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Date Written: February 2021, Revised January 2027

Applies To: Care-by-Design facility members and on-call group(s)

PREAMBLE

The Care by Design Committee for Optimizing resident Medical Care has been tasked with
recommending a consistent approach for physicians’ visits, physicians on-call, Comprehensive
Geriatric Assessments, and medication review completion.

A consistent approach will:

- Provide the best care possible for LTC residents;

- Make the best use of the LTC facility staff and physician’s time;

- Ensure Comprehensive Geriatric Assessments (CGA) are completed as appropriate;

- Become a platform with which to approach polypharmacy in an interdisciplinary way;
- Improve recruitment and retention for CBD physicians.

GUIDING PRINCIPLES AND VALUES

Long-term care facilities in the central zone were invited to offer feedback using appreciative
inquiry (what’s working well) and gap analysis with respect to physician visits, CGA and med review
completion in the spring of 2014.

The Care by Design physician group was provided the same opportunity through survey responses
(38) in the fall of 2014. The Committee for Optimizing Resident Medical Care reviewed all
input/feedback and developed this Minimum Specifications document for a consistent approach to
physician visits, physicians call, completing CGAs and addressing polypharmacy. In addition, the
committee identified additional items for optimizing resident care during weekly physician visits.

This is a CONTROLLED document for internal use only. Any documents appearing in paper form are not controlled and should be
checked against the electronic file version prior to use.
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GUIDELINES

Optimizing Resident Medical Care Accountability Framework

FACILITY:

Optimizing Resident Medical Care for Weekly Physician Visits:

e Physician attendance on regular day to unit for rounds as per Standards of Care

e Nursing/Staff available who know the patients to answer questions and attend rounds

e Notes or list from nursing/staff of patient issues list (see attached template) reviewed prior to rounds so that
any issues that can be handled by RN are dealt with

e Doctors book containing Lab and X-ray results, forms for completion, as well as reminders for CGAs

e Up-to-date MAR (Medication Administration Record) available for rounds

e When a medical exam is anticipated, have patient nearby and lightly dressed. For wound exams have wound
dressing material available

e Systemin place to ensure follow up of client medical problems, for example blood pressure for monitoring of
hypertension

e Schedule family meetings with physicians (instead of interruption at rounds) and notify physician in advance

e Well stocked medical bag available with Stethoscope, ear syringe, suture kit, and Otoscope

e Adequate workspace

e KeylIndicators need to be reported to the physician every week and should include: Restraint census (requiring
physician order), Falls over last week, Wound census and status of wound (type and stage triggering writing a
wound care order), Physician reviews every written care directive that is determined by staff to agree or
disagree with directive, and sign if appropriate or arrange for family meeting if not, Outbreak status (as
appropriate)

Optimizing Resident Medical Care for Weekly Physician Visits:

e Physician notified day before on roughly how many people need to be seen (based on physician’s preferences)

e  Private room to discuss patient issues

e Ergonomic workstations

e Access to all Facilities EMR database within call group

e  Within six weeks of admission, family meeting during physician rounds

e Completed tools (when appropriate) for: Pain - PAINAD (see attached), Behavioral assessment - DOS
Dementia Observational System (see attached), Agitation - Cohen-Mansfield Agitation Inventory (see
attached)

Optimizing Resident Medical Care For Physician Contact outside of rounds:

e Use SBAR (Situation, Background, Assessment, Recommendations) approach for comprehensive
communication of on-call clinical situations (see attached)
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Optimizing Resident Medical Care For Completing CGAs:

e Most recent copy of completed CGA easily accessible for reference, all registered staff and physicians know
where it is located

e Reminders/dates of when next CGA due

e Staff complete ONLY non-physician sections/assessments in advance

e Have MMSE completed for CGA

e Care Directive reviewed at this time

Optimizing Resident Medical Care For Completing Med Reviews:

e  Working with Pharmacist (See attached Nursing Prep for Med Review template)
e Need Creatinine calculated, pts weight, age, allergies, Dx and list of meds

e  Access to dangerous abbreviations https://www.ismp-
canada.org/download/ISMPCanadalListOfDangerousAbbreviations.pdf (also attached)

e USE POLYPHARMCY.CA guidelines for: Hypertension, Lipids, Diabetes, Bacteriuria

e Allthree members of the medication review team (Pharmacist, Nurse and Physician) actively review each
resident against these guidelines at each review.

e Approach to medication reduction in the elderly can apply general geriatric principles of the STOPP/START
method, or the Beers method. Some meds in either of these methods may still be inappropriate to LTC
residents.

Completion date:

Facility Administrator Sign off:
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https://www.ismp-canada.org/download/ISMPCanadaListOfDangerousAbbreviations.pdf
https://www.ismp-canada.org/download/ISMPCanadaListOfDangerousAbbreviations.pdf

Nurses Assessment of Resident Concerns for CBD team

Resident’s Name/Health Room# | Date Health Nurse w/ Date MD MD Dx
Card #/DoB Concern Concern saw
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SBAR
IMPORTANT: Before calling MD/NP, complete Situation, Background and Assessment sections.

Date of Call: Time of Call:

My name is 1am calling from

I am calling about (name) ,a year old O male Ofemale C other
Health Card number: Dateofbirth._____ Pathway/Goals of Care:

O 1 have assessed the patient personally

S - Situation | am calling about:

O Pain (location, onset, aggravating/alleviating factors) 0O Respiratory symptoms
0 Blood sugar (have recent blood sugars and med list) 0O Urinary symptoms
O Death (Do not call between 11pm - 6 am unless O Chest pain
medical examiner case or brain donation) O Confusion/behavior issue
O Lab results (have previous results available) O Fall with injury
Other: O End of life orders

B - Background *If MD/NP saw patient for this issue recently, read progress note before calling on call MD/NP*
Describe situation:

Past medical history:
Medication: (have Catalyst open, have there been any recent medication changes?)
Allergies: Creatinine Clearance:

A - Assessment
Vital signs: T BP HR 02 RR blood glucose.
Physical exam of relevant systems:

Family/resident/staff feel the problem is...and are requesting:

R - Recommendations from on call MD/NP
Read back orders to MD/NP to confirm orders and plan are correct and understood:

When should | contact you if not improving? (e.g. f/u by regular doctor, if intervention not effective, or other
parameter)

(progress note must be written and orders must be transcribed into the chart)

YN Y|N Y|N Y (N
Physician Visit i s a 5
Facility? Sent to hospital? EHS called? ECP called?
MD / NP Name: Form completed by (RN/LPN):
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Nursing Prep for Med Review/CGA

Resident Name:

Date:

Med review list checked against MAR

Pertinent labs for review

Labs Required

Lab Requisition made out for outstanding labs

Weight - Kilograms
(include Date taken)

Blood Pressure: last three with dates

Nursing part of CGA complete

MMSE Score and Date within last 12 months, or
significant change in status

Bowel Regime & Urine Regime

Skin Integrity

OTHER

Completed by: (initial for accountability) & Date

Documented Action:
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ismp

CANADA

Dangerous Abbreviations,
Symbols, and Dose Designations

Institutefor SafeMedication PracticesCanada
For a more concise version, see: ismpcanada.ca/do-not-use-list

DO NOT USE

Abbreviations of medication names

INTENDED MEANING = COMMON ERRORS

ALWAYS USE

Abbreviated Medication name
medication name

(e.g., MSO4, MTX)

Abbreviations for units of measurement

Mistaken for a
different medication

Use full name of
medication

U units Mistaken for O, or numeral O (zero) Use units

U International units Mistaken for numeral 10, or IV Use International units
ug, ug micrograms Mistaken for mg (milligrams) Use microgram or mcg
cc cubic centimetre Mistaken for numeral 00, or ‘u’ Use millilitre or mL

Abbreviations of frequency or duration

oD, QD Every day

QOD, EOD Every other day

D, d Days or doses

x/7,y/52 Number of days,

number of weeks

Latin abbreviations for route

0D mistaken for numeral 00, or right eye
QD mistaken for four times per day, or
numeral 00

QOD mistaken for four times per day, or
once daily
EOD mistaken for once daily

Mistaken for each other (e.g., 5D
intended as 5 days was mistaken for 5
doses; bid x 2d intended as 2 doses was
mistaken for 2 days) Mistaken for
numeral 0 (zero)

Mistaken as number of weeks
Mistaken as number of years, or days

Use daily

Use every other day

Use days or doses

Use x days, y weeks

AS, AD, AU Left ear, right ear, Mistaken for left eye, right eye, both eyes  Use left ear, right ear,
both ears Mistaken for one another both ears

0s, 0D, OU Left eye, right eye, Mistaken for left ear, right ear, both ears Use left eye, right eye,
both eyes OD mistaken for once daily both eyes

Mistaken for one another

Symbols and other abbreviations

<> Less than or Mistaken for opposite than Use less than, lower than or
greater than intended, or for numerals more than, greater than
@ at Mistaken for numerals O (zero) or 2 Use at
Use discharge when referring to a
D/C Discharge with list Mistaken as discontinue list of discharge with medications from
medication A, of medications medications that follow ? Ealcareas Where‘dlscor.:tmue i
medication B thatfollow intended, stop or discontinue

Numeric representations or dose designations

may be safer alternatives.

i, ii, fii, iv, ... Roman numerals Mistaken for numerals (e.g., ii and TT Use the intended
LILILY, ... mistaken for 11), or mistaken for route Arabic numerals, or
T 10110 (e.g., IV), or unrecognized spell out the numeral. g
X.0 X Mistaken for 10 times greater than Use X 8
(trailing zero) intended due to decimal point not Never use zeroes after S

recognized a decimal point. o

a )

X 0.X Mistaken for 10 times greater than Use 0.X 8 025
(lack of intended due to decimal point not Always use a zero before

leading zero)

recognized

a decimal point.



Name: Dates: From to

Cohen-Mansfield Agitation Inventory (CMAI)'-Short

Instructions: For each of the behaviours below, check the rating that indicates the average frequency of occurrence over the last 2 weeks.

I T T B B
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Physical / Aggressive - 4 - < w w -
1. Hitting (including self) 1 2 3 4 5 6 7
2. Kicking 1 2 3 4 5 6 7
3. Grabbing onto people 1 2 3 4 5 6 T
4. Pushing 1 2 3 4 5 6 7
5. Throwing things 1 2 3 4 5 6 7
§. Biting 1 2 3 4 3 6 7
7. Scratching 1 2 3 4 5 6 7
§. Spitting 1 2 3 4 5 6 7
9. Hurling self or others 1 2 3 4 5 6 7
10. Tearing things or desfroying property 1 2 3 4 5 6 7
11.  Making physical sexual advances 1 2 3 4 5 6 7
Physical /Non-Aggressive
12. Pace, aimless wandering 1 2 3 4 5 6 7
13. Inappropriate dress or disrobing 1 2 3 4 5 6 7
14. Trying to get to a different place 1 2 3 4 5 6 7
15. Intentional falling 1 2 3 4 5 6 7
16. Eating/drinking inappropriate substance 1 2 3 4 5 6 7
17. Handling things inappropriately 1 2 3 4 5 6 7
18. Hiding things 1 2 3 4 5 6 7
19. Hoarding things 1 2 3 4 5 6 7
20. Performing repefitive mannerisms 1 2 3 4 5 6 T
21. General restlessness 1 2 3 4 5 6 7
Verbal/Aggressive
22, Screaming 1 2 3 4 5 6 7
23. Making verbal sexual advances 1 2 3 4 5 6 7
24. Cursing or verbal aggression 1 2 3 4 5 6 7
Verbal/Non-aggressive
25. Repetitive sentences or guestions 1 2 3 4 5 6 7
26. Strange noises (weird laughter or crying) 1 2 3 4 5 6 7
27. Complaining 1 2 3 4 5 6 7
28. Negativism 1 2 3 4 5 6 7
29. Constant unwarranted request for attention or help 1 2 3 4 5 6 7
Signature: Date:

1The use of this tool is strictly for clinical assessment and educational purpeses only and is restricted from use in any for-profit activities. May 2013
Developed by and shared with perrmission of Interior Health
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Name: Dates: From to

Dementia Observation System (DOS) Tool'

Purpose: The DOS tool is used to assess a person’s behaviour over a 24 hour cycle for up to seven days to
determine the occurrence, frequency, and durafion of behaviours of concem.

When to use the DOS tool:
1. Upon admission for the first seven days to establish a baseline behavioural profile.
2. Whenever there is a change or concem about the person's behaviours.
3. Toevaluate the effectiveness of a planned intervention on the care-plan that is addressing specific
target behaviours (e.g., has there been a change in the duration or frequency of the behaviour).

Directions:
1. Review behavioural key on the tool. Attach progress notes to the DOS.

2. Select the corresponding number from the behavioural key that best describes the person’s behaviour
within the time period and record in the half hour slot provided under the appropriate date.

3. Record the behaviour in 30 minute intervals for the duration of up to seven days to determine trends.

4. Record behaviours of concem on the progress notes, using well-defined, neutral terms. Include:

+  What What behaviour was observed?

+  Where Where did the behaviour occur?

«  Why What has happening just before the behaviour occurred?

« How What interventions were used — how were they implemented?
s«  (Qutcome How did the resident respond?

5. Tointerpret resulis, use colour codes to assist in identifying patterns. Colour each 30 minute square for
each 24 hour cycle with an assigned colour. Example of assigned colours:

Code | Colour Behaviour
1-2 Blue | sleeping in bed/sleeping in chair
3 Green | awakeicalm
4 Yellow | noisy
5 Orange | restless / pacing
6 Brown | exit seeking
7 Pink | aggressive - verbal
8 Red aggressive - physical
9 other
10 other

6. Foreach 24 hour column, calculate the number of hours spent in sleep, calmness, restlessness, verbal
aggression/agitation and physical aggression.

7. Summarize the analysis in the person’ progress records with a note that describes the total number of
days of the record, range of hours spent in each categor&of behaviour and any significant negatives.
For example: Beha\rloural Summary for February 1" to 7, 2010:

“There have been 10 events of verbal aggression in the past seven days which lasted approximately
one hour each. On two of these occasions, verbal aggression was proionged, about two hours in
length, and immediately preceded two half hour events of physical aggression (hitting and pinching
during care). Mosf events occurred between 1600 and 1830 hours™

! Adapted by Interior Health from the P.LE.C.E.S. (2008) Resource Guide: A Madel for Collaborative Care and
Changing Practfice, pages 88-92. For clinical and educational purposes only. Shared with permission.

1
June 2015
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Name: Dates: From to

Use corresponding numbers to record behaviours in ¥ hour intervals:
1. Sleeping in Bed 3. Awake/Calm 5. Restless/Pacing 7. Aggressive — verbal 9. Other:

2. Sleeping in Chair 4. Noisy 6. Exit Seaking 8. Aggressive = Physical 10. Other:

Dates

Time

0730

0800

0830

0900

0930

1000

1030

1100

1130

1200

1230

1300

1330

1400

1430

1500

1530

1600

1630

1700

1730

1800

1830

1900

1930

2000

2030

2100

2130

2200

2230

2300

2330

2400

0030

0100

0130

0200

0230

0300

0330

0400

0430

0500

0530

0600

0630

0700
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Pain Assessment in Advanced Dementia (PAINAD) Scale

Instructions: Observe the patient for five minutes before scaring his or her behaviors. Score the behaviors according to the
following chart. Definitions of each item are provided on the following page. The patient can be observed under different
conditions (e.g., at rest, during a pleasant activity, during caregiving, or after the administration of pain medication).

Behavior 0 1 2 Score
* Moisy labored
. * Occasional breathing
Breathing labored breathing + Long period of
independent of Maormal . -
vocalization * Short period of hyperventilation
hyperventilation + Cheyne-Stokes
respirations
= Occasional moan + Repeated
or groan troubled calling
Negative + Low-level speech out
None . . )
vocalization with a negative + Loud moaning or
or disapproving groaning
quality + Crying
Smiling or * Sad
Facial expression . . + Frightened + Facial grimacing
inexpressive
= Frown
- Rigid
+ Tense * Fists clenched
Body language Relaxed . D|stlresssd . Knsles pulled up
pacing + Pulling or
= Fidgeting pushing away
- Striking out
+ Distracted or + Unable to
Consolabhility No need to console reassured by console, distract,

voice or touch

or reassure

Total score

Scoring and interpretation

The total score ranges from 0-10 points. A possible interpretation of the scores is:

+ 1-3 = mild pain;

+ 4-6 = moderate pain;
+ 7-10 = severe painl
These ranges are based on a standard 0-10 scale of pain but have not been substantiated in the literature for this tool.
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PAINAD Item Definitions

Breathing:

1.

2.
3.
4

Normal breathing is characterized by effortless, quiet, rhythmic (smooth) respirations.

Occasional labored breathing is characterized by episodic bursts of harsh, difficult, or wearing respirations.

Short period of hyperventilation is characterized by intervals of rapid, deep breaths lasting a short period of time.

Noisy labored breathing is characterized by negative-sounding respirations on inspiration or expiration. They may be loud,
gurgling, wheezing. They appear strenuous or wearing.

Long period of hyperventilation is characterized by an excessive rate and depth of respirations lasting a considerable time.
Cheyne-Stokes respirations are characterized by rhythmic waxing and waning of breathing from very deep to shallow
respirations with periods of apnea (cessation of breathing).

Negative Vocalization:

1
2.

6.

None is characterized by speech or vocalization that has a neutral or pleasant quality.

Occasional moan or groan is characterized by mournful or murmuring sounds, wails, or laments. Groaning is characterized by
louder than usual inarticulate involuntary sounds, often abruptly beginning and ending.

Low-level speech with a negative or disapproving quality is characterized by muttering, mumbling, whining, grumbling, or
swearing in a low volume with a complaining, sarcastic, or caustic tone.

Repeated troubled calling out is characterized by phrases or words being used over and over in a tone that suggests anxiety,
uneasiness, or distress.

Loud moaning or groaning is characterized by mournful or murmuring sounds, wails, or laments in much louder than usual
volume. Loud groaning is characterized by louder than usual inarticulate involuntary sounds, often abruptly beginning and
ending.

Crying is characterized by an utterance of emotion accompanied by tears. There may be sobbing or quiet weeping.

Facial Expression:

1. Smiling orinexpressive. Smiling is characterized by upturned corners of the mouth, brightening of the eyes, and a look of
pleasure or contentment. Inexpressive refers to a neutral, at ease, relaxed, or blank look.

2. Sadis characterized by an unhappy, lonesome, sorrowful, or dejected look. There may be tears in the eyes.

3. Frightened is characterized by a look of fear, alarm, or heightened anxiety. Eyes appear wide open.

4. Frown is characterized by a downward turn of the corners of the mouth. Increased facial wrinkling in the forehead and around
the mouth may appear.

5. Facial grimacing is characterized by a distorted, distressed look. The brow is more wrinkled, as is the area around the mouth.
Eyes may be squeezed shut.

Body Language:

1. Relaxed is characterized by a calm, restful, mellow appearance. The person seems to be taking it easy.

2. Tense is characterized by a strained, apprehensive, or worried appearance. The jaw may be clenched. (Exclude any
contractures.)

3. Distressed pacing is characterized by activity that seems unsettled. There may be a fearful, worried, or disturbed element
present. The rate may be faster or slower.

4. Fidgeting is characterized by restless movement. Squirming about or wiggling in the chair may occur. The person might be
hitching a chair across the room. Repetitive touching, tugging, or rubbing body parts can also be observed.

5. Rigid is characterized by stiffening of the body. The arms and/or legs are tight and inflexible. The trunk may appear straight and
unyielding. (Exclude any contractures.)

6. Fists clenched is characterized by tightly closed hands. They may be opened and closed repeatedly or held tightly shut.

7. Knees pulled up is characterized by flexing the legs and drawing the knees up toward the chest. An overall troubled
appearance. (Exclude any contractures.)

8. Pulling or pushing away is characterized by restiveness upon approach or to care. The person is trying to escape by yanking or
wrenching him- or herself free or shoving you away.

9. Striking out is characterized by hitting, kicking, grabbing, punching, biting, or other form of personal assault.

Consolability:

1. No need to console is characterized by a sense of well-being. The person appears content.

2. Distracted or reassured by voice or touch is characterized by a disruption in the behavior when the person is spoken to or
touched. The behavior stops during the period of interaction, with no indication that the person is at all distressed.

3. Unable to console, distract, or reassure is characterized by the inability to soothe the person or stop a behavior with words or

actions. No amount of comforting, verbal or physical, will alleviate the behavior.
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