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Senate Bill Would
Encourage Practitioners
To Care for the Elderly

B Y  J A N E  A N D E R S O N

Contributing Writer

Sen. Barbara Boxer (D-Calif.)
has introduced legislation

aimed at addressing the poten-
tial crisis in providing care for el-
derly Americans. The bill offers
a combination of educational-
loan forgiveness and career-ad-
vancement opportunities for
health care professionals choos-
ing practice in nursing homes.

The Caring for an Aging
America Act, S. 2708, would
have the federal government
provide $130 million over 5
years to benefit physicians,
physician assis-
tants, advance
practice nurses,
psycholog ists,
and social work-
ers choosing
geriatrics and
gerontology. Aid
would come pri-
marily through
educational loan
repayments for
these profession-
als. The bill al-
ready has been
endorsed by the
American Geriatrics Society, the
National Council on Aging, the
National Association of Geri-
atric Education, the Alzheimer’s
Association, and the National
Association of Social Workers.

The American Medical Di-
rectors Association (AMDA),
which represents nursing facili-
ty practitioners, has approved
the bill’s concepts in principle.
“I’m very positive on the bill,”
said Dr. Paul Katz, AMDA vice
president and chief of geriatrics
at the University of Rochester,
N.Y. “I think overall, this really
is a big step forward.”

To benefit from the loan re-
payment provisions, health care
professionals would not only
need to complete specialty
training in geriatrics or geron-
tology but also agree to provide
full-time clinical practice and
service to older adults for a
minimum of 2 years. In addi-
tion, the bill would expand eli-
gibility for the Nursing Educa-
tion Loan Repayment Program
to include registered nurses
who complete specialty training
and provide nursing services to
older adults in long-term care
settings. The proposed law also
would expand midcareer spe-
cialty training in long-term care
services through an existing
training-grant program. 

Sen. Boxer also proposes cre-

ation of a Health and Long-
Term Care Workforce Advisory
Panel for an Aging America,
which would advise federal pol-
icy makers on workforce issues
related to long-term care for
the country’s aging population.

“The medical and health
community is already strug-
gling to meet the demand for
geriatric health care and sup-
port services, and the need for
trained professionals is only
growing,” said Sen. Boxer in a
statement. “This legislation will
provide incentives to help en-
courage qualified practitioners
to join the geriatrics and geron-

tology fields.”
AMDA’s direc-

tor of govern-
ment affairs Kath-
leen M. Wilson
said that the asso-
ciation supports
the concepts in-
cluded in the leg-
islation, based on
a draft that Sen.
Boxer’s staff pro-
vided last year. At
press time,
AMDA’s Public
Policy Commit-

tee was reviewing the actual
legislation, which Ms. Wilson
said is made up of initiatives
closely similar to the concepts
endorsed last year.

The loan guarantees in the
legislation could be worth up to
$150,000 for a professional who
provides full-time health care to
older adults for 4 years. “That’s
fairly substantial, and it has to
be substantial to get peoples’ at-
tention,” said Dr. Katz. “That’s
something I’ve been preaching
for awhile.”

However, Dr. Katz also
warned that the bill needs to
better define the term “geri-
atric providers” for the purpos-
es of the legislation’s financial
aid, especially nonphysician
providers. “Right now, for
physicians there’s a formal
process of being trained in geri-
atrics, so it’s not an issue. But
for social workers and thera-
pists, there aren’t always spe-
cialty courses.” 

And, he added, the bill needs
to specify what kinds of cours-
es would qualify.

Dr. Katz also noted that the
bill isn’t specific to long-term
care. “It’s focusing on geriatri-
cians,” he said. “What about
people who want to practice in
long-term care?”

Overall, though, Dr. Katz
said he supports S. 2708.  

Medicare Expands Coverage for INR Testing

The Centers for Medicare and
Medicaid Services has ex-

panded coverage of home pro-
thrombin time (or International
Normalized Ratio, INR) testing
to include patients who are tak-
ing anticoagulation therapy for
chronic atrial fibrillation and ve-
nous thromboembolism.

Patients must meet certain oth-
er criteria, and the home tests
can’t be used more than once a
week, according to the final de-
cision issued by the CMS.

Medicare has covered home
prothrombin time testing since
2002, but only for patients with
mechanical heart valves. The re-
quest for expanded coverage was
made in June 2007 by the three

main manufacturers of home
testing devices—Roche Diag-
nostics, International Techni-
dyne Corp., and HemoSense
Inc. The companies said that
there was plenty of new evi-
dence to support home testing
for the two other conditions.
The CMS agreed.

“Medicare’s coverage extension
of home blood testing of pro-
thrombin time International Nor-
malized Ratio is based on current
evidence for these two condi-
tions,” CMS Acting Administra-
tor Kerry Weems said in a state-
ment. Currently, prothrombin
testing is conducted about every
4-6 weeks, primarily in physicians’
offices, according to the CMS.

Fewer than 5% of patients on an-
ticoagulation therapy monitor
prothrombin at home.

“Those Medicare beneficiaries
and their physicians managing
conditions related to chronic atri-
al fibrillation or venous throm-
boembolism will benefit greatly
through the use of the home
test,” Mr. Weems said.

Roche estimated that Medicare
beneficiaries would pay $35 for
training in use of at-home de-
vices, and about $30 a month for
test strips. Patients who have sup-
plemental Medicare insurance
might not have any out-of-pock-
et costs, the company said in a
statement.

—Alicia Ault

Procedures Pose a Barrier to
Reporting Medication Errors

B Y  D O U G  B R U N K
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S A LT L A K E C I T Y —  It’s a
bad thing when a medication er-
ror occurs in a nursing facility. It’s
a good thing when that error is
reported and the result is im-
proved procedures. But it’s a
common thing for a wrong med-
ication or dose to go unreported
because the facility doesn’t have
a readily available reporting sys-
tem or form. 

That’s the key message from
results of a novel study
that set out to identify
barriers to medication
error reporting in nurs-
ing homes.

“Efforts to improve
medication error report-
ing frequency should fo-
cus on organizational
rather than on individ-
ual-level interventions,”
Dr. Steven M. Handler suggested
at the annual symposium of the
American Medical Directors As-
sociation.

Medication errors, as defined
by the Centers for Medicare and
Medicaid Services under F-tag
332, include preparation or ad-
ministration of drugs not in ac-
cordance with physician’s orders,
manufacturer’s specifications, or
accepted professional standards.
Reporting of such errors is im-
portant so facilities can under-
stand the causes of errors, make
responsible parties aware of cor-
rectable problems, and improve
patient care, Dr. Handler said.

In 2005, Dr. Handler of the di-
vision of geriatric medicine at
the University of Pittsburgh and
his associates created a survey by
first asking physicians, pharma-
cists, nurses, and other advanced

practitioners, “From the per-
spective of your profession, what
are the reasons for not reporting
medication errors in the nursing
home?”

The researchers also asked par-
ticipants to say whether the ob-
stacles to error reporting were
“organizational” (involving the
process of reporting medication
errors) or “individual” (involving
the preferences, abilities, or char-
acteristics of people responsible
for reporting errors).

From these preliminary an-

swers, the team created a 20-item
survey and administered it to 145
of the health professionals at four
nursing homes in Pennsylvania. 

The respondents used a five-
point scale to score factors in
terms of their likelihood of pos-
ing a barrier (“very likely” to
“very unlikely”) and their poten-
tial to be corrected (“not modifi-
able” to “very modifiable”). The
survey’s response rate was 68%,
Dr. Handler said. 

Four of the top five barriers
that the respondents considered
to be the most modifiable were
organizational processes: a lack
of a readily available medication-
reporting system or forms, a lack
of information on how to spot a
medication error, a lack of feed-
back to the reporter or to the rest
of the facility on reported med-
ication errors, and a time-con-

suming error-reporting system
or form.

Dr. Handler called the lack of
feedback “particularly impor-
tant. If the expectation is that all
medication errors should be re-
ported, then staff should have an
equal expectation that all re-
ported medication errors will be
reviewed and analyzed, and that
some form of action will be tak-
en to prevent the same or simi-
lar events from occurring in the
future.”

Only one individual obstacle
made the list of five most-modi-
fiable barriers to error reporting:
Ranked fourth was lack of
knowledge of which medication
errors should be reported.

“The study results provide a
broad-based perspective of the
barriers to medication error re-
porting in the nursing home set-
ting,” Dr. Handler said. “To the
best of our knowledge, this rep-
resents the first study that’s fo-
cused on this outcome in the
nursing home setting.”

He acknowledged certain lim-
itations of the study, which was
published last year ( J. Am. Med.
Dir. Assoc. 2007;8:568-74). These
include the fact that the sample,
for convenience, involved only a
few nursing homes. In addition,
the study excluded the perspec-
tive of medication technicians,
since the state of Pennsylvania
doesn’t allow them to administer
medications.

The study was supported in
part by an AMDA/Pfizer Quali-
ty Improvement Award, by a
Merck/American Federation for
Aging Research Junior Investiga-
tor Award in Geriatric Clinical
Pharmacology, and by grants
from the National Institutes of
Health.  

‘Efforts to improve
medication error
reporting
frequency should
focus on
organizational . . .
interventions.’

DR. HANDLER

‘The medical and
health community
is already
struggling to meet
the demand for
geriatric health
care and support
services, and the
need . . . is only
growing.’




