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Commonly Used Non-Opioid Analgesics

Drug Average Dose IE?(—:‘SJCSI MaX|ir:qu2hDose Side Effects Comments
Acetaminophen 500-1000 mg 4-6h 4 g (<3 in patients Minimal, if any, side Toxic to the liver in overdose
(Tylenol) with liver dysfunction | effects
and in the elderly)
Non Steroidal Anti-Inflammatory Drugs (NSAIDS) (use with extreme caution in the elderly)

Aspirin 500-1000 mg 4-6h 4000 mg *see below Caution with hepatic/renal disease
Choline Magnesium | 500-1000 mg 8-12h | 3000 mg Lower incidence of GI | Caution with hepatic/renal disease
Trisalicylate bleeding, minimal anti-
(Trilisate) platelet activity
Ibuprofen 200-400 mg 4-6h 2400 mg *see below Caution with hepatic/renal disease
(Motrin & others)
Naproxen 500 mg initial, 6-8h 1500 mg *see below Caution with hepatic/renal disease
(Naprosyn) 250 mg subse-

quent
Nabumetone 500-750 mg 8-12h 2000 mg *see below Caution with hepatic/renal disease
(Relafen)
Ketorolac 30 mg IV initial, | 6h 150 mg first dose, *see below In elderly, 30 mg starting dose, 15 mg
(Toradol) 15-30 mg sub- 120 mg thereafter thereafter. Use restricted to 5 days max.

sequent Caution with hepatic/renal disease
Celecoxib 100-200 mg 12h 200-400 mg Lower incidence of Contraindicated in sulfonamide allergy.
(Celebrex) adverse Gl effects No platelet effects. Risk of cardiovascu-

lar events. Use lowest doses possible
Tramadol 25-50 mg 4-6h 400 mg (300 mg in Headache, confusion, | Atypical opioid with additional non-opioid
(Ultram) the elderly) sedation effects. Available combined with non-
opioids. Lowers seizure threshold

Adverse Effect

* Monitor for common adverse effects: Gl ulceration and bleeding, decreased platelet aggregation, and renal toxicity

Management of Opioid Side Effects

Management Considerations

Constipation

Begin bowel regimen when opioid therapy is initiated. Include a mild stimulant laxative (e.g., Senna, Cas-
cara) + stool softener (e.g., Colace) at hs, or in divided doses as routine prophylaxis

Sedation

Tolerance typically develops. Hold sedatives/anxiolytics, dose reduction; consider CNS stimulants (e.g., in-
crease caffeine intake, methylphenidate or dextroamphetamine)

Nausea/Vomiting

Dose reduction, opioid rotation; consider metoclopramide, prochlorperazine, scopolamine patch

Pruritus

Dose reduction, opioid rotation; consider an anthihistamine such as diphenhydramine

Hallucinations

Dose reduction, opioid rotation; consider neuroleptics (haloperidol or risperidone)

Confusion/Delirium

Dose reduction, opioid rotation; neuroleptic therapy (haloperidol or risperidone)

Myoclonic Jerking

Dose reduction, opioid rotation; consider clazepam, baclofen

Respiratory Depression

Sedation precedes respiratory depression. Hold opioid. Give low dose naloxone—dilute 0.4 mg (1ml of a 0.4
mg/ml amp of naloxone) in 9 ml normal saline for final concentration of 0.04 mg/ml

References

1) American Geriatric Society Clinical Practice Guidelines (2002), The management of persistent pain in older persons. AGS.
2) American Pain Society (2002), Guideline for the management of pain in osteoarthritis, rheumatoid arthritis, and juvenile chronic arthritis, 2nd ed., Glenview,

IL: APS.

3) American Pain Society (2003), Principles of Analgesic Use in the Treatment of Acute Pain and Cancer Pain, 5th edition.
4) American Pain Society (2005), Guideline for the Management of Cancer Pain in Adults and Children.

Pain Management

Pocket Tool

Principles of Pain Management

. Ask the patient about the presence of pain.

1
2. Accept the patient’s report of pain.
3. Perform a comprehensive pain assessment, including:

» Onset, duration, and location
* Intensity (use appropriate scale)
« Effect on function and

* Quality
« Patient’s goal
* Response to prior

quality of life treatment
» What makes the pain better or worse « History/physical
exam

. Avoid intramuscular route, the oral route is preferred
. Treat persistent pain with scheduled medications
. Ordinarily two drugs of the same class (e.g., NSAIDs) should
not be given concurrently; however, one long-acting and one
short-acting opioid may be prescribed concomitantly
7. Assess, anticipate, and manage opioid side effects aggres-
sively
8. Most opioid agonists have no ceiling dose for analgesia;
titrate to relief and assess for side effects
9. With older adults, start low, go slow, but go!
10. Discuss goals and plans with patient and family
11. Assess and reassess pain frequently
12. Avoid meperidine and propoxyphene
13. Addiction occurs rarely unless there is a history of substance
abuse; the hallmarks include:
a) compulsive use, b) loss of control,

o O b

c) use despite harm

Management of Breakthrough Pain

When using long-acting opioids around-the-clock for persistent
pain, obtain order for a short-acting opioid (rescue) for break-
through pain.
e The rescue dose is 10-15% of the 24h total daily dose
¢ Oral rescue doses should be available every 1-2h; par-
enteral doses every 15-30 minutes
o If patient is consistently using 3 or more rescue doses daily,
consider increasing the around-the-clock dose
* Whenever the around-the-clock dose is increased, the res-
cue dose will need to be recalculated
e Consider using the same drug for both scheduled and break-
through doses when possible (e.g., long-acting morphine +
short-acting morphine)
Examples:
Oral rescue dosing: Pt. is on MS Contin 200 mg q 12h
1. Total daily dose (200 mg x 2 = 400 mg morphine/24h)
2. Calculate 10 to 15% of 24h dose for rescue dose
(10% =40 mg, 15% = 60 mg short-acting morphine)
3. Rescue dose = 40-60 mg of morphine q 1-2h
Parenteral dosing: (based on continuous infusion)
Calculate rescue dose based on 25-50% of hourly dose



Switching from One Opioid to Another: (Examples)

1. Calculate the total 24h dose of pt’s opioid regimen
(morphine 30 mg q 4h = 180 mg/24h)

2. Locate new opioid on equianalgesic chart
(hydromorphone 7.5 mg = 30 mg morphine)

3. Set up equation

180mg=_X and cross multiply
30mg 7.5mg

(X =45 mg hydromorphone in 24 h)

4. Divide the total daily dose of the new opioid by the nunber of
doses given per day.
(45 mg divided by 6 doses = 7.5 mg q 4h)

5. Reduce calcuated dose of new opioid by 25 to 50% for incom-
plete cross tolerance; titrate up as needed.

Transdermal Fentanyl (Duragesic patch)

Use caution in opioid-naive patient.

Duragesic patch 25 :g q 72h = 50 mg oral morphine g 24h.
Divided into 6 doses = 8.3 mg oral morphine or 2.8 mg IV
morphine q 4h. These are approximate doses.

*Opioid Equianalgesic Chart
(opioids with no ceiling dose)

Opioid Parenteral | Oral Starting Dose for Opioid
Route Route Naive

Morphine 10 mg 30 mg | 15 mg for both sustained
release and immediate
release

Hydromorphone | 1.5 mg 7.5mg |4 mg

Oxycodone N/A 20 mg | 10 mg sustained release,
5 mg immediate release

Fentanyl 0.1mg N/A 15 :g patch is equal to

(100 :g) approx. 50 mg of oral

morphine q 24h

Methadone 5 mg 10 mg | 3.5 mg po for long term use
(can accumulate due to
long half life)
Consult pain specialist
before prescribing

*Combination Opioid Drugs (have ceiling dose)

Hydrocodone N/A 30mg |5, 7.5, or 10 mg hydro-

+ aspirin, codone with acetamino-

acetaminophen, phen, aspirin or ibuprofen

or ibuprofen (4 g/24h ceiling dose with

(Vicodin, Lortab, acetaminophen)

Vicoprofen)

Oxycodone N/A 20 mg | 5 mg oxycodone with 325

(Percocet, or 500 mg acetaminophen

Tylox) (4 g/24h ceiling dose with
acetaminophen)

*Equianalgesic doses are approximate. Individual patient response
must be observed. Doses and intervals are titrated according to
patient’s response.

Adjuvant Analgesic Drugs

Most commonly used drugs. Consideration should be given to comorbidities, hepatic and renal insufficiency, and age.

Drug e a g Dose Dose Range 0 e
Antidepressants (often use lower doses to treat pain than to treat depression)
Tricyclic Antidepressants
Amitriptyline Neuropathic pain 25 mg po hs 75-150 mg po hs For all: side effects include dry mouth,
(Elavil) (10 mg or less for drowsiness, dizziness, constipation, urinary
elderly) retention, confusion. Titrate dose every few
days to minimize side effects. Avoid in the
elderly. Caution in patients with cardio-
vascular disease.
Notriptyline Neuropathic pain Same as above 75-150 mg po hs Lower side effect profile than amitriptyline.
(Pamelor) Titrate as above.
Desipramine Neuropathic pain Same as above 75-150 mg po hs Lower side effect profile than amitriptyline.

(Norpramin)

Titrate as above.

Selective Serotonin and Norepinephrine Reuptake Inhibitor (SSNRI) Antidepressant

Duloxetine Diabetic peripheral 30 mg 60 mg once daily Should not use with MAOIs. Consider lower
(Cymbalta) neuropathy sustained release starting dose for patients for whom tolerabil-
ity is a concern.
Anticonvulsants
Gabapentin Neuropathic pain 100-300 mg po tid | 300-3600 mg/day in | Adjust dose for renal dysfunction. Usually

(Neurontin)

increase by 100 mg

three divided doses

first choice anticonvulsant. Can cause

tid q 3 days drowsiness. No drug-drug interactions.
Carbamazepine Neuropathic pain 100 mg po bid 400-800 mg/day; Monitor serum levels; multiple drug-drug
(Tegretol) max 1600 mg/day interactions.
Lamotrigine Neuropathic pain 25-50 mg/day 200-600 mg/day Serious skin rashes have been reported.
(Lamictal)

Corticosteroids

Dexamethasone Spinal cord compres- 4-8 mg po q 8-12h | Minimal effective High dose therapy should not exceed 72h.
(Decadron) sion, bony metastases 10-20 mg IV q 6h dose May improve appetite.
Prednisone Spinal cord compres- 5-10 mg po daily or | Minimal effective For cancer pain, continue treatment until

sion, bony metastases

bid

dose

side effects outweigh benefit.

Local An

esthetic

Lidoderm Patch
(Topical Lidocaine)

Post Herpetic Neuralgia

1-3 patches over
painful area(s)

1-3 patches
12h on and 12h off

Patch may be cut to fit painful area(s). Place
only on intact skin.

Other Adjuvant

Baclofen
(Lioresal)

Muscle spasticity

5-10 mg po tid-qid

80-120 mg po in 24h

Caution in renal insufficiency.

Disclaimer: The intent of this guide is to provide a brief summary of commonly used analgesics. It is not a complete pharmacol-
ogical review. All medications should be administered only with physician or licensed allied health provider orders. No liability
will be assumed for the use of this tool.

Reprinted with permission from the Massachusetts Pain Initiative, in partnership with The American Cancer Society.
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Examples of foods that are high in Vitamin K

include:

e Broccoli

e Brussels sprouts

e Green leafy vegetables (e.g., spinach, kale,
collards)

e Mayonnaise

Note: Check with your doctor or pharmacist for
other foods that are high in Vitamin K.

: What side effects should I be aware of when
taking warfarin?

: Since warfarin decreases how fast the body can
form clots, people who are taking warfarin bleed
longer than people who are not taking warfarin,
especially after an injury. Keeping your INR
value in the proper range will decrease your risk
of bleeding.

Note: Even when your INR value is controlled it
is still possible to experience some bleeding.
You may notice minor bleeding, such as:

e Bleeding gums when you brush your teeth

e Bruises forming more easily

e Bleeding from small cuts

These types of minor bleeding are usually
nothing to be concerned about. If the bleeding
becomes bothersome or does not stop within a
few minutes, or if larger bruises form for no
reason, you should call the doctor who manages
your warfarin.

Serious bleeding can be dangerous, so you

should get immediate medical attention from

your doctor, the emergency department, or

911 if you notice any of the following signs of

serious bleeding:

e Vomit that contains blood or looks like
coffee grounds

e When you actually see (red) blood in your
stool or if your stool is dark and tar-like
(The dark color may mean that there is
blood in your stool)

e Urine that is red (could be “blood red” or
any other shade of red — even as light as
faint pink) or urine that is unusually dark

e Coughing up phlegm (mucus) that shows
blood

Other Symptoms to Report Immediately:

e Severe abdominal pain

e Headaches that are severe or won’t go away

e Confusion or decreased alertness

Q: Are there tools I can use to help me safely

take my warfarin?

Included with this newsletter is a safety guide

called “Taking Charge of My Warfarin” that

you can post on your refrigerator. It is meant to

remind you, your family, and caregivers how to

safely take warfarin. This guide:

e Prompts you to talk to your doctor when any
of your medications change

e Reminds you of when to contact your doctor
or seek immediate medical attention

e Provides a space for you to write down your
doctor’s name and phone number

o Offers suggestions for how to best
communicate with your doctor and his/her
staff

: Who published these materials

and why?

This issue of Medication Safety & You was
prepared with support from the Centers for
Medicare & Medicaid Services (CMS), an
agency of the U.S. Department of Health and
Human Services that oversees Medicare and the
Medicare Part D drug benefit.

Medication Safety & You is distributed by Healtt Quality gies, Inc., (HSQI) as part of the New Jersey Drug Safety Initiative (NJDSI). It was originally
developed by IPRO, the Medicare Quality Improvement Organization (QIO) for New York State, and adapted by HQSI. The NJDSl is a project implemented by
HQSI, a not-for-profit company under contract with CMS to improve the quality of healthcare received by Medicare beneficiaries across New Jersey. HQSI
provides this newsletter as a public service only. Any clinical and scientific material presented or referenced here is intended for informational purposes and is
not intended to provide or replace the independent judgment of a qualified healthcare provider. Readers are encouraged to confirm the clinical and scientific
information in this newsletter with other sources. HQSI disclaims any representation or warranty with respect to any treatment or course of treatment based upon
information provided in this newsletter. Volume 1, Issue 1. August 2009
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What are “blood thinners”?

Some prescription medications are commonly
called “blood thinners.” They may also be called
“anticoagulants” (ant-eye-ko-ag’-u-lants).
“Anti” means against, and “coagulant” means
blood clotting. These medications slow the
formation of blood clots and protect the body
from problems caused by unwanted clots. The
blood is not really “thinner,” it just takes a little
longer to clot than usual. Normal clotting is
needed for the body to heal from cuts and other
injuries. Unwanted clotting or harmful clots can
block the flow of blood and cause serious
problems. Certain conditions or diseases
increase the risk of developing clots. Warfarin is
the most commonly prescribed anticoagulant.
Warfarin is the generic name; it is also known
by the brand names Coumadin® and Jantoven®.
This issue of Medication Safety & You discusses
how to safely take warfarin.

: Why is warfarin prescribed?

Warfarin is used to prevent harmful clots from
forming or growing larger and is prescribed for
people at risk for the development of harmful
clots.

@od ﬂn‘ nner?
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You may be at increased risk for harmful

clots if you have:

o Mechanical heart valves

o Atrial fibrillation (a type of irregular
heartbeat)

o Prior history of medical problem resulting
from a harmful clot such as stroke, heart
attack, pulmonary embolism (blood clot in
lungs) and deep vein thrombosis (blood clot
in legs)

: What precautions can I follow while taking

warfarin?

A: The following are important precautions:

o Tell all of your doctors, nurses, dentists,
and pharmacists that you take warfarin,
even if they didn’t prescribe it or fill the
prescription for it, and make sure they know
all your other medications, including over-
the-counter medications, vitamins,
supplements, and herbal products

o Tell your family and close friends that you
are taking warfarin so they can tell your
healthcare providers at times when you
cannot

o Consider keeping a warfarin diary or

KEY POINTS FOR SAFE WARFARIN USE
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Always take warfarin exactly as prescribed

Be sure to have your blood tested (INR test) as often as directed
At every visit, remind your healthcare provider(s) that you take warfarin
Tell the doctor who manages your warfarin about all medications and over-the-counter products, includ-

ing vitamins and supplements that you use

Tell the doctor who manages your warfarin about any changes in the dosage of your medicine(s)
Always maintain your diet by making healthy food choices. Tell your doctor about any major changes

you make in your diet

Consider buying and wearing a medical alert bracelet or necklace that states you take warfarin

Report any increases in bleeding to your doctor

Seek immediate medical attention for serious bleeding, bruising, or any major changes in how you feel
Warfarin, Coumadin®, and Jantoven® are different names for the same medication A




A diary or calendar is a great way to keep track of your warfarin usage.

Q:
A:
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calendar to track your warfarin usage. This
will help prevent missed doses or taking
double doses. Keeping track can be very
simple. Just write down the strength of the
medicine and the date you took it. You
should also write down any international
normalized ratio (INR) tests that are
scheduled and the results. This will help
you and your healthcare providers better
manage your warfarin

o Tell all of your doctors and your dentists
that you take warfarin well in advance of
any surgical or dental procedures.
Depending on the situation, your doctor
may choose to change how you take your
warfarin before and after the procedure

\«

How does warfarin work?

The formation of a blood clot is a complex
process that involves many substances called
“clotting factors.” Warfarin disrupts the clotting
process by blocking the availability of Vitamin
K. Vitamin K is needed to make clotting factors.
Because warfarin makes less Vitamin K
available, it takes longer for clots to form.

: When should warfarin be taken?
: Warfarin should be taken at the same time every

day. You should never adjust your dose of
warfarin or skip doses without being instructed
to do so by your doctor. Always take your
warfarin exactly as prescribed. Missing one

or more doses can affect your health, so it is
important to ask your doctor if he/she has
specific instructions for handling a missed dose(s)
of warfarin. The table on the next page offers
some examples of what to do if you miss a dose.

Page | 2

Q: How does my doctor know what dose is

right for me?

A: Warfarin doses vary from patient to patient and
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can vary from day to day. This is because
everyone’s body reacts to the medication a little
differently. To make sure you are on the right
dose of warfarin, your doctor will do frequent
blood tests called prothrombin time (PT) and
international normalized ratio (INR).

: What are PT and INR tests?
: PT and INR are blood tests that measure how

fast your blood clots. (PT is the time, in seconds,
it takes your blood to clot; INR is the numeric
value that your doctor will report to you.)

These tests are used to monitor how well your
warfarin is working and help your doctor decide
if he or she needs to change your warfarin dose.
When the INR number is too high, there is an
increased chance of bleeding; when the INR
number is too low, harmful blood clots may not
be prevented. Blood tests will be needed for as
long as you are on warfarin. Generally, you
should have an INR test at least once a month
when your INR is in the target range. Your
doctor will decide what INR range is ideal

for you.

Q: Is it all right to take other medications with

my warfarin?

A: Many medications can affect how well warfarin

works. Some medications will increase the
effects of warfarin, making the risk of bleeding
higher. Other medications can decrease the
effects of warfarin, increasing the risk of blood
clots. Even medications that you buy without a
prescription can affect your warfarin. It is
impossible for you to know how a medication
will affect you and your INR value.

It is very important to let the doctor who
manages your warfarin know about all the
medications you are taking (prescription
drugs or over-the-counter products including
vitamins or supplements). You also need to let
all of your healthcare providers (including
other doctors, pharmacists, and nurses) know
that you are taking warfarin.

Common prescription drugs known to affect

warfarin include:

e Antibiotics (commonly used to fight
bacterial infections)

Examples of what to do when you miss a dose(s) of warfarin:*

What if... Then do this...

You forget to take one dose, and o Take your warfarin as soon as you remember
realize it later the same day. e Call your doctor, if you have been instructed to do so
You forget to take one dose, and e Skip the missed dose and take your next scheduled dose as

don’t realize it until the next day.

directed

e Never take a double dose to make up for a missed dose.
Doubling the dose can be dangerous

e (Call your doctor, if you have been instructed to do so

e Record the date and dose missed in your medication diary or
on your calendar

You miss two or more warfarin doses. | e Call your doctor for instructions
e Record the date and dose missed in your medication diary or
on your calendar

You miss a dose(s) for a specific e Talk to your doctor and pharmacist about why you are
reason: missing doses so they can help you

e Illness (e.g., vomiting)

e Money (e.g., too expensive)

e Can’t get to the pharmacy (e.g.,
no transportation)

*For general information only. Ask your doctor for specific instructions.

e Anti-fungals (commonly used to fight
fungus infections)
e Some heart medications

Common over-the-counter (non-prescription)

medications known to affect warfarin include:

e Pain relievers (e.g., aspirin, ibuprofen, [Advil®,
Motrin®]; naproxen [Aleve®, Naprosyn®])

e Herbal products (e.g., fish oils, ginseng,
gingko, glucosamine, and St. John’s Wort)

e Certain stomach acid-reducing products
(e.g., cimetidine, [Tagamet®])

e Multivitamins

It is very important to check with your
healthcare provider before taking any
over-the-counter product.

Certain drugs, when used with warfarin, can
increase your bleeding risk even if your PT/INR
has not changed. Drugs like aspirin, Plavix®, and
many pain relievers (ibuprofen, naproxen) alone
can cause bleeding. When used with warfarin,
this risk is increased, even if your PT/INR is
within the desired range.

Some people need to be on low-dose aspirin

or Plavix” along with their warfarin to treat a
specific medical condition. These people should
be monitored extra closely for signs of bleeding.
If you need a pain reliever, do not start or
stop one without first consulting your
physician.

Q: Do I need to avoid any certain foods/

vitamins while taking warfarin?

A: The Vitamin K that you get from food and

multivitamins helps your blood clot, but warfarin
does just the opposite. Warfarin works against
Vitamin K to keep the blood from clotting. Too
much Vitamin K can make warfarin less
effective.

You can still eat healthy foods that contain
Vitamin K. The most important thing is to keep
your diet the same, as you should try to eat about
the same amount of these types of food each day.
You should let your doctors know if you have
any major changes to your diet or appetite for
any reason, including illness.
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Patient Medication Safety Card Clinician:

Patient Name (Last Name, First Name) & MRN: Gender: Agency Name / Branch:
O
Date: / / Time In: Time Out: DOB: / /
Pharmacy: Phone: ( ) =
Allergies
[ Allergic to: | NKA (Food/Drug/Latex) [ Sensitive to:

Immunizations

Pneumonia ¢ Yes Mo  Unknown Date: Additional: " Yes " No ¢ Unknown  Date:
Flu  Yes Mo ¢ Unknown  Date: Additional: " Yes "MNo ¢ Unknown  pate:
Tetanus (" Yes (" Mo ¢ Unknown  Date: Comments:

TB " Yes " Mo ¢ Unknown Date:

TBExposure { Yes  No (" Unknown  Date:
HepatitisB " Yes ¢ Mo " Unknown Date:

Current Medications

Start Date Medication / Dose / Form Freqguency / Route
01 LS
02 [~ LS
03 [ LS
04 [T Ls
05 LS
06 [T LS
07 [T LS
08 LS
09 [ LS
10 LS
11 LS
12 [~ LS
13 [~ LS
14 [T LS
15 [ LS
16 LS
17 [T LS
18 [ LS
19 [ LS
20 [ LS

(LS) = Long Standing

Medications reconciled by: Date: Time:

Physician contact regarding medications discrepancies: N/A (No discrepancies) Yes No. Please explain:

Action taken: Yes Mo. Please explain:

Clinician Signature

Signature Date

Medication Review Acknowledgement: All medications the patient is currently using have been reviewed for potential adverse events and drug reactions, including
ineffective drug therapy, significant side effects, significant drug interactions, duplicate drug therapy. and noncompliance with drug therapy.




Medication Management Care Planning Tool

Purpose: To improve assessment of patient’s medication
management performance and assist selecting strategies
to support improved medication management

Patient Behavior or Comments

Problem/ Barrier

Assess

Strategies/Interventions

e Fills only some prescriptions

e Takes only some medications

e ‘| don’t want to be on a lot of medications.”

e ‘Il don’t think it's good for me to take
medications.”

e Someone | know took pills like those and got
worse so | don’t want to take them.”

Fearful or anxious
about addiction or
dependence OR
Fearful of
undesired effects
of medications

Allow/encourage
patient to express,
elaborate on concerns
Fear or anxiety is a
legitimate emotional
inability to take some or
all meds

RN referral to address fears,
provide education on purpose,
effects, and side effects of
medication(s)

SW referral for brief counseling
related to fears/anxiety

Rule out financial barriers

e ‘I have trouble reading all that stuff on the
bottles.”

e Resists requests to read information on
medication labels or other medication

Limited literacy

Ask if patient learns
better by hearing,
seeing demo or reading
Assess reading ability

OT referral to address
alternate means of information
acquisition

Try visual model of

information to determine literacy meds/dosages (i.e. picture of
(how does patient meds for times and dosage)
manage other print Try audio recordings of med
information?) instructions
If instruction too complicated
for model or audio recording,
enlist caregiver to supervise
complex dosing
e ‘| have trouble reading the labels.” e Visual impairment Does patient have/use Consult pharmacy re: system

e ‘I can’t tell which pill is which, they look alike.”
e Unable to:
o read information on container OR
o read other instructional material OR
o discern shapes/shadings or discriminate
between pills

corrective lenses?
Does patient have/use
magnification beyond
corrective lenses?

to color code or apply large
print or high contrast label to
containers

OT referral for low vision
compensation strategies

Large print/high contrast model
(example) for dosing or filling
mediplanner

With assistance from Carol Siebert, MS, OTR/L, FAOTA and Karen Vance, OTR, this material was developed by and is distributed by the West Virginia Medical Institute, the Quality Improvement
Organization supporting the Home Health Quality Improvement National Campaign, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health
and Human Services. The contents presented do not necessarily reflect CMS policy. Publication Number: 9SOW-WV-HH-BBK-032410. App. 01/10.



“I have trouble swallowing pills, especially those
big ones.”

Patient coughs or gags when attempting to take
pills

Patient is on a modified diet for dysphagia

Medication Management Care Planning Tool

Dysphagia or
uses technique
that risks
aspiration

Is patient on dysphagia
diet?

Observe patient’s
technique to
administer/swallow pills
and if coughing or gag
occurs

SR
&2

OT or SLP consult for
swallowing eval and dysphagia
intervention
Consult with pharmacist to
determine if:
o Meds can be crushed,
or cut
o Meds can be
administered in
semisolids
(pudding/applesauce)
o Med is available in a
different form i.e. liquid
o Med is available in a
smaller size?

Patient leaves pill containers open or leaves pills
out of containers

Patient doesn’t take meds if containers are
securely capped

Patient can’t open caps or close securely, or
spills contents when trying to open container

“I can’t get the bottles open”

Fine motor skills
(grasp, dexterity)
impairment and/or
joint pain

Observe performance

OT referral to analyze and
simplify task

Consult with patient, family and
pharmacist re: appropriateness
of non-child proof containers
Explore other dispensing
containers (eg. punch packs)
Consider having pharmacist or
caregiver set up mediplanner
with easy-open compartments

With assistance from Carol Siebert, MS, OTR/L, FAOTA and Karen Vance, OTR, this material was developed by and is distributed by the West Virginia Medical Institute, the Quality Improvement
Organization supporting the Home Health Quality Improvement National Campaign, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health
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Medication Management Care Planning Tool &P&@

Patient Behavior or Comments Problem/ Barrier Assess Strategiesllnterventions
e ‘| remember my medications in the morning but| | ¢ May be a e Assess for presence e Rule out cognitive (memory)
forget about those new ones I’'m supposed to cognitive/memory and consistency of impairment: does the patient
take later in the day.” impairment but routine and if there are have problems remembering

e “Sometimes | remember to take my pills and also: alternate routines (eg other daily tasks?
sometimes | don’t.” e Lack of dialysis or attending e OT referral to assess for
“Some days | get up early and other days | stay established day program) presence and stability of

in bed all day.”

Patient has few routines or daily routine varies
on different days of the week

New meds or new dosing times have been
added to existing medication schedule

Patient is missing new dosing times but seldom
misses long established dosing times

routine limits
ability to routinize
medications OR
Patient has
established
routine on some
days (and takes
meds) but not on
other days OR
Additional dosing
times are not yet
routinized

What are the routines
associated with dosing

times that patient
seldom misses
What interrupts
successful routines

routines and to incorporate
new dosing times into
established routines

Consult with prescriber re:
options for reducing number of
dosing times or synchronizing
dosing times with most stable
and consistent daily routines
Consider portable (1 day)
mediplanner to take along on
days when routine is different
or locate second mediplanner
in location where patient will be
at later dosing time

“l just can’t remember to take my medications.”
“I can’t keep track of whether | took my
medications or not.”

Pill count shows many doses missed or fewer
doses left than refill date indicates

Patient exhibits memory deficits in other
activities

Memory disorder
(temporary or
permanent)

Rule out reversible
causes of memory
problems (UTI,
medication
interactions,
overdosing, use of

OTC meds affecting

cognitive status)

Assess for depression
Assess for cognitive

impairment

Consult with
physician/prescriber re:

o UTI

o Interactions

o Beers list meds
OT or SLP referral for cognitive
assessment
OT or SLP referral for
alternative storage/dispensing
devices
Consider use of pre-filled
mediplanner to provide visual
reminder
Work with caregivers on
strategies to involve patient in
medication administration but
reduce risk of over or
underdosing

With assistance from Carol Siebert, MS, OTR/L, FAOTA and Karen Vance, OTR, this material was developed by and is distributed by the West Virginia Medical Institute, the Quality Improvement
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Medication Management Care Planning Tool

&P&aﬂ

Patient Behavior or Comments

Problem/ Barrier

Assess

Strategiesllnterventions

“My (daughter/friend/spouse, etc) gives me my
medicine when | need it. | don’t even think about
it.”

“My (daughter/spouse/family) doesn’t want me to
take my medicine without help.

Caregivers express anxiety or resistance to
having self-administer medications

Lack of
knowledge about
medications

Risk of over or
undermedicating if
knowledgeable
caregiver is not
present

Knowledge of
purpose/dosing of
each medication
Alternatives patient or
caregivers have
established in case
caregiver is not
present

Observe patient
demonstrating physical
task of dispensing and
administering
medication

Work with patient and
caregiver to engage patient in
all aspects of administration
that s/he is capable of
performing

Work with patient and
caregivers on strategies to
ensure that patient can safely
and accurately administer PRN
medications

“It's too much trouble to go to the
(bathroom/kitchen/etc) to get my medicines.”

“l can only go up and down the stairs once a day
so | can’t get back there to take my medicine.”
“We have to keep my pills where the children
can’t get them, but then it's hard for me to
reach.”

Patient is unable to access or has difficulty
accessing where medications are stored

Medications are
inaccessible

Ask patient to retrieve
medications (instead of
having them out prior
to your visit)

Observe retrieval and
patient’s endurance,
mobility, balance,
reach to successfully
retrieve meds

Work with patient and
caregivers on options to store
medications where they are
accessible to patient at all
dosing times but not accessible
to children, pets or adults with
cognitive impairment

OT or PT referral to improve
activity tolerance and/or
mobility

OT referral to develop
environmental adaptations to
optimize medication
accessibility

With assistance from Carol Siebert, MS, OTR/L, FAOTA and Karen Vance, OTR, this material was developed by and is distributed by the West Virginia Medical Institute, the Quality Improvement
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Table 1. 2002 Criteria for Potentially Inappropriate Medication Use in Older Adults: Independent of Diagnoses or Conditions

Severity Rating

Drug Concern (High or Low)

Propoxyphene (Darvon) and combination products Offers few analgesic advantages over acetaminophen, yet has the Low

(Darvon with ASA, Darvon-N, and Darvocet-N) adverse effects of other narcotic drugs.

Indomethacin (Indocin and Indocin SR) Of all available nonsteroidal anti-inflammatory drugs, this drug High
produces the most CNS adverse effects.

Pentazocine (Talwin) High
Narcotic analgesic that causes more CNS adverse effects, including
confusion and hallucinations, more commonly than other narcotic
drugs. Additionally, it is a mixed agonist and antagonist.

Trimethobenzamide (Tigan) One of the least effective antiemetic drugs, yet it can cause High
extrapyramidal adverse effects.

Muscle relaxants and antispasmodics: Most muscle relaxants and antispasmodic drugs are poorly tolerated High

methocarbamol(Robaxin), carisoprodol (Soma), by elderly patients, since these cause anticholinergic adverse effects,

chlorzoxazone (Paraflex), metaxalone (Skelaxin), sedation, and weakness. Additionally, their effectiveness at doses

cyclobenzaprine (Flexeril), and oxybutynin (Ditropan). Do |tolerated by elderly patients is questionable.

not consider the extended-release Ditropan XL.

Flurazepam (Dalmane) This benzodiazepine hypnotic has an extremely long half-life in High
elderly patients (often days), producing prolonged sedation and
increasing the incidence of falls and fracture. Medium- or short-acting
benzodiazepines are preferable.

Amitriptyline (Elavil), chlordiazepoxide-amitriptyline _ . . _ . _ High

(Limbitrol), and perphenazine-amitriptyline (Triavil) Because of its strong anticholinergic and sedation properties,
amitriptyline is rarely the antidepressant of choice for elderly patients.

Doxepin (Sinequan) Because of its strong anticholinergic and sedating properties, High
doxepin is rarely the antidepressant of choice for elderly patients.

Meprobamate (Miltown and Equanil) This is a highly addictive and sedating anxiolytic. Those using High
meprobamate for prolonged periods may become addicted and may
need to be withdrawn slowly.

Doses of short-acting benzodiazepines: doses greater Because of increased sensitivity to benzoadiazepines in elderly High

than lorazepam (Ativan), 3 mg; oxazepam (Serax), 60
mg; alprazolam (Xanax), 2 mg; temazepam (Restoril), 15
mg; and triazolam (Halcion), 0.25 mg

patients, smaller doses may be effective as well as safer. Total daily
doses should rarely exceed the suggested maximums.




Table 1. 2002 Criteria for Potentially Inappropriate Medication Use in Older Adults: Independent of Diagnoses or Conditions

Severity Rating

Drug Concern (High or Low)

Long-acting benzodiazepines: chlordiazepoxide (Librium),| These drugs have a long half-life in elderly patients (often several High

chlordiazepoxide-amitriptyline (Limbitrol) clidinium- days), producing prolonged sedation and increasing the risk of falls

chlordiazepoxide (Librax), diazepam (Valium), quazepam |and fractures. Short- and intermediate-acting benzodiazepines are

(Doral), halazepam (Paxipam), and chlorazepate preferred if a benzodiazepine is required.

(Tranxene)

Disopyramide (Norpace and Norpace CR) Of all antiarrhythmic drugs, this is the most potent negative inotrope High
and therefore may induce heart failure in elderly patients. It is also
strongly anticholinergic. Other antiarrhythmic drugs should be used.

Digoxin (Lanoxin) (should not exceed 0.125 mg/d except |Decreased renal clearance may lead to increased risk of toxic Low

when treating atrial arrhythmias) effects.

Short-acting dipyridamole (Persantine). Do not consider |May cause orthostatic hypotension. Low

the long-acting dipyridamole (which has better properties

than the short-acting in older adults) except with patients

with artificial heart valves

Methyldopa (Aldomet) and methyldopa- May cause bradycardia and exacerbate depression in elderly High

hydrochlorothiazide (Aldoril) patients.

Reserpine at doses 0.25 mg May induce depression, impotence, sedation, and orthostatic Low
hypotension.

Chiorpropamide (Diabinese) It has a prolonged half-life in elderly patients and could cause High
prolonged hypoglycemia. Additionally, it is the only oral hypoglycemic
agent that causes SIADH.

Gastrointestinal antispasmodic drugs: dicyclomine Gl antispasmodic drugs are highly anticholinergic and have uncertain High

(Bentyl), hyoscyamine (Levsin and Levsinex), effectiveness. These drugs should be avoided (especially for long-

propantheline (Pro-Banthine), belladonna alkaloids term use).

(Donnatal and others), and clidinium-chlordiazepoxide

(Librax)

Anticholinergics and antihistamines: chlorpheniramine All nonprescription and many prescription antihistamines may have High

(Chlor-Trimeton), diphenhydramine (Benadryl),
hydroxyzine (Vistaril and Atarax), cyproheptadine
(Periactin), promethazine (Phenergan), tripelennamine,
dexchlorpheniramine (Polaramine)

potent anticholinergic properties. Nonanticholinergic antihistamines
are preferred in elderly patients when treating allergic reactions.




Table 1. 2002 Criteria for Potentially Inappropriate Medication Use in Older Adults: Independent of Diagnoses or Conditions

Severity Rating

Drug Concern (High or Low)

Diphenhydramine (Benadryl) May cause confusion and sedation. Should not be used as a High
hypnotic, and when used to treat emergency allergic reactions, it
should be used in the smallest possible dose.

Ergot mesyloids (Hydergine) and cyclandelate Have not been shown to be effective in the doses studied. Low

(Cyclospasmol)

Ferrous sulfate 325 mg/d Doses 325 mg/d do not dramatically increase the amount absorbed Low
but greatly increase the incidence of constipation.

All barbiturates (except phenobarbital) except when used [Are highly addictive and cause more adverse effects than most High

to control seizures sedative or hypnotic drugs in elderly patients.

Meperidine (Demerol) High
Not an effective oral analgesic in doses commonly used. May cause
confusion and has many disadvantages to other narcotic drugs.

Ticlopidine (Ticlid) Has been shown to be no better than aspirin in preventing clotting High
and may be considerably more toxic. Safer, more effective
alternatives exist.

Ketorolac (Toradol) Immediate and long-term use should be avoided in older persons, High
since a significant number have asymptomatic Gl pathologic
conditions.

Amphetamines and anorexic agents These drugs have potential for causing dependence,hypertension, High
angina, and myocardial infarction.

Long-term use of full-dosage, longer half-life, Have the potential to produce Gl bleeding, renal failure, high blood High

non—-COX-selective NSAIDs: naproxen (Naprosyn, pressure, and heart failure.

Avaprox, and Aleve), oxaprozin (Daypro), and piroxicam

(Feldene)

Daily fluoxetine (Prozac) Long half-life of drug and risk of producing excessive CNS High
stimulation, sleep disturbances, and increasing agitation. Safer
alternatives exist.

Long-term use of stimulant laxatives: bisacodyl May exacerbate bowel dysfunction. High

(Dulcolax), cascara sagrada, and Neoloid except in the
presence of opiate analgesic use




Table 1. 2002 Criteria for Potentially Inappropriate Medication Use in Older Adults: Independent of Diagnoses or Conditions

Severity Rating

Drug Concern (High or Low)
Amiodarone (Cordarone) Associated with QT interval problems and risk of provoking torsades High
de pointes. Lack of efficacy in older adults.
Orphenadrine (Norflex) Causes more sedation and anticholinergic adverse effects than safer High
alternatives.
Guanethidine (Ismelin) May cause orthostatic hypotension. Safer alternatives exist. High
Guanadrel (Hylorel) May cause orthostatic hypotension. High
Cyclandelate (Cyclospasmol) Lack of efficacy. Low
Isoxsurpine (Vasodilan) Lack of efficacy. Low
Nitrofurantoin (Macrodantin) Potential for renal impairment. Safer alternatives available. High
Doxazosin (Cardura) Potential for hypotension, dry mouth, and urinary problems. Low
Methyltestosterone (Android, Virilon, and Testrad) Potential for prostatic hypertrophy and cardiac problems. High
Thioridazine (Mellaril) Greater potential for CNS and extrapyramidal adverse effects. High
Mesoridazine (Serentil) CNS and extrapyramidal adverse effects. High
Short acting nifedipine (Procardia and Adalat) Potential for hypotension and constipation. High
Clonidine (Catapres) Potential for orthostatic hypotension and CNS adverse effects. Low
Mineral olil Potential for aspiration and adverse effects. Safer alternatives High
available.
Cimetidine (Tagamet) CNS adverse effects including confusion. Low
Ethacrynic acid (Edecrin) Potential for hypertension and fluid imbalances. Safer alternatives Low
available.
Desiccated thyroid Concerns about cardiac effects. Safer alternatives available. High
Amphetamines (excluding methylphenidate hydrochloride [CNS stimulant adverse effects. High
and anorexics)
Estrogens only (oral) Evidence of the carcinogenic (breast and endometrial cancer) Low

potential of these agents and lack of cardioprotective effect in older
women

Abbreviations: CNS, central nervous system; COX, cyclooxygenase; Gl, gastrointestinal; NSAIDs, nonsteroidal anti-inflammatory drugs; SIADH,

syndrome of inappropriate antidiuretic hormone secretion.






