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EXPECTED STAFF (Cognitive) COMPETENCIES

1. Describe the demographics of medication usage in older adults.

2. Identify physiologic changes of aging and their effects on drug absorption, distribution, and clearance.

3. Describe adverse reactions to medications commonly occurring in older adults.

4. Identify iatrogenic problems associated with multigeriatric syndromes and their medication regimens.

5. Discuss strategies for preventing polypharmacy and enhancing medication compliance / adherence.

6. Develop an understanding of the complex cost issues related to medications for older adults.

7. Discuss effects of tricyclic antidepressant drugs on older persons.

EXPECTED STAFF (Clinical) COMPETENCIES
	Behaviors
	How validated
	Novice
	Advanced Beginner
	Competent
	Proficient
	Expert

	1. Identify an older adult in the community, review the number of prescription, nonprescription drugs, and other remedies the client is regularly taking and assess the person’s knowledge about side effects and possible adverse reaction; 

2. Plan educational strategy.
	Review documentation of medication review for prevention of iatrogenesis.

Review education plan for the selected older adult client; review documentation of teaching strategies and follow up with patient to evaluate teaching effectiveness.
	
	
	
	
	

	3. Evaluate the total cost per month of generic and name brand drugs, and review the health payment reimbursement available to a selected older adult in any health care setting.
	Review report; comparing costs; presentation to senior citizens and health care professionals about the cost of medications for older adults.
	
	
	
	
	

	4. Review pharmacy handouts and discuss whether they are easy to understand, whether you believe they are useful for the older adult.  Pay attention to reading level. (See Module on Teaching Older Adults).
	Review of documentation and evaluation of pharmacy review.
	
	
	
	
	


Competency 1.  Describe the demographics of medication usage in older adults.

A. The term polypharmacy means "many drugs" and is used to indicate the use of more medication than is clinically indicated or warranted.  No specific number of drugs is indicated but in some studies, the use of five or more drugs is defined as polypharmacy.  Although the concurrent use of several drugs is not uncommon in the older adult population because of increasing prevalence of chronic illness among older adults, the level of medication use is usually appropriate and intended to be therapeutic.  However, it increases drug interactions, adverse drug effects, and non compliance to prescribed medication regimen.  In addition, older patients with multiple disease states have altered ability to metabolize and excrete drugs; have sensory and cognitive deficits, and often complex medication regimens present a challenge to those caring for them.  Polypharmacy can predispose anyone to taking medications incorrectly (i.e., wrong dose, wrong time, and wrong purpose).

B. In 2000, older adults made over 200 million visits to the doctor either in private offices or hospital outpatient clinics.  No drugs were prescribed in about a third of the visits; in another third, one or two drugs were prescribed; and for the remaining third, three or more drugs were prescribed.

C. What are the factors that can lead to polypharmacy?
C.1. Both patient and physician factors result in over-prescribing of drugs;  Physician factors that play a role in polypharmacy include:

C.1.1. presuming that patients expect prescription medications;

C.1.2. prescribing drugs without sufficiently investigating clinical situations;

C.1.3. providing unclear, complex, or incomplete instructions on how to take a medicine;

C.1.4. not simplifying medication regimens as much as possible;

C.1.5. not conducting a medication review with the patient on a regular basis;

C.1.6. ordering automatic refills without adequate follow-up; and

C.1.7. a lack of knowledge of geriatric clinical pharmacology can lead to inappropriate prescribing.

C.2. Patient Factors include:

C.2.1. Seeing multiple physicians and using multiple pharmacies.  This leads to incomplete knowledge by physicians of all the drugs a patient is taking;

C.2.2. Hoarding of medications and insisting on taking medications that may no longer be appropriate;

C.2.3. Patients not accurately reporting all medicines that they are concurrently taking, or symptoms they are experiencing (that might be drug induced); this can result in duplicate prescriptions or treating drug effects with additional drugs;

C.2.4. Patients tend to assume that once most medications are started, they should be continued indefinitely;

C.2.5. Changes in patient’s daily habits may affect the action of medications, such as smoking, changes in activity level, food and fluid intake.

D. Polypharmacy leads to the following problems:

D.1. More adverse drug reactions (10% to 12% of those admitted to medical services), mostly due to over-the-counter medications.  The most consistent risk factor for adverse drug reactions is the number of drugs being taken and the risk rises exponentially as the number of drugs increases.

D.2. Drug-drug interactions

D.3. Decreased medication compliance

D.4. Poor quality of life, and

D.5. Unnecessary drug expense

E. A typical older adult in the United States takes 4 to 5 prescription and 2 over-the-counter drugs at a time, and fills 12 to 17 prescriptions per year.
  Older adults use the greatest number of nonprescription over-the-counter (OTC) medications. Ambulatory older adults use 2 to 4 prescription drugs regularly.  Long-term care residents use 2 to 10 prescription drugs regularly.

F. Older adults comprise 12% of the U.S. population, yet receive 32% of all prescription drugs dispensed.  Older adults are consumers of 25% to 30% of all prescription medications, and 40% of all nonprescription medications.

G. The Social Security Administration reported that the major sources of income for older adults included: (1) Social Security (91%); (2) assets (95%); (3) public and private pensions (about 40%); and earnings (22%).
  While on fixed income, older Americans spent 12.8% of their total expenditures on health, more than twice the proportion spent by all consumers (5.8%).  In 2002, more than 3 billion prescriptions were filled in the United States at a cost of $138 billion, an 11% increase from 2001.
  Health costs incurred on average by older consumers in 2001 consisted of $1,886 (53%) for insurance, $955 (27%) for drugs, and $582 (16%) for medical services, and $163 (5%) for medical supplies.

Competency 2.  Identify physiologic changes of aging and their effects on drug absorption, distribution, and clearance.

A. Normal physiologic changes that affect absorption include delayed gastric emptying, decreased gastric acidity, and decreased splanchic blood flow.  Absorption is not significantly altered with age, but may be delayed, postponing onset of action and peak effect of medications.

B. Normal physiologic changes that affect drug distribution include a higher percentage of fat compared to lean body mass, a decrease in total body water, and decreased plasma albumin concentration.

C. Changes in body composition affect the serum concentrations of water-soluble drugs and changes in fat mass affect fat-soluble medications.

D. Normal physiologic changes that affect drug clearance include altered liver metabolism of certain drugs and decreased renal excretion of drugs.

Competency 3.  Describe adverse reactions to medications commonly occurring in older adults.

A. Research suggests that adverse drug events are due more to the number of drugs used by an older adult than to the effects of aging.  Medication toxic effects and drug related problems can have medical and safety consequences for older adults.  A study conducted by the U.S. Consensus Panel of Experts identified 48 medications or classes of medications to avoid, 20 diseases and conditions and medications to be avoided in older adults with these conditions.  Of all potentially inappropriate drugs, the panel considered 66 to have adverse outcomes of high severity when used in older adults.
  

B. Changes in pharmacokinetics may adversely affect and older adult’s cognitive status.

C. Drug reactions produce effects that simulate the conventional image of growing old such as, unsteadiness, dizziness, confusion, nervousness, fatigue, insomnia, drowsiness, falls, depression, incontinence, and malaise.  Misuse of drugs is the fifth leading cause of death in older adults.

C.1. Falls may occur from orthostatic hypotension.  This is accompanied / preceded by dizziness and unsteadiness.

C.2. Confusion and disorientation can result from inappropriate dosages.

C.3. Hepatic toxicity may result from medications and/or drug-drug interactions.

C.4. Renal toxicity may result from medications and/ or drug-drug interactions.

D. Drug dosing based on a patient’s Creatinine clearance can reduce possible side effects including renal failure.

E. FORMULA:
(Ideal Body Weight) (140 – age)




    72 X Serum Creatinine

Competency 4.  Identify iatrogenic problems associated with multigeriatric syndromes and their medications regimens.

A. Drugs with anticholinergic side effects can cause confusion, orthostatic hypotension, dry mouth, blurred vision, and urinary retention.

B. Tricyclics, which are sedating, may cause confusion and unstable gait.

C. Antiemetics, such as phenothiazine may cause confusion, orthostatic hypotension, blurred vision, falls, dry mouth, and urinary retention.

D. Digoxin can be controversial medication with the elderly due to toxicity that may occur even with normal serum concentrations.

E. H2 blockers require dose reduction in older adults to prevent confusion.

F. Long-acting benzodiazepines may have half-lives prolonged as much as four days and cause central nervous system toxicity.

G. Older adults are more sensitive to narcotics.  Doses need to be started low, with careful attention to preventing constipation.  Motto: Start Low; Go Slow
Competency 5.  Discuss strategies for preventing polypharmacy and enhancing medication compliance / adherence.

A. Older persons taking multiple medications on a daily basis with complex regimens might require social / nursing support.

B. Why are older adults noncompliant?  Older adults may be noncompliant due to changes in cognition, living alone without social supports, insufficient funds to purchase medications, depression, and declining function.

C. Enhancing medication compliance.  In order to improve medication compliance, it is important to pay careful attention to patient education including written instructions; to be sensitive to factors in the environment, such as lack of money to purchase medication, and counseling the client to take the medication as ordered even though she or he is “feeling good.”

D. Improve provider-patient communication so that older adults can become more adept at self-care.  Patient need more time from physicians and pharmacists than is typically available, and with older patients the time needed can be substantial.  Health-illiterate patients especially suffer and could use simpler, easily understandable information.

E. Pill sharing among older adults should be discouraged.

F. Assess other remedies (natural homeopathic, herbal, and cultural) that older adults may also be using.

G. Support systems such as medication event monitoring systems (MEMS), pill boxes, and prepoured medications, friendly calls, and pill counts might improve compliance.

H. At least yearly, and more often if indicated, ask older adult patients to bring in all medications for review:

H.1. prescription and over-the-counter drugs 

H.2. vitamins 

H.3. supplements 

H.4. herbal preparations and review the need for each medication 

Competency 6.  Develop an understanding of the complex cost issues related to medications for older adults.

A. Although Medicare beneficiaries with drug coverage spend substantially less out-of-pocket ($310 / year) on drugs than those without such coverage ($590 / year), having supplemental coverage does not necessarily protect Medicare beneficiaries from high out-of-pocket costs.

B. About 65% of noninstitutionalized Medicare beneficiaries have some form of prescription drug coverage.  Almost 60% of them have employer-sponsored or individualized purchased private policies.  About 20% have Medicare + Choice HMO, and about 20% receive supplemental coverage from state Medicaid programs, or other public programs.

C. The U.S. government’s largest drug-benefit program, Medicaid, provides prescription coverage for 11% of poor persons in the United States.  Older adults without Medicaid often lack the resources to pay for their medications, and poor, older adults without adequate prescription coverage have suffered disproportionately because of insufficient prescription coverage.  Older adults who can pay for their prescriptions have fixed incomes and therefore increasingly lose discretionary money as prescription costs increase.

D. Medicare-Approved Prescription Drug Discount Card Program. (www.medicare.gov)
On December 8, 2003, President George W. Bush signed into law the Medicare Prescription Drug, Improvement and Modernization Act of 2003.  This act will immediately provide Medicare beneficiaries with discounts on their prescription drugs and provide comprehensive Medicare prescription drug coverage effective January 1, 2006.  In May 2004, Medicare beneficiaries were able to enroll in a Medicare-approved discount card program (The Discount Card), which is not a comprehensive Medicare prescription drug benefit, but a voluntary and temporary program, to provide immediate assistance in lowering prescription drug costs for Medicare beneficiaries during 2004 and 2005.  Here’s how it works.  

D.1. Medicare will contract with private companies to offer new drug discount cards that will save 10% to 25% on prescription drugs.

D.2. The Medicare recipient will choose a prescription drug plan and pay a premium of about $35.00 a month

D.3. The Medicare recipient will pay the first $250.00 deductible

D.4. Medicare will pay 75% of costs between $250.00 and $2,250.00 in drug spending.  The recipient will pay only 25% of these costs.

D.5. The Medicare recipient will pay 100% of the drug costs above $2,250 until one reaches $3,600.

D.6. Medicare will pay about 95% of the costs after the recipient has spent $3,600

E. Medicaid Prescription Drug Coverage.
E.1. Medicaid provides prescription drug coverage for almost 6 million low-income Medicare beneficiaries or 15% of the Medicare population.  While older adults and people with disabilities are only 25% of Medicaid enrollees, they account for 80% of Medicaid prescription drug spending.

E.2. All states use a combination of pharmaceutical cost and utilization cost strategies. These include:

E.2.1. Formularies / Preferred Drug List– states can establish Medicaid formularies or preferred drug list, which includes drugs manufactured by firms participating in the federal rebate program

E.2.2. Pre-authorization – states can require prior approval before a drug is dispensed.  Authorization requests must be decided upon with 24 hours, and a 72-hour supply of medicine must be available in emergencies, and a state must have a mechanism for the appeal of denial.

E.2.3. Generic Substitution – Most states require generic substitution when possible, and many also encourage the use of generics through differential beneficiary co-payments, ingredient reimbursement and dispensing fees to pharmacists, and provider education.

E.2.4. Fail First – In 2003, 28 states required patients to receive and fail on an older or less expensive drug before they were authorized to receive a more expensive option.

E.2.5. Dispensing Limits – Most states limit the quantity of medications that can be dispensed per prescription, and on the number of refills per prescription, and the number of prescriptions one can have at one time.

E.2.6. Federal Drug Rebate Program - Created by the Omnibus Budget Reconciliation Act (OBRA) of 1990, the Medicaid Drug Rebate Program requires a drug manufacturer to enter into and have in effect a national rebate agreement with the Secretary of the Department of Health and Human Services for States to receive federal funding for outpatient drugs dispensed to Medicaid patients.  The drug rebate program is administered by CMS's Center for Medicaid and State Operations (CMSO).  This program was amended by the Veterans Health Care Act of 1992 (VHCA), which required drug manufacturers to enter a pricing agreement with the Secretary of Health and Human Services for the Section 340B Drug Pricing Program, which is administered by the Health Resources and Services Administration.  A drug manufacturer must sign an agreement with these two programs in order to have its drugs covered by Medicaid.

E.2.7. Imposition of Co-Payments.  Many states impose co-payments for prescription drugs, ranging from $0.50 to $5.00.  Although the federal Medicaid statute allows states to impose ‘nominal’ co-payments, restrictions apply.  

E.3. HMOs generally require beneficiaries to get their prescriptions filled at pharmacies that have entered into a contract with the managed care plan.  These pharmacies may be large chains that can afford to offer medications at discounted prices.  Some beneficiaries may find that they can no longer get their prescription at their local drug store, and may have to travel far to obtain their medications.

E.4. Contracts between state Medicaid agencies and managed care plans often fail to specify the definition of medically necessary care.  Because of this, the managed care plan may be inappropriately denying payment for prescription drugs.

F. What do older adults do to save money on prescription drugs?
F.1. Cut medications in half

F.2. Borrow money from friends

F.3. Discontinue certain medications because they feel good

Competency 7.  Discuss effects of tricyclic antidepressant drugs on older persons.

A. Tricyclic antidepressants are known to cause adverse anticholinergic effects in older adults.

B. Caution in use and dosage is required in people being treated for glaucoma and cardiac conduction disturbances.

C. Hypotension, tachycardia, and arrhythmia are potential adverse side effects.

D. In some cases, tricyclic antidepressants may cause sedation, fatigue, anxiety, confusion, insomnia, impaired cognitive function, seizures; extrapyramidal symptoms are possible; moderate to marked sedation can occur (tolerance to these effects is common).

Learning Activity.  Case Study
Ms. S is an 86-year-old who lives in a third-floor walk-up apartment.  She is currently being treated for her hypertension, diabetes, and congestive heart failure.  She is on the following medications:

Digoxin 0.25 mg. once daily

Lasix 40 mg. once daily

Inderal, 40 mg. twice a day

Metamucil, 1 tbsp, once daily

Glyburide 5 mg. once daily

Maalox (over-the-counter)- for “indigestion”

Ms. S tells you that she cannot keep up with her medications anymore and has decided that she will only take her medicines once a day (most of her meds are ‘once a day’).  Further, she tells you that they are extremely expensive and that, toward the end of the month, she usually takes her medicines every other day.

Questions for Discussion.

1. What steps might you take to effectively assist Ms. S to improve her chances of taking her medications?  What additional information do you need before developing a plan with Ms. S?

2. Discuss the interdisciplinary approach in Ms. S’s situation.
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