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INTRODUCTION

A level one medication aide instructor may develop their own curriculum for the two year update. This manual is being provided on request and follows the training areas addressed for the two year updates in accordance with the Code of State Regulation, 9CSR 45-3.070.

9 CSR 45-3.070
Certification of Level 1 Medication Aides Serving Persons with Developmental Disabilities
(14)  Bi-Annual Training Program

(A) Level 1 medication aides shall participate in minimum of four (4) hours of medication administration training every two (2) years in order to administer medications in a residential setting or day program funded, certified or licensed by the Department of Mental Health to provide services to persons who are mentally retarded or developmentally disabled.  The training shall be taken in two (2) two (2) hour blocks or a four (4) hour block and must be completed by the anniversary date of the medication aide’s initial level I medication aide certificate. The training shall be-


1.  Offered by a qualified instructor as outlined in section ten (10) of this rule; and 


2.
Documented on the Level 1 Medication Aide Bi-Annual Training form MO 650-8730 and kept in the employee’s personnel file.  This form is incorporated by reference in this rule.


(B) The training shall address at least the following:


1.
Medication ordering and storage;


2.
Medication administration; 




A. Use of generic drugs;




B.  How to pour; chart; administer; and document;




C.
Information and techniques specific to the following: inhalers, eye drops, topical medications and suppositories;




D.  Infection control;




E.  Side effects and adverse reactions;




F.  New medications/or new procedures; 




G.  Medication errors;


3.
Individual rights, and refusal of medications and treatments;

    
4.
Issues specific to the facility/program as indicated by the needs to the consumers, and the      medications and treatments currently being administered; and
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5.  Corrective actions based on problems identified by the staff, the trainees or issue identified by regulatory and accrediting bodies, professional consultants or by any other authoritative source.


(C) The Department of Mental Health regional centers (offices) will routinely monitor the quality of medication administration.  When the quality assurance monitoring documents that a medication aide is not administering mediations within training guidelines, the regional center may require the aide to take additional training in order to continue passing medications in the residential setting or day program.

DMRDD Medication Aide Two Year Update Training Outline
I. MEDICATION ORDERING AND STORAGE

a. Review of transcribing physician medication orders

b. Review of transcribing non medication orders: diets, fluid restriction, braces, exercise, etc.
c. Review of Medication Administration Record

d. Review of Pharmacy Label

e. Review of Medication Ordering
f. Review of methods of medication storage and control

· Locked cabinet, closet, rooms, etc.

· Keeping the key safe

· Storage for internal medications and external medications

· Storage for controlled Substances/sign out log

· Disposal of medications/destruction log
II. MEDICATION ADMINISTRATION

a. Review the ability to recognize generic or brand name medications.

b. Review the 7 rights of medication administration.

c. Review how to prepare and administer all types of medications: eye drops, inhaler, oral, suppository, and topical.
d. Review how to document medications given and those not given.

e. Review the process for documenting prn medications given to include the result.

f. Review the definitions and abbreviations used with medication administration.
g. Review where to locate side effect resources or adverse reaction warnings.
h. Review agency policy for when and how to notify about concerns of possible side effects.
i. Review what constitutes a medication error: how to document; who to notify; what is the paperwork to complete; what is the time frame for reporting, documenting, and forwarding the incident report.
III. BODY SUBSTANCE PRECAUTIONS
IV. CLIENT RIGHTS

Review the procedures to take if the consumer refuses medication or treatment: 
a. Approaches to use if a medication is refused
b. How to document the refusal and efforts to approach later

c. Who to report the refusal to
  V. 
ISSUES SPECIFIC TO THE PROVIDER AGENCY

a. Confusion - Lesson Plan A
b. Seizure Recognition and First Aid – Lesson Plan B
c. Psychotropic Medications – Lesson Plan C
Lesson Plan 1
Medication Ordering and Storage

Transcribing Physician’s Orders

I.  Types of Orders
a. Written:  An order can be written directly on a physician’s order sheet (direct) or indirectly on a prescription (indirect).

b. Verbal:  Physician can state an order directly by telephone to another person which medications the consumer is to receive.  

II. Description of Physician’s Orders
a. Change in Order

1) Original Order is discontinued: Medications are canceled and no longer administered to the consumer.

2) New Order Written:  Physician gives a written or verbal order for a new medication.  This may be a medication to replace a discontinued medication (same type of medication with same expected results) or a completely new medication.

3) If directions only are to be changed, the label on the medication must be changed to reflect the change in directions.  Only a Pharmacist can change a label.
b. Limited Orders:  Physician determines the number of doses or days the medication is to be administered and the medication is given only for the prescribed amount of time.  Antibiotics are often prescribed using a limited order (seven to ten days etc.).

c. One Time Orders:  A single dose of medication is administered only one time (some anti-fungal medications are ordered as a single dose).

d. PRN Orders:  These are medications which are ordered to be administered only as needed by the consumer according to a designated time frame and reason identified in the order (medications for pain, such as Tylenol, are generally ordered on a PRN basis).

e. Renewal Orders:  Continued medications that were previously prescribed for the consumer.  Orders are generally renewed once a month.

f. STAT Orders:  These are medications which are ordered to be administered immediately; one time only (sometimes behavior modifying medications are ordered this way).

g. Non-Medication Orders:  Physician’s orders can be given for a variety of reasons other than medication.  The physician can give an order for a specific diet (no concentrated sweets; 1800 calorie ADA; low-fat; low-sodium); fluid restriction (limit fluids to 1500 cc per day); adaptive equipment or prosthetics (braces; wheelchair; shower chair; plate guard); exercise program (walk briskly for 20 minutes per day three times weekly) procedures (MRI; chest x-ray; lab work; EEG); consults (refer to Dr Jones, neurologist; podiatrist; cardiologist).
h. Accuracy is essential in transcribing all physicians’ orders.
III. General Principles in Transcription
a. Must be errorless.  Following the principles will reduce the chance of error.  If an error is made, cross it out with one line drawn through the error, write error above the notation and initial and date the error.

b. Always use ink; black ink is preferred by most facilities.

c. Use only an accepted list of abbreviations.

d. Keep distractions to a minimum:  Transcribe the entire order all at one time as leaving and coming back to an order may lead to an error.

e. Recopy from the original order.  The more an order is recopied, the greater the chance for error.  The Medication Aide is responsible for finding the original order and copying from it.

f. Review orders with the physician before attempting to transcribe them if necessary.  A good idea is to review the order with the physician before leaving his office.  Review verbal orders with the physician by repeating them back to the physician exactly as given.

g. Transcribe the order exactly as written or spoken by the physician.

h. Spell the name of a drug if the pronunciation is unclear.

i. Accuracy is essential in transcribing all physicians’ orders.
IV.   Transcribing Physician’s Orders

a. Only a physician or a nurse practitioner can give written or verbal orders.
b. A DMRDD Medication Aide or a Level I Medication Aide can take a written; verbal; or telephone order.
c. A verbal or telephone order must be signed by the physician within seven days.
d. A DMRDD Medication Aide or Level I Medication Aide can transcribe a physician’s order on to the MAR or physician’s orders already in the consumer’s chart.
e. It is advisable to ask another staff, QMRP, Community or agency RN to double check the transcription for accuracy before the new medication is given.
V. Medication Administration Record
a. The MAR (Medication Administration Record) is a permanent record that becomes a part of the consumer’s chart.  It is a legal document which means that it can be called into court in the case of litigation.   It is imperative to transcribe orders exactly as written or stated by the physician so that all staff can follow the order and administer medication correctly and accurately.  Always use correct and acceptable terminology when transcribing information on to the MAR.

b.
MAR forms come in a variety of formats.  Most are printed and are either supplied by the pharmacy dispensing the consumer’s medications or a printing company which specializes in the printing of such documents.  On the rare occasion, in some regions, providers may even have a MAR form which had been developed by their particular Regional Office in the past.  These forms are not professionally printed but may be copied from month to month by the provider or Medication Aide.

c.
Items found on a MAR

1) Name of consumer, first, middle and last name

2) Allergies the consumer may have to drugs or other allergens

3) Date administered

4) Time administered

5) Name of Medication

a) Written just as ordered by physician

b) May be issued in generic form

c) Verify that medications sent in generic form are the same medications as that the physician ordered

6)
Strength of Drug

a) If an order is received with no strength designated, the Medication Aide or designated staff should contact the physician to clarify the order.

b) Some medications come in more than one strength

c) Do not take ambiguous orders such as “take one or two tablets”; “take every four to six hours”.  Ask the physician for a very specific order such as “Tylenol 325 mg two tabs every four hours PRN pain or elevated temperature”.

7)  Dosage (amount of medication given)

       
8)  Signature of person administering the drug

a) Small squares present for initials
b) Official signature (first initial, last name and title) with the corresponding initials of that person on the medication record where designated. 

             9)  Observations (pulse, blood pressure, etc.)

VI. Prescription Label

a.
Found on the medication container (bottle, unit dose card, or pack)

b.
Check for accuracy

c.
Information found on prescription label (Missouri Board of Pharmacy requirements)

                      1)  Date prescription is filled

                      2)  Prescription number (often preceded by “C” or “N” for controlled substances)

                      3)  Consumer’s full name

                      4)  Prescriber’s directions for usage
                      5)  Prescribing doctor’s name

         6)  Name and address of the pharmacy

                      7)  Exact name and dosage of the drug dispensed (Note if generic 

                            substitution has been made)
                      8)  Name of drug manufacturer if generic drug is dispensed

         9)  Lot control number, expiration date, and manufacturer if single unit dose 

              package (bubble packs or blister packs; foil packs, etc)

VII.   Ordering Medication

a. Each facility should have a protocol in place regarding the ordering of medications and staff responsible for this task should be made aware of the requirement and become thoroughly aware of the procedure.
b. Most pharmacies have an automated re-ordering process for routine medications.
c. If a new order is received for a medication that will become a routine medication, the doctor will sign a prescription to be taken to the pharmacy or may call the script in to the pharmacy.  The designated staff will then be responsible for assuring the new order is transcribed on to the MAR and added to the physician’s orders so that the medication will be added to the automated list at the pharmacy.  This assures that the new medication will continue to be sent to the consumer on a monthly basis.
d. It is suggested that medications be re-ordered when there is no less than a seven day supply in the home.   This should assure that there is no lapse in administration of any medication.
e. It may be necessary to speak with the pharmacy regarding the re-ordering of PRN medications.  In some cases, PRN medications are automatically re-ordered and if the consumer does not frequently use a specific PRN medication, the medication will expire and will need to be destroyed.
f. It is advisable for the Community or agency RN to check the use of all PRN medications on a monthly basis and if the medication is not being taken, an order to discontinue the medication can be obtained.
g. Another suggestion is to ask the pharmacy to partially fill an order for a PRN medication with enough medication for five doses or so.
VIII. Storage and Control of Medications
a. Locked room for medication only

b. Medication cabinets or closets with locks

c. Each consumer’s medications stored in a separate compartment or bin

d. Medication carts with locks that have individual bins or trays and a lockable drawer

e. Refrigerator – Drugs should be stored in a locked container with the consumer’s name on the box and the name of the medication, dosage, frequency, time and any individual instructions on the medication label
f.
Controlled Drugs:  A double lock is required for schedule II drugs in community residential facilities.  This can be accomplished by using a locked container or compartment within a locked cabinet.

g.
Other controlled drugs can be double locked as needed for security.  It is advisable to place all narcotics/controlled drugs under a double lock so that staff do not have to determine if the drug is a schedule II drug.

h.
The keys should always be kept secure with limited staff having access to the keys for the medication storage unit.

i.
Storage for different kinds of medications:

1) Internal medications should be stored separately from external medications. This includes both tablets and liquids.  

2) Eye, ear, or nose – medications may be stored with the rest of the consumer’s internal medications but it’s important to keep the container clean.  It is even better to store these medications in a separate container than the oral medications.

3) Inhalers and suppositories as well as other medications may need to be refrigerated.  Be sure to read the label on the medication for directions on appropriate storage.

4) External medication should be stored separately from internal medications to reduce the chance of error and contamination.  Liquids and ointments should be stored in a separate container, perhaps in a separate cabinet or on a separate shelf from internal medications.

5) If “stock” drugs are kept in the facility, they should be stored separately from the consumers’ medications.  

6) First aid, non-prescription drugs for simple medical emergencies should be stored separately from other drugs in a locked cabinet.
7) Emergency drugs which consist of prescription drugs are kept in a separate container, in a locked cabinet. 

j. Preservation of Drugs involves temperature, light and moisture.

1) Most drugs are stored at room temperature.  Room temperature is 59 degrees to 86 degrees Fahrenheit.  Drugs stored at higher temperatures for prolonged periods can deteriorate.

2) Refrigerator may be used for cold or cool storage of drugs.  Refrigerator is to be kept at thirty-six to forty-six degrees F.  If food is stored in the same refrigerator, drugs should be kept separate in a labeled, covered container.

3) Light may affect drugs and these drugs are dispensed by the pharmacist in light-resistant containers (dark colored or opaque bottles).

4) Moisture especially excessive moisture or humidity can reduce drug shelf life.  A refrigerator is a high-moisture area so containers should be kept tightly closed.  A bathroom medicine cabinet is also subject to high moisture and humidity levels and is not the best environment in which to store medications.
k.
Each facility should have an accountability system in place for all medications.  This should include a written policy regarding storage and security of medications and should include documentation of medication counts as well as reporting of missing medications.
1) The agency may have a designated individual who checks in all medications at the beginning of each month and then documents the findings on a form developed by the agency.
2) Medication aides are to initial each dose of medication given on the MAR as soon as administration is complete.
3) If bubble packs are used, the staff may also initial and date each slot as they administer the medication for any particular slot.
4) One suggestion is to indicate on the MAR the date when a refill prescription is first opened.
5) If “stock” drugs consisting of non-prescription; first aid medications and emergency drugs consisting of prescription drugs are available in a facility, the agency must have a system such as a log-book, etc. to provide accountability for these drugs.
6) Controlled drugs should have a label which reads “Federal law prevents the transfer of the drug to anyone other than for whom it was prescribed”.  All doses are recorded on the regular MAR after administration.  However, a count sheet should be kept for each controlled drug and the medications must be reconciled every shift.  
IX.
Disposal of Medications/Drugs

a) Contaminated – A contaminated dose is disposed of (destroyed) by the Level I Medication Aide or the DMRDD Medication Aide at the time of the contamination.  Witnesses are required for destruction of any medication.  Proper documentation procedures should be followed.  

b) Unused or discontinued medications may be returned to the pharmacy if the pharmacy will accept them.  If not, the medication will need to be destroyed.

c) Drugs are destroyed by flushing them down the toilet in the facility; or crushing and mixing them with coffee grounds; kitty litter or other non-edible substances and placing them in a non-descript, impermeable container to go out with the regular trash.  See page 12 for further details.
d) Medication destruction involves two persons.  The medication aide can be one person and the other must be a pharmacist, nurse or state inspector.

e) Some agencies have developed their own “Destruction of Medication” forms and the medication aide needs to be familiar with the form and any policy regarding medication destruction that the agency may have.
f) (See appendix for sample form).
[image: image4.png]


      Proper Disposal of 
  


          Prescription Drugs
                                                                    Office of National Drug Control Policy                        February 2007

Federal Guidelines:

· Take unused, unneeded, or expired prescription drugs out of their original containers and throw them in the trash.
· Mixing prescription drugs with an undesirable substance, such as used coffee grounds or kitty litter, and putting them in impermeable, non-descript containers, such as empty cans or sealable bags, will further ensure the drugs are not diverted.
· Flush prescription drugs down the toilet only if the label or accompanying patient information specifically instructs doing so (see box).
· Take advantage of community pharmaceutical take-back programs that allow the public to bring unused drugs to a central location for proper disposal. Some communities have pharmaceutical take-back programs or community solid-waste programs that allow the public to bring unused drugs to a central location for proper disposal. Where these exist, they are a good way to dispose of unused pharmaceuticals. 

The FDA advises that the following drugs be flushed down the toilet instead of thrown in the trash: 
Actiq (fentanyl citrate)
Daytrana Transdermal Patch (methylphenidate)
Duragesic Transdermal System (fentanyl)
OxyContin Tablets (oxycodone)
Avinza Capsules (morphine sulfate)
Baraclude Tablets (entecavir)
Reyataz Capsules (atazanavir sulfate)
Tequin Tablets (gatifloxacin)
Zerit for Oral Solution (stavudine)
Meperidine HCl Tablets Percocet (Oxycodone and Acetaminophen)
Xyrem (Sodium Oxybate)
Fentora (fentanyl buccal tablet)
_____________________________________________________________________________________________________________

Note: Patients should always refer to printed material accompanying their medication for specific instructions. 
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Office of National Drug Control Policy ONDCP, Washington, D.C. 20503       p (202) 395-6618   f (202) 395-6730
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Lesson Plan II
Medication Administration

I. Recognizing Generic or Brand Name Medication

a. Generic Name Medication: is the simplified version of the chemical name of the drug; the “official” name. Generic Names are in lower case. The name is generally longer. Generic names can often be confusing to the consumer such as clozapine and clonazepam. Generic Medications are typically less expensive as they do not have the actual manufacturer trademark. It is important to verify that the generic medication sent from the pharmacy is the same medication prescribed by the physician. 
b. Brand Name Medication: is the name chosen by the drug manufacturer and is usually simple to remember. Brand Names are capitalized and are generally easier to reference.
c. It is important especially with psychotropic medications for consumers and those administering medications to be able to recognize the medication by its physical appearance. 

d. Although both medications have to meet FDA approval and should have similar physical properties, consumers should report to their physician any changes they may note if switched to a generic brand.

e. Ask the pharmacist or doctor for both names of any medication being prescribed.
f. Drug Reference Books provide medication information that enables the Level I Medication Aide to make sure that the medication is correct and allows for correct spelling of the medication.

II. Seven Rights of Medication Administration
a.
Right Resident  

b.
Right Drug

c.
Right Dosage Form

d.
Right Dose 

e.
Right Route

f.
Right Time

g.
Right Charting 

* Failure to ensure that the 7 Rights of Medication Administration are followed is considered medication errors and should be noted on a Community Event Reporting Form (CERF). Each agency should have a policy for documentation and reporting of medication errors.  
III. Preparation and Administration of Medications  
(Refer to Level I Medication Aide Curriculum Individual Lesson Plans) 

a. Eye Drops

b.  Inhaler

c. Oral 
d. Suppository

e. Topical

IV. Proper Documentation for Routine Medication Administration

a. Medication administration is documented on a Medication Administration Record (MAR).  This is a legal document and a part of the individual’s permanent file. Documentation should be legible and in black ink.  An agency may have a specific system for record keeping regarding the documentation of the administration of medications. Samples of a MAR can be shared. It is very important for the student to become familiar with their agency medication administration policies and forms.

b. The DMRDD Medication Aide will need to record on the correct date the specific time of administration. The DMRDD Medication Aide must initial for each individual’s medication administration immediately following the administration of the medication.  

c. The MAR should have the name of the person administering the medication listed with the official signature (first initial, last name and title) with the initials used next to the signature for identification.  The initials are noted in the small squares next to the individual medication to identify that the medication was given.
d. The MAR should have the correct name of the medication, strength, route, and form as written by the prescribing physician.

e.
Follow specific agency policy for medication administration when the individual is away from the premises. 

V. Proper Documentation for PRN Medications
a. The MAR should identify the designated time frame for administration of the specific prn medication. (such as q 4 hours, daily, etc.)

b. The specific time, dose and route of the prn medication administration should be noted on the MAR.
c. The purpose for administration of the prn medication as identified by the prescribing physician should be noted on the MAR.  (such as for pain, or for sleeplessness, etc.)
d. Documentation on the MAR should identify why the prn medication was administered each time.

e. Results of the PRN Medication should be identified on the MAR, such as “complaints of pain subsided”, or “is now resting better”, etc.

f. Further documentation regarding follow-up for PRN administration should be noted in the individual’s record. Examples of documentation might be notification of physician or communication with Community RN.

g. MAR should identify by signature who administered the medication.

VI. MEDICATION TERMINOLOGY and ABBREVIATIONS
1.
Terminology Related to Medication Administration
a. Addiction – emotional or physiological dependence upon a medication

b. Adverse reaction – a harmful or unintentional reaction to a medication given at normal dosage.

c. Allergic reaction – can be either an unusual sensitivity to a medication, or a severe, life threatening sensitivity to the medication

d. Antagonism – a condition in which two medications work against each other thus, decreasing the effectiveness of one or both medications.

e. Contraindications – a symptom or circumstance that makes treatment with a medication incompatible with the person

f. Extrapyramidal side effects – a reaction or response to a medication which is characterized by involuntary movement, changes in muscle tone, or abnormal posture.

g. Side effects – the result of a medication other than what it was intended for.

h. Tolerance – occurs when an increased amount of a drug is necessary to produce the same effect a lesser amount previously produced

i. Toxic effect – symptoms of poisoning due to an unhealthy dose of a medication in ones system.

2.
Common Abbreviations Related to Medication Administration
a. Routes:

PO
(per os) by mouth

O.D.
(oculus dexter) right eye

PR
per rectum                               

O.S.
(oculus sinister) left eye

NPO
(non per os) nothing by mouth

O.U.
(oculus uterque) each eye
The Joint Commission for National Patient Safety Goals 2B has issued a list of unacceptable abbreviations (last reviewed May 7, 1997).  While we may still see OD, OS, and OU, the Joint Commission has recommended writing out ‘right eye’, ‘left eye’, and ‘each eye’.

b. Weights and measures:

cc
(cubic centimeter)
ml
(milliliter)

gm
(gram)
gr
(grain)

gtt
(drop)
mg
(milligram)

mcg
(microgram)
mEq
(milliquivalent)

The Joint Commission for National Patient Safety Goals 2B has issued a list of unacceptable abbreviations (last reviewed May 7, 1997).   The Joint Commission has seen ‘mcg’ being confused with ‘mg’ and has asked that ‘microgram’ be spelled out. 
c. Times and frequency:

ac
(ante cibum) before meals
pc
(post cibum) after meals

bid
(two times per day)
tid
(three times per day)

q
(every)                   
qid
(four times per day)

qd
(every day)
qod
(every other day)

prn
(per re nos) as needed

The Joint Commission for National Patient Safety Goals 2B has issued a list of unacceptable abbreviation (last reviewed May 7, 1997).  While we may still see ’qd’ and ‘qod’ being used, the Joint Commission has asked that these be written out as ‘every day’ and ‘every other day’ to avoid possible errors.

d. Miscellaneous Terminology

MAR
(medication administration record)
OTC
(over the counter)

ADL
(activities of daily living)
sig
(label)

BP
(blood pressure)
w/o
(without)

TPR
(temperature, pulse, respirations)

3.
Measurement Equivalents

There are some frequently used equivalents for medication measurements. Assist the students in locating where they might find these. Some of the most common ones seen are:

a. 1 tsp (teaspoon) = 5ml = 5cc

b. 1 TBSP (tablespoon) + 3 tsp = 15ml = 15cc

c. 1 ounce = 6tsp = 2 TBSP = 30ml = 30cc

4.
Roman Numerals

Lower case Roman numerals may sometimes be used in writing medication dosage. The most common seen might be:

a. 1 = i



f.   6 = vi

b. 2 = ii



g.  7 = vii

c. 3 = iii



h.   8 = viii

d. 4 = iv



i.    9 = ix

e. 5 = v



j.   10 = x 
VII.   MEDICATION EFFECTS
Medications given to MRDD consumers must be prescribed by a physician. The exception to this is topical first aid.  Medication is used to treat or prevent a disease or condition.  Because the actual medication or drug is made of compounds derived from many sources, there is always a risk of reactions to the medication other than what was intended.  

1.     Adverse Drug Reactions:

a.
Allergic reaction because of sensitivity to the chemical nature of the drug, such as hives, a rash, itching, watery eyes, etc.

b.
Anaphylactic reaction occurs when there is extreme sensitivity to the drug, this occurs very suddenly leading to shock and death.

c.
Drug tolerance occurs when a person’s body had adapted to the dose of medication and to be effective, the dose must be increased.

2.    Adverse Drug Interaction:

a.
Antagonism effect is when the use of one medication interferes with the effects of another medication being prescribed, such as tetracycline and antacids given at the same time.

b.
Synergism effect is when the use of some medication combinations causes one of the medications to become more powerful or last longer, such Paxil and Trazodone being used together, this increases the risk for serotonin syndrome (increased toxicity).
3.      Extrapyramidal Symptoms (EPS):
These side effects are seen typically with psychotropic medications. The person will have involuntary movement, changes in muscle tone, and/or abnormal posture.  There are four major types:

a.
Akathesia:  seen as foot tapping, restless legs, pacing, continued movement of the hands, and /or complaints of having the jitters or the sensation of crawling out of my skin. 
b.
Dyskinesia:  the early stages of Dyskinesia are seen as wormlike movement of the tongue, grimacing, blinking, and/or frowning. Later symptoms seen with Dyskinesia are protrusion of the tongue, puffing of the cheeks, lip smacking, puckering of the lips, and/or chewing movements.

c.
Dystonia:  seen as arching back, a locked jaw, a contorted face, eyes rolled upward, and/or swallowing difficulties.

d.
Pseudo Parkinsonism:  called this because it resembles so closely the symptoms of Parkinson’s disease.  It is induced by prescribed drug. - seen as drooling, tremors, and/or shuffling gait.

4.  Recognize Symptoms of Medication/Drug effects:
a.
Observe blood pressure, heart rate, respirations, and temperature, then report any that are out of average range.

b.
Observe by watching the physical reactions of the person-skin color, gait changes, body movement, irritation, restlessness, pacing, crying, rashes, etc. (things that are out of the ordinary for this person)

c.
Observe by smell-breath, body odor, feces, urine, or vomit.

d.
Observe by touch – skin being hot or cold, wet or dry, or grips being weak and/or unequal.

e.
Observe by sound – listen for rambling, incoherence, failure to respond, complaints, or a change in volume of their voice.

5.   Record and Report Adverse Medication Effects:
a.
Every agency has a medication policy; it is your responsibility as an employee to become familiar with that policy. You must know who to notify, when to notify, and what action to take.

b.
Document observations in the person’s record. Include who you notified and the action that was taken.

c.
Complete the Community Event Form (incident report) and forward according to agency policy.

Monitoring for these symptoms is vital for anyone who is prescribed anti-psychotic medications or those medications that are known to cause EPS.  One tool commonly used to monitor for symptoms is the AIMS (abnormal involuntary movement scale).    Symptoms that require immediate medical care:
Difficulty breathing
Wheezing

Choking                                 
Hives

Swelling of throat                
Itching

Skin turning blue                
Nausea

Drop in blood pressure      
Vomiting

Eyes rolling back                 
Dizziness

High body temperature     
Sudden seizures

Sudden muscle rigidity       
Unconsciousness

VIII.  Medication Errors:
Medication errors occur in many forms.  The most important factor in a medication error is to be accountable to that error and report and record the error so that action can be taken to protect the health and safety of the consumer.  Every agency must have a medication policy which will identify steps to follow with medication administration.  This medication policy will also include agency times for administering medications if not specified by the physician order, for example BID could be 8am and 5pm or it could be 9am and 9pm, depending on the individual schedule of the person being supported.
1.
Charting errors seen with DMRDD community placement are:

a. failure to chart date and time the medication was given

b. failure to sign the medication administration record

c. failure to identify initials on the medication record

d. failure to record unusual symptoms or reactions

DMRDD requires that a Community Event Report Form be completed for medication errors that require intervention. The severity rating is included on the CIMOR EMT (Community Event Report Form).  A copy of this form with instructions is included in the Appendix of this manual.
2.
Types of Medication Errors requiring an event form to be completed.

a.
Failure to administer:  also known as omission. This is when a dose of prescribed medication is not given as the physician has prescribed it.

b.  No Physician order:  this is when a medication is given but there is no physician order for the medication to be given.

c.
Wrong dosage form:  this is when a medication is given in a form other than ordered by the physician, such as a tablet instead of concentrate.

d.
Wrong medication:  this is when a medication is other than the one prescribed is given.

e.
Wrong person:  this is when a medication is given to a person for whom the medication was not prescribed.

f.
Wrong route:  this is when the medication is given to a person other than prescribed, such as oral instead of rectal, or in the ear instead of the eye.

g.
Wrong time:  this is when the medication is given at a time other than prescribed, such as 5pm instead of 8pm.

The current standard of practice is that a medication should be given within a 60 minute window prior to or following the prescribed time.  For example, if a medication is prescribed for 8pm, then the acceptable time frame to administer this medication would be as early as 7pm and as late as 9pm 
3.
Reporting Medication Errors 
All errors are to be reported immediately in accordance with agency policy. Providers must ensure that their employees and those who support the agency are educated about the (DMRDD) Regional Office’s notification and reporting requirements. The CIMOR EMT Community Event Report Form has three severity rating scales which will guide your action as to notification of the error and the time frame.

a.
Minimal:  No treatment or intervention other than monitoring or observation

b.
Moderate:
No treatment and/or intervention is needed in addition to monitoring or observation

c.
Serious:  Life threatening and/or permanent adverse consequences could or have occurred

For those events requiring immediate notification:

· Follow agency policy for supervisor, physician, and guardian notification.
· Call your local Regional Office and if after hours, the ‘on call’ system shall be utilized.

· The Community Event Report can be faxed or otherwise transmitted within one business day to the appropriate department office.
LESSON PLAN III
STANDARD BODY SUBSTANCE PRECAUTIONS

The Division of MRDD recognizes the practice of Standard Precautions to support consumers to decrease the spread of communicable diseases and infections. 

I. Standard Precautions
An infection control system designed to prevent or reduce the risk of disease transmission. This system uses barriers to prevent contact with the body substances of another person.  Standard Precautions are based on all interactions with consumers and their body substances.  Knowledge of and utilization of Standard Precautions is an important part of safeguarding all of us against illness and disease. 
II. Body Substances
For the purpose of this training body substances are all body secretions.  Some examples would be:

Blood
Saliva

Sputum
Feces

Semen

Urine
Open lesions

Vomit

Vaginal Fluids    Non-intact (broken) skin

III. Protection through use of Body Substance Precautions

Body Substances often contain microorganisms or germs (bacteria or viruses) that can cause illness.  For illness to occur, these germs must be transmitted and absorbed by a person who is at risk, for example someone with dry, cracked skin. By using precautions, you help protect yourself and others. The use of barriers helps prevent this transmission.

IV. Definition of Barriers
Barriers are the identified method, such as protective equipment, that best decreases the likelihood of transmission of the type of body substances you anticipate coming into contact with. (Trainer should have examples of the types of barriers to pass around for trainees to view and become familiar with.) Also discuss where these items might be obtained in your area. Think about what activities you are involved in/what potential body substances will you likely come into contact with/how will you most likely be exposed? Examples: hand contact, splashing, airborne, through coughing and sneezing.
V.
Examples of Barriers

1)
Face Mask/Shields:  Wear a mask, eye protection and/or face shield whenever you are involved in a consumer activity that is likely to generate splashes or sprays of blood, body fluids, excretions or secretions to your eyes, nose and mouth. 
Specific example:  When assisting a consumer to empty a fluid filled container such as a urinal or a catheter bag that is emptied directly into the toilet.
2)
Gloves:  Wear gloves (clean, non-sterile gloves are appropriate) whenever you are touching blood, body fluids, secretions, and contaminated items. You should not wear gloves the entire time you are working. Remember germs stick easily to the surface of gloves. Put on clean gloves between activities with consumers. This prevents the transfer of body substances to the next consumer you will be working with.  Change gloves between procedures for the same consumer after contact with body substances or materials that may contain high concentration of germs. Put on clean gloves before touching mucous membranes and broken skin. Remove gloves promptly after use, before touching non contaminated items and environmental surfaces. 

 Specific example:  When assisting a consumer to shave.

3)
Gown:  Wear a gown (clean, non-sterile gown is appropriate) whenever you are involved in a consumer activity that is likely to generate splashes or sprays of blood, body fluids, excretions or secretions to your skin or clothing. Gowns should be removed and properly disposed of after completion of each individual activity.

 Specific example: When assisting a consumer to change soiled bed linens.

VI.     Proper Disposal of Potentially Infectious Material
A body substance liquid or semi-liquid or other potentially infectious material should be disposed of in a manner that does not place others at risk of exposure. 
1)
Broken glass, needles and other sharps such as razors should never be picked up by hand. Tongs or a brush and dustpan must be utilized for this purpose. All sharps must be disposed of in a closable, puncture resistant container that is red or labeled with a biohazard symbol (sharps container). It must be leak-proof and kept upright. Trainer should discuss what resources are available in their area to assist with the disposal of materials. Provide examples of Biohazard bags and sharps containers available in your area and where they might be obtained. 
2)
Wound Dressings are to be disposed of to confine and contain body substances that may be present. Make sure that bags are leak-proof and that the exterior of the bag does not become contaminated.

3)
Soiled Linens should be placed in a laundry bag at the point of use. Do not shake or place the linen on the floor. If the linen is lightly or moderately moist, fold and/or roll it in such a way as to contain the moist area in the center.  If the linen is saturated with moisture, place in a plastic bag tying or knotting the open end before placing in the laundry bag.  If your agency uses commercial laundry services then communication with the laundry service should occur to determine the appropriate storage/labeling of soiled linen per their guidelines. 

 VII.
Proper Disposal of Items or Surfaces that are Not Disposable but have been Exposed to Infectious Body Substances
1) Environmental Cleaning (floors, counters, furniture) should first remove any visible body substances. Then an EPA (Environmental Protection Agency)-registered disinfectant which is labeled as effective should be applied. Some examples would be bleach, ammonia, Commercial disinfectants. The label will indicate if it is EPA registered. Trainer should provide a few examples of basic household cleaning substances which are EPA registered, such as Lysol.  Photocopy labels to display how to identify if the product is EPA registered.  
2) Hand Hygiene is the use of alcohol-based hand sanitizer or hand washing. It is proven to greatly reduce the likelihood of infection.  Proper hand washing includes these steps:

a.
Use a sink with warm running water, soap and paper towels.

b.
Push your sleeves up above your wrists, you may want to remove jewelry and wristwatch as germs can become trapped there.

c.
Wet your hands and apply liquid or a clean bar of soap.  If using bar soap place the soap on a rack and allow it to drain after use.

d.
Rub your hands vigorously together using friction, interlacing your fingers and rubbing the palms and the back of your hands in a circular motion; clean between your fingers as well as the fingertips and nail beds.  Continue this for at least 10-15 seconds (about the time it takes to sing “Happy Birthday”).  It is the soap in combination with the rubbing action that helps dislodge the germs.

e.
Rinse your hands and wrists thoroughly, keeping your hands down and elbows up.

f.
Dry your hands thoroughly from the fingers down to the forearm and wrists with a paper towel. If available use a clean paper towel to turn off the water.  Remember that frequent hand washing can dry your skin, so it is important to keep your skin moisturized to keep your skin intact.  

Trainer could distribute Pre- and Post-test and go over them in class/or ask trainees to turn them in. Trainer may want to have a table with some handouts regarding Hepatitis, HIV, SARS, etc. the Center for Disease Control has brochures available at no cost.
This outline is adapted from the power point prepared by DMRDD for training on Body Substance Precautions.

LESSON PLAN IV

CLIENT RIGHTS

I.
A person with mental retardation or developmental disability has the same legal rights and responsibilities as any other person unless otherwise limited by law. To mention a few, they have a right:

a. To be treated with dignity and respect

b. To be free from physical, verbal, mental, or sexual abuse

c. To have personal records maintained confidentially

d. To have services, supports, and personal records explained so that they are easily understood

II.
A person with mental retardation or developmental disability has a right to refuse medications.  It is important to have an agency policy with protocols to follow if this should occur.

III.
Suggestions of what can be done if the consumer refuses medication or treatment. 

a. Actively listen to the reasons given

b. Respect what the person is trying to communicate

c. Determine a time frame to approach the person again using calm, nonjudgemental tone.
d. Document the refusal and include the person’s reason and the efforts you made to administer the medication.
e. Report the refusal for medication or treatment to the person identified in your agency plan.
f. Seek guidance from supervisor, nurse, physician, or pharmacist about the consequence of the medication being missed.  Document findings and follow up attempts.
Lesson Plan V
ISSUES SPECIFIC TO THE PROVIDER AGENCY
This portion of the two year update is specific to the facility, program, or agency as indicated by the needs of the residents/clients, medications, or treatments currently being administered or needing to be updated.

Some of the areas that have been identified as needs by current providers have been:

a.
How to deal with confusion in the consumer

b.
How to better understand about the needs of the consumer receiving psychotropic medications

c.
How to better understand about Epilepsy and Seizures

For these topics, lesson plans have been drafted for the use of the DMRDD Level One Medication Aide Instructor.
CONFUSION

Lesson Plan A
Confusion can be described as the inability to think at the usual speed or with typical clarity. Others may describe it as unclear thinking, cloudy thoughts, or disorientation.  Confusion may come on suddenly or gradually, depending on the underlying cause of the confusion.

I.
Common Causes-metabolic causes
a.
Nutritional deficiencies

b. Illness or infections

c. Sleep deprivation

d. Allergic Reactions

e. Body temperature problems: hypothermia, heat stroke, hyperpyrexia

II.
Common Causes-lack of essential fuels or nutrients



a.
High or low blood sugars



b.
Low oxygen levels



c.
Fluid or electrolyte imbalance

III.
Common Causes-toxication

a. Alcohol intoxication

b. Poisons

c. Medications

IV.
Common Causes-gross structural brain disorders

a.
Head trauma or injury  
b.
Brain tumor
c.
Damage from brain disease: stroke, bleeding, tumor

V.
Common Causes-psychological stressors

a. Emotional shock

b. Distraction

VI.
Common Causes-Mental Illness

a. Mania

b. Depression 

c. Schizophrenia

VII.
Responses to Confusion

There are several responses seen when someone is experiencing this inability to think clearly.   Depending on the underlying cause of the confusion, there may be multiple responses to the confusion.

1.
Emotional or Physical responses

a. Suspicious behavior

b. Being rude, angry, or insulting

c. Being constantly restless or talkative

d. Hearing or seeing things that are not there

e. Reliving past experiences

f. Not responding to anything

2.
Behavioral responses


a.
Difficulty in remembering how to do simple tasks


b.
Being forgetful of the day or time


c.
Misplacing things or losing them


d.
Wandering around, losing their way, getting lost

3.
Functional responses


a.
Unable to dress, feed, or bathe self


b.
Being incontinent of bowel or bladder

Confusion may come on suddenly or gradually, depending on the underlying cause of the confusion. Confusion marked by a progressive, irreversible decline in mental function, memory impairment, deficits in reasoning, judgment, and abstract thought can be found in DEMENTIA or ALZHEIMER’S Disease.

1.
Dementia is a result of damage to the cerebral part of the brain. The changes that often occur may include:

a. Loss of memory of recent events

b. Becoming disoriented to place

c. Decreased ability to concentrate

d. Reduction of language skills

e. Reduced attention span

f. Alteration in the ability to think, learn, and reason

g. Poor judgment
2.
Alzheimer’s disease is a progressive disease of brain cells in which the consumer gradually loses mental and physical abilities.  The confusion and loss of functional ability is caused by brain cell death (tangles) and interruption in communication of brain cells (amyloid plaques).  There are four stages of brain deterioration and the progression on this deterioration varies from one individual to the next. Contact the Alzheimer’s Association (www.alz.org) for more detailed training.
a.
STAGE ONE:  MILD DEMENTIA The person may appear normal and can function with minimal assistance and supervision.

1) Gradual short term memory loss

2) Difficulty concentrating

3) Decreased interest in environment or social affairs

4) Moodiness

5) Blames others for mistakes or problems
b.
STAGE TWO:  MODERATE DEMENTIA The person continues to be in good physical health, but memory loss is apparent. Symptoms associated with this stage begin to present problems for the caregiver and may include the following:

1)
Memory deficits, hesitation in verbal response
2)
Disorientation to time
3)
Forgetful of what used to be normal routine

4)
May begin wandering or pacing, very restless

5)
Complains of neglect or of others stealing from them

6)
Loses personal belongings

7)
Agitation, anxiety, depression, and combativeness
c.
STAGE THREE:  SEVERE DEMENTIA   During this phase, the individual cannot function alone and becomes more dependent on others. This stage involves greater mental deterioration and decline in motor ability.

1)
Disorientation to person, place, and time


2)
Inability to recognize family, friends, or staff


3)
Inability to read or write


4)
Immodesty


5)
Requires assistance with all ADL’s


6)
Severe difficulty communicating


7)
Catastrophic reactions where the individual becomes so distressed they may strike out in fear. They are unable to control their behavior at this point.
d.
STAGE FOUR:  TERMINAL STAGE  The individual becomes totally dependent upon others for care.  Physical problems begin to develop. Death usually occurs due to complications of immobility or respiratory infections. Common symptoms of this stage include:

1)
Incontinence

2)
Difficulty swallowing

3)
Inability to communicate

4)
Sleep disturbances

5)
Little or no response to stimuli

6)
Severe weight loss

7)
Inability to walk

8)
Increased susceptibility to infection
VIII.
Caretaker Reminders

As a caretaker for persons experiencing any type of confusion, understanding of the progression of the disease process will help you to respond with respect for that individual.  Respond to their feelings with empathy and interest. 

a. Approach in a calm manner and use a quiet voice.  

b. Speak in short sentences. Use direct statements

c. Allow them to speak, do not argue with what is being said

Contact the Alzheimer’s Association for further training. http://www.alz.org/index.asp

PSYCHOTROPIC MEDICATIONS

LESSON PLAN B
I. Psychotropic medications are used for disorders related to needing a correction of an imbalance in the body.  The psychotropic medications we are most familiar with for DMRDD consumers fall into the following categories:

1.
Anti-Anxiety Agents used for: 

a.
GENERALIZED ANXIETY DISORDER: excessive anxiety or worry for at least six months; feeling ”keyed up and on the edge”.
b.
PANIC DISORDER:  unexpected attacks of anxiety, feelings of “impending doom”.
c.
OBSESSIVE-COMPULSIVE DISORDER: characterized by repeated actions or behaviors performed to alleviate anxiety in response to a particular obsession. The compulsions are time consuming and interfere with normal activities of daily living. The compulsions are uncontrollable; the thoughts are intrusive.
d.
POST-TRAUMATIC STRESS DISORDER: repeatedly re-experiencing an event (rape, accident, combat, or natural disaster).
2.
Antidepressant Medications used for: 

a.
MAJOR DEPRESSION: profound sadness with at least 5 of the following criteria: sleep disturbance, fatigue, weight change, agitation, suicidal ideation, thoughts of dying, difficulty concentrating, or feelings of worthlessness

b.
DYSTHYMIA: two year period of chronic depression, not severe enough to meet the diagnostic criteria for major depression

3.
Anticonvulsant and Antipsychotic Medications used for:
a.
MOOD DISORDER: is demonstrated by an alteration in depressed mood and mania (abnormal persistent elevated or irritable mood).

b.
BIPOLAR DISORDER: in which a person demonstrates strong, exaggerated, and cyclic mood swings.

 Anticonvulsant medications are typically prescribed for seizure disorder, but have been found to be helpful in treating persons with Mood Disorder and Bipolar Disorder.

II. Psychotropic medications require closer monitoring for side effects. 

a. Orthostatic Hypotension:  when blood pressure drops, especially when someone is moving from sitting to standing position.

b. Photosensitivity:  sensitivity to the sun

c. Blood Level Sensitivity:  some need to have routine blood draws to monitor drug level or white blood cell count.

d. Neuroleptic Malignant Syndrome:  antipsychotic medications are also known as neuroleptic medications. This syndrome is a potentially fatal syndrome with symptoms of high body temperature, tremors, impaired respirations, profuse sweating, muscular rigidity, and muteness.

e.
EPS:  Extrapyramidal side effects which can be manifested with the use of typical antipsychotic medications.  

1)
Akathesia accounts for more noncompliant behavior, it is the inability to sit, jittery, nervous energy, pacing, tapping foot, restlessness, and continual movement of hands 


2)
Akinesia is an absence of movement and a diminished mental state, the person may complain of fatigue or weakness in the arms and legs, and very slow movement.  


3)
Dyskinesia is marked by an abnormal voluntary skeletal muscle movement, usually producing a jerky motion.  The early signs can be seen as fine wormlike movement of the tongue, blinking, grimacing, and frowning expression. Later symptoms, commonly affect older people who have been treated with antipsychotic medications for a long period of time are:  protrusion of the tongue, puffing of the cheeks, lip smacking, puckering of the lips, and chewing movements.


4)
Dystonia can be acute onset, tonic contraction of a muscle group. It can be seen as a spasm of the neck muscle, complaints of stiff neck and the head being drawn to one side. There may be spasms of the hands, thumbs, feet, or toes with extreme extension or flexion of the hands and feet.


5)
Pseudoparkinsonism also named, “drug induced parkinsonism” because it looks like that disease process.  One can see tremors, slow movements, shuffling gait, and rigidity. 

III. Monitoring tools for EXTRAPYRAMIDAL SIDE EFFECTS. 

a.
AIMS-abnormal involuntary movement scale. 

b.
DISCUS-dyskinesia identification system: condensed user scale

c.
MOSES-monitoring side effects scale Psychotropic Medication

Seizure Recognition and First Aid

Lesson Plan C
I. Seizure:  A seizure happens when the electrical system of the brain malfunctions.  Instead of discharging electrical energy in a controlled manner, the brain cells keep firing.  The result may be a surge of energy through the brain, causing unconsciousness and contractions of the muscles.  If only a part of the brain is affected, it may cloud awareness, block normal communication, and produce a variety of undirected, uncontrolled, unorganized movements.  Most seizures last only a minute or two, although confusion afterwards may last longer.  There are many types of seizures.
II. Types of Seizures:  There are many types of seizures.  People may experience just one type or more than one type.  The kind of seizure a person has depends on which part and how much of the brain is affected by the electrical disturbance that produces seizures.  Experts divide seizures into generalized seizures (absence; atonic; tonic-clonic; myoclonic) and partial (simple and complex) seizures, non-epileptic seizures and status epilepticus.
a.  Generalized Seizures:  Generalized seizures affect both cerebral hemispheres (sides of the brain) from the beginning of the seizure. They produce loss of consciousness, either briefly or for a longer period of time, and are sub-categorized into several major types: generalized tonic clonic; myoclonic; absence; and atonic.

b.  Partial Seizures:  In partial seizures the electrical disturbance is limited to a specific area of one cerebral hemisphere (side of the brain). Partial seizures are subdivided into simple partial seizures (in which consciousness is retained); and complex partial seizures (in which consciousness is impaired or lost). Partial seizures may spread to cause a generalized seizure, in which case the classification category is partial seizures secondarily generalized.  Partial seizures are the most common type of seizure experienced by people with epilepsy. Virtually any movement, sensory, or emotional symptom can occur as part of a partial seizure, including complex visual or auditory hallucinations.

c.  Non-Epileptic Seizures:  Nonepileptic seizures are episodes that briefly change a person's behavior and often look like epileptic seizures. 
d.  Status Epilepticus:  Prolonged seizure activity.

III.   Descriptions of Seizures: 
a.
Generalized Tonic-Clonic Seizures (grand-mal seizures): are the most common and best known types of generalized seizure. They begin with stiffening of the limbs (the tonic phase), followed by jerking of the limbs and face (the clonic phase).

b.  Myoclonic Seizures:  are rapid, brief contractions of bodily muscles, which usually occur at the same time on both sides of the body. Occasionally, they involve one arm or a foot. People usually think of them as sudden jerks or clumsiness. A variant of the experience, common to many people who do not have epilepsy, is the sudden jerk of a foot during sleep. First aid is usually not needed; however, a person having a myoclonic seizure for the first time should receive a thorough medical evaluation.
c.  Atonic Seizures:  produce an abrupt loss of muscle tone. Other names for this type of seizure include drop attacks, astatic or akinetic seizures. They produce head drops, loss of posture, or sudden collapse. Because they are so abrupt, without any warning, and because the people who experience them fall with force, atonic seizures can result in injuries to the head and face. Protective headgear is sometimes used by children and adults; the seizures tend to be resistant to drug therapy. No first aid is needed (unless there is injury from the fall), but if this is a first atonic seizure, the individual should be given a thorough medical evaluation.

d.  Absence Seizures:  (also called petit mal seizures) are lapses of awareness, sometimes with staring, that begins and ends abruptly, lasting only a few seconds. There is no warning and no after-effect. More common in children than in adults, absence seizures are frequently so brief that they escape detection, even if the child is experiencing 50 to 100 attacks daily. They may occur for several months before a child is sent for a medical evaluation.

e.   Infantile Spasms:  are clusters of quick, sudden movements that start between 3 months and two years. If a child is sitting up, the head will fall forward, and the arms will flex forward. If lying down, the knees will be drawn up; with arms and head flexed forward as if the baby is reaching for support. What to Do: No first aid, but doctor should be consulted.

 f.   Partial Seizures:  In partial seizures the electrical disturbance is limited to a specific area of one cerebral hemisphere (side of the brain). Partial seizures are subdivided into simple partial seizures (in which consciousness is retained); and complex partial seizures (in which consciousness is impaired or lost). Partial seizures may spread to cause a generalized seizure, in which case the classification category is partial seizures secondarily generalized.  Partial seizures are the most common type of seizure experienced by people with epilepsy. Virtually any movement, sensory, or emotional symptom can occur as part of a partial seizure, including complex visual or auditory hallucinations.
Key Things to Remember about Partial Seizures:  Although partial seizures affect different physical, emotional, or sensory functions of the brain, they have some things in common:

· They don't last long. Most last only a minute or two, although people may be confused and need a lot more time afterwards to recover fully. 

· They end naturally. Except in rare cases, the brain has its own way of bringing the seizure safely to an end after a minute or two. 

· You can't stop them. In an emergency, doctors may use drugs to bring a lengthy, non-stop seizure to an end. However, the average person should wait for the seizure to run its course and try to protect the person from harm while consciousness is clouded. People who have been shown how to use a Vagus Nerve Stimulator (VNS) magnet may try to stop a partial seizure in that way.   

· They are not dangerous to others. The movements produced by a seizure are almost always too vague, too unorganized and too confused to threaten the safety of anyone else.

g.  Non-epileptic Seizures:  The person having nonepileptic seizures may have internal sensations that resemble those felt during an epileptic seizure. The difference in these two kinds of episodes is often hard to recognize by just watching the event, even by trained medical personnel.  But there is an important difference. Epileptic seizures are caused by abnormal electrical changes in the brain and, in particular, in its outer layer, called the cortex. Nonepileptic seizures are not caused by electrical disruptions in the brain.
h.  Status Epilepticus:  Most seizures end after a few moments or a few minutes. If seizures are prolonged, or occur in a series, there is an increased risk of status epilepticus. The term literally means a continuous state of seizure.

IV. Epilepsy: 

a.  What is Epilepsy:  Epilepsy is a neurological condition that from time to time produces brief disturbances in the normal electrical functions of the brain. Normal brain function is made possible by millions of tiny electrical charges passing between nerve cells in the brain and to all parts of the body. When someone has epilepsy, this normal pattern may be interrupted by intermittent bursts of electrical energy that are much more intense than usual. They may affect a person's consciousness, bodily movements or sensations for a short time. 

 These physical changes are called epileptic seizures. That is why epilepsy is sometimes called a seizure disorder. The unusual bursts of energy may occur in just one area of the brain (partial seizures), or may affect nerve cells throughout the brain (generalized seizures). Normal brain function cannot return until the electrical bursts subside. Conditions in the brain that produce these episodes may have been present since birth, or they may develop later in life due to injury, infections, structural abnormalities in the brain, exposure to toxic agents, or for reasons that are still not well understood. Many illnesses or severe injuries can affect the brain enough to produce a single seizure. When seizures continue to occur for unknown reasons or because of an underlying problem that cannot be corrected, the condition is known as epilepsy. Epilepsy affects people of all ages, all nations, and all races. Epilepsy can also occur in animals, including dogs, cats, rabbits, and mice.

b.  What is the Difference between Seizures and Epilepsy:  Seizures are a symptom of epilepsy. Epilepsy is the underlying tendency of the brain to produce sudden bursts of electrical energy that disrupt other brain functions. Having a single seizure does not necessarily mean a person has epilepsy. High fever, severe head injury, lack of oxygen -- a number of factors can affect the brain enough to cause a single seizure. Epilepsy, on the other hand, is an underlying condition (or permanent brain injury) that affects the delicate systems which govern how electrical energy behaves in the brain, making it susceptible to recurring seizures.
c.  What Causes Epilepsy:  In about seven out of ten people with epilepsy, no cause can be found. Among the rest, the cause may be any one of a number of things that can make a difference in the way the brain works. For example, head injuries or lack of oxygen during birth may damage the delicate electrical system in the brain. Other causes include brain tumors, genetic conditions (such as tuberous sclerosis), lead poisoning, problems in development of the brain before birth, and infections like meningitis or encephalitis. Epilepsy is often thought of as a condition of childhood, but it can develop at any time of life. About 30 percent of the 125,000 new cases every year begin in childhood, particularly in early childhood and around the time of adolescence. Another period of relatively high incidence is in people over the age of 65.
V.  Seizure First Aid: 

a. Head Injury during a Seizure:  If the person hits his or her head while falling, his or her post-seizure condition should be carefully monitored. Although sleepiness and confusion are natural consequences of a seizure, it should always be possible to rouse the person without difficulty. A person who fails to return to consciousness after a seizure needs further medical assessment. If head injury is a possibility, the person should be closely observed for the following signs:
1)
Difficulty in maintaining consciousness (an observer should try to awaken the person at 20-minute intervals) 
2)
Vomiting 

3)
Vision problems 

4)
Excessive sleepiness two hours or more after the seizure (unless, of course, the seizure has occurred late in the day and the person’s usual bedtime is approaching)

If any of these signs are observed, or if the patient has a persistent headache after a rest period, unconsciousness with failure to respond, unequal pupil size or excessively dilated pupils, or weakness of the limbs, immediate medical attention is essential.
b. First Aid in Special Circumstances:  

1) A Seizure in Water:  If a seizure occurs in water, the person should be supported in the water with the head tilted so his face and head stay above the surface. He or she should be removed from the water as quickly as possible with the head in this position. Once on dry land, he should be examined and, if he is not breathing, artificial respiration should be begun at once. Anyone who has a seizure in water should be taken to an emergency room for a careful medical checkup, even if he or she appears to be fully recovered afterwards. Heart or lung damage from ingestion of water is a possible hazard in such cases.
2)
A Seizure in an Airplane:  If the plane is not filled, and if the seat arms can be folded up, passengers to the left and/or right of the affected person may be reassigned to other seats, so that the person having the seizure can be helped to lie across two or more seats with head and body turned on one side.  Once consciousness has fully returned, the person can be helped into a resting position in a single reclining seat.


If there are no empty seats, the seat in which the person is sitting can be reclined, and, once the rigidity phase has passed, he can be turned gently while in the seat so that he is leaning towards one side.  Pillows or blankets can be arranged so that the head doesn't hit unpadded areas of the plane. However, care should be taken that the angle at which the person is sitting is such that his airway stays clear and breathing is unobstructed.

3)
A Seizure on a Bus:  Ease the person across a double or triple seat. Turn him on his side, and follow the same steps as indicated above. If he wishes to do so, there is no reason why a person who has fully recovered from a seizure cannot stay on the bus until he arrives at his destination.
c. Generalized Tonic/Clonic (Grand Mal):  When providing seizure first aid for generalized tonic clonic (grand mal) seizures, these are the key things to remember:

1)
Keep calm and reassure other people who may be nearby. 

2)
Don't hold the person down or try to stop his movements. When these conditions exist, immediate medical attention is necessary.

3)
Time the seizure with your watch. 

4)
Clear the area around the person of anything hard or sharp. 

5)
Loosen ties or anything around the neck that may make breathing difficult. 

6)
Put something flat and soft, like a folded jacket, under the head. 

7)
Turn him or her gently onto one side. This will help keep the airway clear. 

8)
Do not try to force the mouth open with any hard implement or with fingers. A person having a seizure CANNOT swallow his tongue. Efforts to hold the tongue down can injure teeth or jaw. 

9)
Don't attempt artificial respiration except in the unlikely event that a person does not start breathing again after the seizure has stopped. 

10)
Stay with the person until the seizure ends naturally. 

11)
Be friendly and reassuring as consciousness returns. 

12)
Offer to call a taxi, friend or relative to help the person get home if he seems confused or unable to get home by himself. 
d. Is an Emergency Room Visit Needed:  When these conditions exist, immediate medical attention is necessary:

1)
Diabetes 

2)
Brain infections 

3)
Heat exhaustion 

4)
Pregnancy 

5)
Poisoning 

6)
Hypoglycemia 

7)
High fever 

8)
Head injury 

9)
An un-complicated generalized tonic clonic (grand mal) seizure in someone who has epilepsy is not a medical emergency, even though it looks like one. It stops naturally after a few minutes without ill effects. The average person is able to continue about his business after a rest period, and may need only limited assistance or no assistance at all, in getting home. In other circumstances, an ambulance should be called.
e. First Aid for Non-Convulsive Seizures:  You don't have to do anything if a person has brief periods of staring or shaking of the limbs. If someone has the kind of seizure that produces a dazed state and automatic behavior, the best thing to do is:

1) Watch the person carefully and explain to others what is happening. Often people who don't recognize this kind of behavior as a seizure think that the dazed person is drunk or on drugs. 
2)
Speak quietly and calmly in a friendly way. 

3)
Guide the person gently away from any danger, such as a steep flight of steps, a busy highway, or a hot stove. Don't grab hold, however, unless some immediate danger threatens. People having this kind of seizure are on "automatic pilot" so far as their movements are concerned. Instinct may make them struggle or lash out at the person who is trying to hold them. 

4)
Stay with the person until full consciousness returns, and offer help in returning home. 
f. When to Call an Ambulance:  No Need to Call an Ambulance if —
1)
Medical I.D. jewelry or card says "epilepsy," and 

2)
The seizure ends in under five minutes, and 

3)
Consciousness returns without further incident, and 

4)
There are no signs of injury, physical distress, or pregnancy. 
g. An Ambulance Should Be Called if —
1)
The seizure has happened in water. 

2)
There’s no medical I.D., and no way of knowing whether the seizure is caused by epilepsy. 

3)
The person is pregnant, injured, or diabetic. 

4)
The seizure continues for more than five minutes. 

5)
A second seizure starts shortly after the first has ended. 

6)
Consciousness does not start to return after the shaking has stopped. 
If the ambulance arrives after consciousness has returned, the person should be asked whether the seizure was associated with epilepsy and whether emergency room care is wanted.

Appendix

Sample Forms:

Controlled Substance Count Log

Drug Destruction Record

Physician Orders

AIMS form

Seizure Record

CIMOR EMT form

Medication Administration Record

Medication Aide 2 Year Update Training form

References

Level I Medication Aide Instructor Guide-Instructional Materials Laboratory

Health and Wellness Reference Guide Smith Consultant Group and McGowan Consultants

ISMP’s List of Error-Prone Abbreviations, Symbols, and Dose Designations-Institute for Safe Medication Practices

Medline Plus

9 CSR 10-5.206

National Epilepsy Foundation

Alzheimer’s Association

Resources for drug reference.  Never give a medication without knowing what effects to observe for.

1) Nursing Drug Reference

2) Nursing Drug Handbook

3) http://www.drugs.com/

4) http://medicinenet.com
5) http://RxList.com
CONTROLLED SUBSTANCE COUNT SHEET

Consumer:













Case Number:______________________  State ID Number:____________________________

NAME/DOSAGE OF DRUG:










	Date
	Time
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DRUG DESTRUCTION RECORD
Consumer Name__________________________________________________________________

Case Number___________________________     State ID Number_________________________
Date _____________________
Medication/Strength/ Rx Number ____________________________________________________

Number of tabs/doses of medication disposed of ________________________________________
Signature _______________________________ Signature ________________________________

Date _____________________
Medication/Strength/ Rx Number ____________________________________________________

Number of tabs/doses of medication disposed of ________________________________________
Signature _______________________________ Signature ________________________________

Date _____________________
Medication/Strength/ Rx Number ____________________________________________________

Number of tabs/doses of medication disposed of ________________________________________
Signature _______________________________ Signature ________________________________

Date _____________________
Medication/Strength/ Rx Number ____________________________________________________

Number of tabs/doses of medication disposed of ________________________________________
[image: image6.emf]Signature _______________________________ Signature ________________________________

Date _____________________
Medication/Strength/ Rx Number ____________________________________________________

Number of tabs/doses of medication disposed of ________________________________________
Signature _______________________________ Signature ________________________________

May 2008
ABNORMAL INVOLUNTARY MOVEMENT SCALE (AIMS)
Public Health Service 




NAME: ________________________________________
 FORMTEXT 
Alcohol, Drug Abuse, and Mental Health Administration 
DATE:  ______________________
National Institute of Mental Health 



Prescribing Practitioner: _________________________
	
	CODE
	0=None

	
	
	1=Minimal, may be extreme normal

	INSTRUCTIONS:
	
	2=Mild

	Complete Examination procedure (attachment d.)
	
	3=Moderate

	Before making ratings
	
	4-Severe

	MOVEMENT RATINGS:  Rate highest severity observed. Rate 
	RATER 
	RATER 
	RATER 
	RATER 

	movements that occur upon activation one less than those observed 
	
	
	
	

	spontaneously.  Circle movement as well as code number that applies.
	Date 
	Date 
	Date 
	Date 

	
	
	
	
	

	Facial and 
	1. Muscles of Facial Expression 
	0 1 2 3 4 
	0 1 2 3 4 
	0 1 2 3 4 
	0 1 2 3 4 

	Oral 
	     e.g. movements of forehead, eyebrows, periorbital area,
	
	
	
	

	Movements 
	     cheeks, including frowning, blinking, smiling, grimacing
	
	
	
	

	
	2. Lips and Perioral Area 
	0 1 2 3 4 
	0 1 2 3 4 
	0 1 2 3 4 
	0 1 2 3 4 

	
	    e.g., puckering, pouting, smacking 
	
	
	
	

	
	3. Jaw e.g. biting, clenching, chewing, mouth opening,
	0 1 2 3 4 
	0 1 2 3 4 
	0 1 2 3 4 
	0 1 2 3 4 

	
	    lateral movement 
	
	
	
	

	
	4. Tongue Rate only increases in movement both in and out 

    of mouth.  NOT inability to sustain movement.  Darting in

    and out of mouth.
	0 1 2 3 4 
	0 1 2 3 4 
	0 1 2 3 4 
	O 1 2 3 4 

	
	5. Upper (arms, wrists,, hands, fingers) 

 Include choreic movements (i.e., rapid, objectively purposeless, irregular, spontaneous) athetoid movements (i.e., slow, irregular,    complex, serpentine).  DO NOT INCLUDE TREMOR 

(i.e., repetitive, regular, rhythmic) 
	0 1 2 3 4 
	0 1 2 3 4 
	0 1 2 3 4 
	0 1 2 3 4 

	Extremity Movements 
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	6. Lower (legs, knees, ankles, toes) 

e.g., lateral knee movement, foot tapping, heel dropping, foot squirming, inversion and eversion of foot. 
	0 1 2 3 4
	0 1 2 3 4
	0 1 2 3 4
	0 1 2 3 4

	
	
	
	
	
	

	Trunk  Movements
	7. Neck, shoulders, hips e.g., rocking, twisting, squirming, pelvic  gyrations
	 0 1 2 3 4 
	0 1 2 3 4 
	0 1 2 3 4 
	0 1 2 3 4 

	Global 
	8. Severity of abnormal movements overall 
	0 1 2 3 4 
	0 1 2 3 4 
	0 1 2 3 4 
	0 1 2 3 4 

	
	9. Incapacitation due to abnormal movements
	0 1 2 3 4 
	0 1 2 3 4 
	0 1 2 3 4 
	0 1 2 3 4 

	Judgments 
	    
	
	
	
	

	
	10. Patient’s awareness of abnormal movements
	
	
	
	

	
	Rate only patient’s report No awareness 0 

Aware, no distress 1
	0
	 0
	 0
	 0

	
	Aware, mild distress 2
	1 
	1 
	1
	 1 

	
	Aware, moderate distress 3
	2
	2
	 2 
	2 

	
	Aware, severe distress 4
	           3
	           3
	            3
	         3

	
	
	 4
	 4
	 4
	 4 

	Dental Status 
	11. Current problems with teeth and/or dentures?
	No   Yes
	No   Yes
	No   Yes
	No   Yes

	
	12. Are dentures usually worn?
	No  Yes
	No   Yes
	No   Yes
	No   Yes

	
	
	
	
	
	

	
	13. Edentia?
	No   Yes
	No   Yes
	No   Yes
	No   Yes

	
	14. Do movements disappear in sleep?
	No   Yes
	No   Yes
	No   Yes
	No   Yes


Abnormal Involuntary Movement Scale (AIMS)

Definition

The Abnormal Involuntary Movement Scale (AIMS) is a rating scale that was designed in the 1970s to measure involuntary movements known as tardive dyskinesia (TD). TD is a disorder that sometimes develops as a side effect of long-term treatment with neuroleptic (antipsychotic) medications.

Purpose

Tardive dyskinesia is a syndrome characterized by abnormal involuntary movements of the patient's face, mouth, trunk, or limbs, which affects 20%–30% of patients who have been treated for months or years with neuroleptic medications. Patients who are older, are heavy smokers, or have diabetes mellitus are at higher risk of developing TD. The movements of the patient's limbs and trunk are sometimes called choreathetoid, which means a dance-like movement that repeats itself and has no rhythm. The AIMS test is used not only to detect tardive dyskinesia but also to follow the severity of a patient's TD over time. It is a valuable tool for clinicians who are monitoring the effects of long-term treatment with neuroleptic medications and also for researchers studying the effects of these drugs. The AIMS test is given every three to six months to monitor the patient for the development of TD. For most patients, TD develops three months after the initiation of neuroleptic therapy; in elderly patients, however, TD can develop after as little as one month.

Precautions

The AIMS test was originally developed for administration by trained clinicians. People who are not health care professionals, however, can also be taught to administer the test by completing a training seminar.

Description

The entire test can be completed in about 10 minutes. The AIMS test has a total of twelve items rating involuntary movements of various areas of the patient's body. These items are rated on a five-point scale of severity from 0–4. The scale is rated from 0 (none), 1 (minimal), 2 (mild), 3 (moderate), 4 (severe). Two of the 12 items refer to dental care. The patient must be calm and sitting in a firm chair that doesn't have arms, and the patient cannot have anything in his or her mouth. The clinician asks the patient about the condition of his or her teeth and dentures, or if he or she is having any pain or discomfort from dentures.

The remaining 10 items refer to body movements themselves. In this section of the test, the clinician or rater asks the patient about body movements. The rater also looks at the patient in order to note any unusual movements first-hand. The patient is asked if he or she has noticed any unusual movements of the mouth, face, hands or feet. If the patient says yes, the clinician then asks if the movements annoy the patient or interfere with daily activities. Next, the patient is observed for any movements while sitting in the chair with feet flat on the floor, knees separated slightly with the hands on the knees. The patient is asked to open his or her mouth and stick out the tongue twice while the rater watches. The patient is then asked to tap his or her thumb with each finger very rapidly for 10–15 seconds, the right hand first and then the left hand. Again the rater observes the patient's face and legs for any abnormal movements.
After the face and hands have been tested, the patient is then asked to flex (bend) and extend one arm at a time. The patient is then asked to stand up so that the rater can observe the entire body for movements. Next, the patient is asked to extend both arms in front of the body with the palms facing downward. The trunk, legs and mouth are again observed for signs of TD. The patient then walks a few paces, while his or her gait and hands are observed by the rater twice.
Results

The total score on the AIMS test is not reported to the patient. A rating of 2 or higher on the AIMS scale, however, is evidence of tardive dyskinesia. If the patient has mild TD in two areas or moderate movements in one area, then he or she should be given a diagnosis of TD. The AIMS test is considered extremely reliable when it is given by experienced raters.

If the patient's score on the AIMS test suggests the diagnosis of TD, the clinician must consider whether the patient still needs to be on an antipsychotic medication. This question should be discussed with the patient and his or her family. If the patient requires ongoing treatment with antipsychotic drugs, the dose can often be lowered. A lower dosage should result in a lower level of TD symptoms. Another option is to place the patient on a trial dosage of Clozapine (Clozaril), a newer antipsychotic medication that has fewer side effects than the older neuroleptics.

Examination Procedure

Either before or after completing the examination procedure, observe the patient unobtrusively at rest (e.g., in the waiting room). 

The chair to be used in this examination should be a hard, firm one without arms.  Have the person remove their shoes and socks.  

1. Ask the patient whether there is anything in his or her mouth (such as gum or candy) and, if so, to remove it. 

2. Ask about the *current* condition of the patient's teeth. Ask if he or she wears dentures. Ask whether teeth or dentures bother the patient *now*. 

3. Ask whether the patient notices any movements in his or her mouth, face, hands, or feet. If yes, ask the patient to describe them and to indicate to what extent they *currently* bother the patient or interfere with activities. 

4. Have the patient sit in chair with hands on knees, legs slightly apart, and feet flat on floor. (Look at the entire body for movements while the patient is in this position.) 

5. Ask the patient to sit with hands hanging unsupported -- if male, between his legs, if female and wearing a dress, hanging over her knees. (Observe hands and other body areas). 

6. Ask the patient to open his or her mouth. (Observe the tongue at rest within the mouth.) Do this twice. 

7. Ask the patient to protrude his or her tongue. (Observe abnormalities of tongue movement.) Do this twice. 

8. Ask the patient to tap his or her thumb with each finger as rapidly as possible for 10 to 15 seconds, first with right hand, then with left hand. (Observe facial and leg movements.) [±activated] 

9. Flex and extend the patient's left and right arms, one at a time. 

10. Ask the patient to stand up. (Observe the patient in profile. Observe all body areas again, hips included.) 

11. Ask the patient to extend both arms out in front, palms down. (Observe trunk, legs, and mouth.) [activated] 

12. Have the patient walk a few paces, turn, and walk back to the chair. (Observe hands and gait.) Do this twice. [activated] 

[image: image7.jpg]Division of Mental Retardation and
Developmental

i Disabilities y
u
N




        STATE OF MISSOURI

        DEPARTMENT OF MENTAL HEALTH


        SEIZURE RECORD

	CHRONOLOGY


	DESCRIPTION (CHECK ALL APPROPRIATE CONDITIONS OBSERVED)


	MEDICATION ADMINISTERED



	DATE


	(   AURA
(   FELL
(   INCONTINENT
(   SLEEP AFTER SEIZURES
(   RAPID EYE MOVEMENT
(   CYANOTIC
(   BLANK STARE
(   TONIC/CLONIC
	TWITCHING

(   EYELID - R
(   EYELID - L
(   FACE - R
(   FACE - L
	JERKING EXTREMITIES

(   ARM - R
(   ARM - L
(   LEG - R
(   LEG - L
	

	TIME STARTED

                                  AM                                 PM
	
	
	
	

	TIME ENDED

                                  AM                                 PM
	
	
	
	

	DURATION

                                MIN.                              SEC.
	
	
	
	

	SIGNATURE


	TITLE



	DATE


	(   AURA
(   FELL
(   INCONTINENT
(   SLEEP AFTER SEIZURES
(   RAPID EYE MOVEMENT
(   CYANOTIC
(   BLANK STARE
(   TONIC/CLONIC
	TWITCHING

(   EYELID - R
(   EYELID - L
(   FACE - R
(   FACE - L
	JERKING EXTREMITIES

(   ARM - R
(   ARM - L
(   LEG - R
(   LEG - L
	

	TIME STARTED

                                  AM                                 PM
	
	
	
	

	TIME ENDED

                                  AM                                 PM
	
	
	
	

	DURATION

                                MIN.                              SEC.
	
	
	
	

	SIGNATURE


	TITLE



	DATE


	(   AURA
(   FELL
(   INCONTINENT
(   SLEEP AFTER SEIZURES
(   RAPID EYE MOVEMENT
(   CYANOTIC
(   BLANK STARE
(   TONIC/CLONIC
	TWITCHING

(   EYELID - R
(   EYELID - L
(   FACE - R
(   FACE - L
	JERKING EXTREMITIES

(   ARM - R
(   ARM - L
(   LEG - R
(   LEG - L
	

	TIME STARTED

                                  AM                                 PM
	
	
	
	

	TIME ENDED

                                  AM                                 PM
	
	
	
	

	DURATION

                                MIN.                              SEC.
	
	
	
	

	SIGNATURE


	TITLE



	DATE


	(   AURA
(   FELL
(   INCONTINENT
(   SLEEP AFTER SEIZURES
(   RAPID EYE MOVEMENT
(   CYANOTIC
(   BLANK STARE
(   TONIC/CLONIC
	TWITCHING

(   EYELID - R
(   EYELID - L
(   FACE - R
(   FACE - L
	JERKING EXTREMITIES

(   ARM - R
(   ARM - L
(   LEG - R
(   LEG - L
	

	TIME STARTED

                                  AM                                 PM
	
	
	
	

	TIME ENDED

                                  AM                                 PM
	
	
	
	

	DURATION

                                MIN.                              SEC.
	
	
	
	

	SIGNATURE


	TITLE



	DATE


	(   AURA
(   FELL
(   INCONTINENT
(   SLEEP AFTER SEIZURES
(   RAPID EYE MOVEMENT
(   CYANOTIC
(   BLANK STARE
(   TONIC/CLONIC
	TWITCHING

(   EYELID - R
(   EYELID - L
(   FACE - R
(   FACE - L
	JERKING EXTREMITIES

(   ARM - R
(   ARM - L
(   LEG - R
(   LEG - L
	

	TIME STARTED

                                  AM                                 PM
	
	
	
	

	TIME ENDED

                                  AM                                 PM
	
	
	
	

	DURATION

                                MIN.                              SEC.
	
	
	
	

	SIGNATURE


	TITLE
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	Event # __________

DMH Use Only
	Department of Mental Health

CIMOR EMT – Community Event Report Form - MRDD


	1. Event Date & Time  _____/_____/______    _____:_____ FORMCHECKBOX 
AM  FORMCHECKBOX 
PM

                        Month   Day    Year                  
	2. Discovery Date & Time _____/_____/______   ____:____ FORMCHECKBOX 
AM  FORMCHECKBOX 
PM

(Complete this section only if different than event date/time)  

	3. Event Location or where discovered (Name of agency or location) 
	4.  Name of Provider Agency/Organization involved in event & 

VENDOR NUMBER 


	EVENT CATEGORY (CHECK ONE)
	5.   FORMCHECKBOX 
 INCIDENT  (Includes Death)          FORMCHECKBOX 
 MEDICATION ERROR                    

	PROGRAM CATEGORY PERTINENT 

TO EVENT (CHECK ONE)
	6.   FORMCHECKBOX 
 CASE MANAGEMENT         FORMCHECKBOX 
 ISL                                                        FORMCHECKBOX 
 GROUP HOME           

      FORMCHECKBOX 
 PERSONAL ASSISTANT     FORMCHECKBOX 
 SUPPORTED EMPLOYMENT            FORMCHECKBOX 
 DAY HABILITATION  

      FORMCHECKBOX 
 RESPITE                               FORMCHECKBOX 
 OTHER _________________________(please list)

	
	

	7. EVENT/ INCIDENT TYPE   (SELECT ONE BELOW)        
	8. DID THE EVENT RESULT IN

	 FORMCHECKBOX 
 Choking (requiring intervention)

 FORMCHECKBOX 
 Violation of Consumer Rights 

 FORMCHECKBOX 
 Consumer struck object resulting

      in injury

 FORMCHECKBOX 
 Elopement when absence raises reasonable concern for the safety of consumer or others, or concern the consumer will not return

     Return Date:  _____ __________

     Time ____:____  FORMCHECKBOX 
AM  FORMCHECKBOX 
PM

 FORMCHECKBOX 
 Found on Floor/ground (not          

     witnessed)

 FORMCHECKBOX 
 Fall to floor/ground (witnessed)

 FORMCHECKBOX 
 Near Fall (lowered to floor by staff)

 FORMCHECKBOX 
 Fire

 FORMCHECKBOX 
 Inappropriate language by   

     staff toward consumer


	 FORMCHECKBOX 
 Ingestion of non-food item

 FORMCHECKBOX 
 Medical emergency-

     Consumer

 FORMCHECKBOX 
 Misuse of consumer 

     funds/property

 FORMCHECKBOX 
 Physical altercation-

     between consumers

 FORMCHECKBOX 
 Physical altercation-

      consumer & non-staff

 FORMCHECKBOX 
 Physical altercation- 

     Staff & Consumer

 FORMCHECKBOX 
 Possession of weapon

 FORMCHECKBOX 
 Property loss/destruction

 FORMCHECKBOX 
 Sexual conduct–

     consumer/non-consensual

 FORMCHECKBOX 
 Sexual conduct–staff &         

     consumer
	 FORMCHECKBOX 
 Suicide attempt

 FORMCHECKBOX 
 Theft by consumer

 FORMCHECKBOX 
 Vehicular accident 

 FORMCHECKBOX 
Other__________________ 

Report any of the following three incidents 

 FORMCHECKBOX 
 Consumer self harm 

 FORMCHECKBOX 
 Graphic threat of harm

 FORMCHECKBOX 
 Seizures

only if:

· unusual and not being   
addressed in the personal plan;          

· there is an injury; or 
· there is an allegation/       

suspicion of neglect
	    Check all that apply 

 FORMCHECKBOX 
 Injury to consumer

 FORMCHECKBOX 
 Use of physical restraint  

 FORMCHECKBOX 
 Administration of  

      PRN psychotropic medication

 FORMCHECKBOX 
 Hospitalization/non-injury

 FORMCHECKBOX 
  Death       

 FORMCHECKBOX 
 None of the above

If injury complete 10, 11 12, 13




	9. Persons Involved (attach pages if necessary)
	Relationship
	Role
	DMH State ID # (for consumers)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Relationship Types: Consumer, Parent, Guardian, Staff, Visitor, Volunteer, Other – specify (list consumer name(s) first and repeat first ID at top of page 2)
Role Types:  Alleged Perpetrator (or Responsible Party), Alleged Victim, Complainant, Informant, Witness, Other- specify,  (reporter listed in section 19)

	3

	10. INJURY TYPE    (SELECT ONE)       FORMCHECKBOX 
Accident      FORMCHECKBOX 
Consumer Inflicted      FORMCHECKBOX 
Self Inflicted       FORMCHECKBOX 
Staff inflicted       FORMCHECKBOX 
Other Inflicted            FORMCHECKBOX 
Unknown

	11. INJURY SEVERITY    (SELECT ONE)      FORMCHECKBOX 
 No Treatment         FORMCHECKBOX 
 Minor First Aid   FORMCHECKBOX 
Medical Intervention      FORMCHECKBOX 
Hospitalization      

	12.  INJURY DESCRIPTION (CHECK ALL THATAPPLY)
	13. INJURED BODY PARTS  (CHECK ALL THAT APPLY)                                                    (CIRCLE R or L BELOW)

	 FORMCHECKBOX 
 Abrasion

 FORMCHECKBOX 
 Bite

 FORMCHECKBOX 
 Burn

 FORMCHECKBOX 
 Bruise/ Contusion

 FORMCHECKBOX 
 Complaint of Pain 

 FORMCHECKBOX 
 Cut/ Laceration

 FORMCHECKBOX 
 Dislocation

 FORMCHECKBOX 
 Fracture/Break
	 FORMCHECKBOX 
 Frostbite

 FORMCHECKBOX 
 Heat related Illness

 FORMCHECKBOX 
 Puncture

 FORMCHECKBOX 
 Scratches

 FORMCHECKBOX 
 Strain/Sprain

 FORMCHECKBOX 
 Swelling

 FORMCHECKBOX 
 Other (specify)

___________________
	 FORMCHECKBOX 
Head

 FORMCHECKBOX 
Face

 FORMCHECKBOX 
Eye  R/L  

 FORMCHECKBOX 
Ear   R/L  

 FORMCHECKBOX 
Nose

 FORMCHECKBOX 
Mouth

 FORMCHECKBOX 
Teeth

 FORMCHECKBOX 
Neck
	 FORMCHECKBOX 
Shoulder      R/L

 FORMCHECKBOX 
Upper Arm   R/L

 FORMCHECKBOX 
Elbow          R/L

 FORMCHECKBOX 
Forearm       R/L

 FORMCHECKBOX 
Wrist            R/L

 FORMCHECKBOX 
Hand            R/L

 FORMCHECKBOX 
Chest

 FORMCHECKBOX 
Upper Back


	 FORMCHECKBOX 
Lower Back

 FORMCHECKBOX 
Abdomen

 FORMCHECKBOX 
Waist

 FORMCHECKBOX 
Hip         R/L

 FORMCHECKBOX 
Genitals

 FORMCHECKBOX 
Buttock  R/L

 FORMCHECKBOX 
Thigh      R/L
	 FORMCHECKBOX 
Knee   R/L

 FORMCHECKBOX 
Calf     R/L

 FORMCHECKBOX 
Shin    R/L

 FORMCHECKBOX 
Ankle  R/L

 FORMCHECKBOX 
Foot    R/L

 FORMCHECKBOX 
Other

 (specify)

​​​​​​​__________


	FINGERS

 FORMCHECKBOX 
Thumb   R/L

 FORMCHECKBOX 
Index    R/L

 FORMCHECKBOX 
Middle  R/L

 FORMCHECKBOX 
Ring      R/L

 FORMCHECKBOX 
Little     R/L
	TOES

 FORMCHECKBOX 
Big    R/L

 FORMCHECKBOX 
2nd        R/L
 FORMCHECKBOX 
3rd        R/L

 FORMCHECKBOX 
4th         R/L
 FORMCHECKBOX 
Little   R/L

	14. MEDICATION ERROR CATEGORY (SELECT ONE)
	15. MEDICATION ERROR SEVERITY  RATING   (SELECT ONE)

	 FORMCHECKBOX 
 Failure to Administer

Reason________________

_______________________ FORMCHECKBOX 
 No Physician Order

 FORMCHECKBOX 
 Wrong Dose
	 FORMCHECKBOX 
 Wrong Form

 FORMCHECKBOX 
 Wrong Medication                            

 FORMCHECKBOX 
 Wrong Person 

 FORMCHECKBOX 
 Wrong Route

 FORMCHECKBOX 
 Wrong Time
	 FORMCHECKBOX 
 Minimal: No treatment or intervention other than monitoring or observation

 FORMCHECKBOX 
 Moderate: Treatment and/or interventions in addition to monitoring or observation

 FORMCHECKBOX 
 Serious: Life threatening and/or permanent adverse consequences

	
	
	EMT MRDD Community Event Report: revised 10-1-2006


	 (Check one)  FORMCHECKBOX 
Event or  FORMCHECKBOX 
Discovery Date & Time:  ___________      ____:___ AM/PM    Consumer ID: _______________                             


	16. NOTIFIED: Persons /Agencies
	Name of Person Contacted
	Date
	Time

	 FORMCHECKBOX 
DMH Regional Office  


	
	
	_____:_____ FORMCHECKBOX 
AM  FORMCHECKBOX 
PM

	 FORMCHECKBOX 
Family or Guardian


	
	
	_____:_____ FORMCHECKBOX 
AM  FORMCHECKBOX 
PM

	 FORMCHECKBOX 
Physician


	
	
	_____:_____ FORMCHECKBOX 
AM  FORMCHECKBOX 
PM

	 FORMCHECKBOX 
Law Enforcement


	
	
	_____:_____ FORMCHECKBOX 
AM  FORMCHECKBOX 
PM

	 FORMCHECKBOX 
DSS Children’s Division


	
	
	_____:_____ FORMCHECKBOX 
AM  FORMCHECKBOX 
PM

	 FORMCHECKBOX 
DHSS


	
	
	_____:_____ FORMCHECKBOX 
AM  FORMCHECKBOX 
PM

	 FORMCHECKBOX 
911


	
	
	_____:_____ FORMCHECKBOX 
AM  FORMCHECKBOX 
PM

	 FORMCHECKBOX 
Coroner or Medical Examiner


	
	
	_____:_____ FORMCHECKBOX 
AM  FORMCHECKBOX 
PM

	 FORMCHECKBOX 
Other


	
	
	_____:_____ FORMCHECKBOX 
AM  FORMCHECKBOX 
PM

	17. EVENT DESCRIPTION:  Describe what happened and interventions used by staff: 

	Attach additional pages if necessary

	18. IMMEDIATE ACTION TAKEN BY AGENCY  AND ACTION STEPS TO PREVENT REOCCURENCE ( To be completed by agency management)

	

	19. Signature-Reporter                       Phone Number (        )                         Agency Name

	Date   _____/_____/______   _____:_____  FORMCHECKBOX 
AM  FORMCHECKBOX 
PM

	20. Signature-Agency Management/Supervisor        


	Date   _____/_____/______   _____:_____  FORMCHECKBOX 
AM  FORMCHECKBOX 
PM

	21. Signature-Service Coordinator     

                                                                              
	Date   _____/_____/______   _____:_____  FORMCHECKBOX 
AM  FORMCHECKBOX 
PM

	22. Signature-Other DMH Staff                                                                                                                      

	Date   _____/_____/______   _____:_____  FORMCHECKBOX 
AM  FORMCHECKBOX 
PM

	23. ACTION/ COMMENTS (To be completed by DMH)

                                                                                      Was the event a Critical Incident?       FORMCHECKBOX 
YES          FORMCHECKBOX 
NO     If yes to either question, must be 

Suspicion or Allegation of Abuse, Neglect or Misuse of Consumer Funds/Property?        FORMCHECKBOX 
YES          FORMCHECKBOX 
NO     entered into EMT within 1 working day    

If a death occurred:  Suspected Manner of Death   FORMCHECKBOX 
ACCIDENT  FORMCHECKBOX 
HOMICIDE  FORMCHECKBOX 
NATURAL  FORMCHECKBOX 
SUICIDE  FORMCHECKBOX 
UNDETERMINED

                            Was consumer seen by physician with prior 24 hours?  FORMCHECKBOX 
YES          FORMCHECKBOX 
NO   

                            Is an Autopsy being performed?   FORMCHECKBOX 
YES          FORMCHECKBOX 
NO   If Yes, list Coroner/Medical Examiner:__________________________

Check any of the following contacts that are required:    FORMCHECKBOX 
DMH Facility Head  FORMCHECKBOX 
Parent/Guardian  FORMCHECKBOX 
Local Law Enforcement  FORMCHECKBOX 
DHSS  FORMCHECKBOX 
DSS

                                                                                                FORMCHECKBOX 
Highway Patrol  FORMCHECKBOX 
Coroner or Medical Examiner  FORMCHECKBOX 
STAT Team

Please attach documentation that all required contacts have been made (if contact information is not already included on this form) prior to presenting the form for data entry
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PHYSICIAN’S ORDERS

Individual’s Name ___________________________________    ID No. __________
	NOTE: PHYSICIAN’S SIGNATURE MUST ACCOMPANY EACH EANTRY INCLUDING STANDING ORDERS

	Drug Allergies



	Date

&

Time
	PROBLEM No.
	Orders

FOR MEDICATION – Another brand of a generically equivalent medication may be submitted unless checked.  
	(
	RATIONAL FOR ORDERS
	Nurses

Initials

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



	NAME


	DATE OF BIRTH

      /           /
	SOCIAL SECURITY NUMBER

· -

	ADDRESS


	MMMEDICATION CERTIFICATE 
 CCERTIFICATE #____________  DATE ISSUED _____/ ____/ _____

SOURCE: (CHECK ONE):  (  DHSS  (Formally DOA)     (  MRDD
TYPE: (check one):

· MEDICATION AIDE   

· CERTIFIED MEDICATION TECHNICIAN (CMT)
· CERTIFIED MEDICATION EMPLOYEE (CME)

	EMPLOYER NAME
	

	EMPLOYER ADDRESS

	A.  Training shall address at least the following
	DATE OF TRAINING

_____ / _____ / _____

HOURS COMPLETED ______
	DATE OF TRAINING

______ / ______ / ______

HOURS COMPLETED _______

	1.  Medication ordering and storage

	2.  Medication administration

	     (  Use of generic drugs

	     (  How to pour, chart, administer and document

	     (  Information and techniques specific to the following:  inhaler, eye drops, topical medications and suppositories

	     (  Infection Control

	     (  Side effects and adverse reactions

	     (  Medication errors

	3.  Individual rights, and refusal of medications and treatments;

	4.  Issues specific to the facility/program as indicated by the needs of the residents/clients, and the medications and treatments currently

     being administered 

	5.  Corrective actions based on problems identified by the staff, the trainees or issues identified by regulatory and accrediting bodies,

     professional consultants or by any other authoritative source; and

	Other specify:



	The training shall be taken in two (2) two (2) hour blocks or a four (4) hour block.  Medication aides who do not participate in at least 4 hours of medication administration training every two years will not be allowed to administer medication in accordance with 9CSR 45-3.060. A signed copy of this form denotes compliance with the training requirement.  The form must be included in the employee’s personnel file and copied to the regional center.  It is the responsibility of the agency to offer and the employee to participate in the required training.

	RN/LPN SIGNATURE (INSTRUCTOR)
	LICENSE NUMBER
	DATE

	EMPLOYEE SIGNATURE
	DATE


MO 650-8730 (3-20)        Jan. 2006
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