm, Sweden, and colleagues followed 7,469 people who were
diagnosed with RA from 1995 to 2006 for about 12 years to see how many of them developed heart disease and
heart attacks compared with 37,024 people without RA. Among people with RA, the risk of heart attack was 60%
higher and the risk of other forms of ischemic heart disease was 50% higher beginning one year after their
diagnosis compared to their counterparts without RA. "Our research underlines the importance of clinicians
monitoring patients diagnosed with RA for an increased risk of heart problems, in particular heart attacks,"
Holmqvist says in a news release. "It is also very clear that more research is needed to determine the
mechanisms that link these two health conditions.”
In recent years, the emphasis has been on early, aggressive RA treatment in the hopes of preventing many RA
complications, including mobility issues and potential heart disease. In the new study, however, this increased
heart risk was still seen in people who were diagnosed in the past decade and presumably treated aggressively.
“We have long known there is an increased cardiovascular risk in patients with RA and other inflammatory
diseases, but the new perspective is how this risk quickly occurs,” says David Pisetsky, MD, chief of
rheumatology at Duke University Medical Center in Durham, N.C. “Most of us would have thought that it would
have taken longer for this risk to be seen, but this study says the risk increases almost from the time of
diagnosis,” he says. This timing is important in terms of understanding why this increased cardiovascular risk
occurs, he says. “There are conventional heart disease risk factors and there are others that people don’t fully
understand, such as the contributors of inflammatory mediators to heart disease,” he says. People with RA have
active immune systems, and that promotes inflammation in the blood vessels as well as in the joints, which may
affect the heart, he says.
Until researchers sort out the all the whys, people with RA need to be aware of the symptoms of heart attack and
heart disease. “It can be clear-cut like crushing chest pain, but people with RA have pain and it is easy to say
‘my chest or shoulder hurts because of RA,’ but in fact it may be related to heart disease,” Pisetsky says.
Women, especially, experience more nontraditional heart attack symptoms, such as dizziness, nausea, and
fatigue. Women are also disproportionately affected by RA. "Get the RA under control and address any of the
modifiable risk factors for heart disease,” he says. “People with RA shouldn’t smoke and they should lose weight,
if they are overweight, and exercise.”
Martin J. Bergman, MD, the chief of the division of rheumatology at Taylor Hospital in Ridley Park, Pa., and a
clinical associate professor at Drexel University College of Medicine in Philadelphia says, “The heart attacks are
occurring much earlier than we thought. We always knew about this risk, but we thought it was down the line.”
“Despite aggressive therapies, people with RA still have an increased risk of heart attacks, which is somewhat
dismaying,” he says. “We know that current treatments are reducing heart attack risk compared to no treatment,
but that we are still not eliminating RA-heart disease risks, so this says there is something else going on besides
what we are treating.” Jane Salmon, MD, a senior scientist and Colette Kean Research Chair, Hospital for
Special Surgery in New York City, agrees. “We may not be targeting the right inflammatory mediators or early
aggressive treatment may not be aggressive enough,” she says. “There may still be smoldering inflammation.”
Low disease activity doesn’t mean no disease activity, she says.
“We don’t know how low is low enough to affect inflammation in the cells that line the blood vessels,” she says,
adding that this inflammation may be present before RA symptoms occur, and a diagnosis is established. “At
this time, all we can say is rigorous attention to other cardiovascular risk factors is critical in RA patients,” she
says.
“If you have RA, your chance of having a heart attack is definitely higher than someone who does not have RA,”
says Eric Matteson, MD, chair of the department of rheumatology at the Mayo Clinic in Rochester, Minn. “If you
smoke, quit; and work to get your general and heart health under control, including cholesterol and blood
pressure, if they are elevated,” he says. “If you have diabetes, get that under control and try to be fit and exercise
to what you can tolerate [due to joint pain].”
Source: Denise Mann, WebMD.com
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MedicationUpdate

T

he FDA has at last banned Darvon, Darvocet, and other brand/generic drugs containing
propoxyphene -- a safety-plagued painkiller from the 1950s.
New proof of heart side effects, in studies of healthy people taking normal doses of the drug,
prompted the FDA to act. An estimated 10 million Americans are taking Darvocet and other
propoxyphene painkillers.
They should NOT immediately stop taking the drugs, as there is danger of serious withdrawal
symptoms. Patients taking the drugs should instead immediately contact their doctors for help switching to
different methods of pain control. "Don't delay," warns Gerald Dal Pan, MD, MHS, director of the FDA's office
of surveillance and epidemiology.
The FDA action comes nearly six years after the drug was banned in the U.K., and nearly a year and a half after
the European drug agency banned it. The public interest group Public Citizen petitioned the FDA to ban the
drug in 1978 and again in 2006. The latter petition caused the FDA to take the matter to an expert advisory
committee, which in July 2009 voted 14-12 to ban the drug.
But the FDA overruled the panel, instead asking Darvon/Darvocet maker Xanodyne Pharmaceuticals Inc. to
conduct studies of the drug's effects on the heart. The results of those studies led to the FDA ban. "The drug
puts patients at risk of abnormal or even fatal heart rhythm abnormalities," John Jenkins, MD, director of the
FDA's office of new drugs at the Center for Drug Evaluation and Research, said at a news conference.
"Combined with prior safety data, this altered our risk assessment."
The FDA ban comes too late for Public Citizen, which blasted the FDA for waiting far too long to protect the
public. "Due to FDA negligence, at least 1,000 to 2,000 or more people in the U.S. have died from using
propoxyphene since the time the U.K. ban was announced," Sidney Wolfe, director of Public Citizen's health
research group, says in a news release. Wolfe says Public Citizen will call for a congressional investigation into
who at the FDA "was responsible for the loss of so many lives in this country." Jenkins says although it's
impossible to know exactly how many deaths are linked to propoxyphene, an FDA study shows that more deaths
are linked to the drug than to either of two alternative opioid painkillers, tramadol and hydrocodone. Dal Pan
says that people who have taken Darvocet, Darvon, or other propoxyphene drugs for a long time are not at
increased risk of heart problems.
"Long-term users should not worry: The heart effects are not cumulative," he says. "Once people stop using
propoxyphene, the side effects should go away."
Source: By Daniel J. DeNoon; WebMD.com

Rumor vs. Truth

R
T

UMOR: Midodrine (ProAmatine, etc) isn't safe, so it's being pulled from the market.

RUTH:
This is false...safety ISN'T the issue. Midodrine was approved for orthostatic
hypotension in 1996 based on a surrogate endpoint...rise in standing blood pressure. But there
was a stipulation that studies be performed proving clinical benefit, such as improved quality of
life (less dizziness, fainting, falls, etc). But the outcomes trials still aren't done and FDA's trump
card is its authority to pull the drug off the market. Midrodrine isn't used that much but it's the only agent
approved for orthostatic hypotension. And some patients swear it's the only thing that works for them. In fact,
folks are writing to FDA and starting groups on Facebook in support of keeping midodrine available. Patients
taking midodrine should not panic. FDA likely WON'T withdraw midodrine. Instead, FDA will encourage
manufacturers to band together to fund the studies necessary to show clinical benefit. Keep in mind that there
are alternatives for hypotension... fludrocortisone, pyridostigmine (Mestinon), etc. And there are nondrug
therapies such as compression stockings, avoiding alcohol, increasing fluid and sodium intake when possible,
etc. If it's withdrawn, an expanded-access program will provide midodrine to those who can't take an alternative.
Also, if possible, patients should stop drugs that may contribute to orthostasis...antihypertensives (alphablockers, etc), tamsulosin, diuretics, Viagra (sildenafil), etc.
Source: PharmacistsLetter.com
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NutritionUpdate

T

he general wisdom for many years was that all fat should be avoided. Trans fat, saturated fat,
unsaturated fat — just stay away from them all. But now scientists realize that fat — and how our
bodies process it — is much more complex. Our bodies need some fat for optimal functioning. But
we need the right kinds of fat, and we need to practice moderation. Some fats are actually good
for you, and others should be avoided at all costs. How do you know which is which?
Alexa Schmitt, RD, a clinical nutritionist at Massachusetts General Hospital, says mono-unsaturated and
polyunsaturated fats are "good fats" and that saturated fats can be consumed in moderation. Trans fats,
however, should be avoided altogether, adds Schmitt, explaining that trans fats are dangerous because they
raise cholesterol levels. High levels of certain kinds of cholesterol, in particular low-density lipoprotein (LDL)
cholesterol (the so-called "bad cholesterol") increase your risk for heart disease and other health conditions,
including stroke.
So how do we know which foods contain which fats? As a general rule, Schmitt says, "fats that are liquid at room
temperature, like olive oils, are a better choice than foods that are semi-solid, like butter or margarine." The
following tips will help you choose a diet rich in mono-unsaturated and polyunsaturated fats and low in trans fat.
Mono-unsaturated fat (unsaturated fat): Good sources of mono-unsaturated fat are canola and olive oils,
most nuts, and avocados.
Tip: Spread avocado on a bagel instead of cream cheese. Use olive oil and garlic instead of whole milk and
butter for a flavorful twist on mashed potatoes.
Poly-unsaturated fat (unsaturated fat): There are two types of poly-unsaturated fat, omega-6 and omega-3
fats. Since most Americans get plenty of omega-6 fats in their diet from vegetable oils, Schmitt says her primary
concern is omega-3 fats. Good sources of omega-3 fats are fish (salmon and tuna), flaxseed, and walnuts.
Tip: Snack on a handful of walnuts, or add a tablespoon of ground flaxseed to your morning oatmeal or cereal.
You can also add ground flaxseed when you are baking cookies or muffins for an omega boost.
Saturated fat: Red meat, fatty meats like salami, dairy products such as cream and butter, and thicker
vegetable oils like coconut, palm, and kernel oil are sources of saturated fats.
Tip: Enjoy a steak now and then, but try to limit saturated fats to 10 percent of your diet, at the most.
Trans fat: Made by adding hydrogen to vegetable oil, a process designed to extend the shelf life of packaged
goods, trans fat is found in a wide range of packaged and processed foods, including bakery items, cookies,
and crackers.
Tip: Current Food and Drug Administration guidelines allow manufacturers to say that their product is "trans fat
free" if it contains less than 0.5 grams of trans fat per serving. Check the labels of processed food for
"hydrogenated" or "partially hydrogenated" oils in the ingredients. These words signal that product may have up
to 0.5 grams per serving. Eat a few servings, and this starts to add up.
The bottom line? Be an educated shopper: Know what to look for and the potential pitfalls. Try to do the majority
of your shopping on the perimeter of the grocery store, limiting your trips down the inside aisles — where most
of the trans fat culprits reside. On the perimeter, you can focus on fresh and frozen fruits and vegetables, lean
cuts of meat and fish, and whole grains fresh from the bakery. Add a little olive oil, and you'll really be cooking!
Heart-Healthy Diet: Other HDL Cholesterol Boosters
Alcohol in moderation can keep your HDL elevated, but Young cautions not to let yourself get carried away by
that welcome news: “Nobody ever got heart disease from a deprivation of alcohol,” she says. Another booster
is exercise. One study found that 120 minutes of exercise per week was enough to increase levels of HDL
cholesterol, and that each additional 10 minutes increased levels further. Dark chocolate was also found to
have positive effects on HDL cholesterol levels, but again, moderation is key.
Heart-Healthy Diet: The Butter or Margarine Debate
Butter is high in saturated fat while many brands of margarine
are full of trans fat. Both will increase the harmful LDL
cholesterol. Young says peanut butter is a better idea. But if
that doesn’t appeal to you, she suggests picking “whichever
you like better, but try to eat less of it. At the end of the day,
it’s a quantity issue.”
Source: Connie Brichford, WebMD.com
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