
Is th
e m

onth
ly recap

itu
lation of p

h
ysician

 ord
ers ju

st a “n
e
cessary e

vil” or is th
is 

inefficient, hum
an-error prone process an opportunity to im

prove 
interdisciplinary collaboration in resident care? 
 Edgem

oor is a 192 bed distinct part SN
F w

ith six 32-bed neighborhoods. Residents 
average m

ore than nine m
edications daily. W

e had a m
onthly recapitulation 

system
 w

here physician orders w
ere reprinted by the pharm

acy and checked, 
updated,  signed and converted to m

edication and treatm
ent sheets  by nursing 

prior to the physician visit.  Analysis show
ed that recapitulation tim

e w
as 

associated w
ith m

ultiple m
edication errors and w

as a source of tension and 
highly tim

e consum
ing for nursing.  
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Can w
e m

ake the w
hole process relevant and useful to resident care? 
Can w

e do the recap less often? 
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PROCESS OF QUALITY IMPROVEMENT 
 

OTHER INITIATIVES LINKED TO RECAP PROCESS 


Standardization of “w
h
at goes w

here on recap
.” 


Perm

ission for pharm
acy to change tim

ing of m
edications per 

m
an

u
facturer’s guidelines through telephone order and 

collaboration w
ith nurses (e.g. statins at 5 p.m

., Coum
adin at 5 

p.m
.). 


Elim

ination of unneeded prns and establishing procedure to 
differentiate prns that the resident w

as attached to (w
ritten as 

“ind
efin

ite” an
d
 justified even if not used) and those w

hich could 
be discontinued. 


Establishing standard bow

el m
anagem

ent program
 that m

ade 
physiological sense. 


Stating decision-m

aking capacity in sim
ple term

inology.  


Standardization of high risk orders regarding levels of observation.  


Initiation of standard order for those w
ho lack decision m

aking 
capacity and have no identified surrogate (H

SC 1418).   


Elim
inating orders designed for nursing instruction and care plan 

that d
on

’t req
u
ire a p

h
ysician

 ord
er (e.g. w

edges, hand rolls, 
therapeutic leave, checking and m

onitoring). 


Im
plem

enting inform
ed consent for psychotropics including 

antipsychotic dose.  

POLICY & PROCEDURE 

EXAMPLE OF MAR 

Edgem
oor D

PSN
F  

  Santee, California  

STAFF GUIDELINE ON 
W

HAT GOES W
HERE 

ON A RECAP 

1.
Audits of the recap procedure, staff observations and interview

s identified 
significant problem

s. 

2.
Problem

s w
ere initially identified in 2010 w

ith sm
all fixes attem

pted but 
none successful. Interdisciplinary Team

 com
prised of the clerks, nurses, 

pharm
acy staff and physician m

apped current process identifying areas of 
redundancy, frustrations, inefficiency and proposed trial of in-person recaps.   

3.
A pilot project set up all in one hour, face-to-face recap.  

4.
The process w

as brought to other neighborhoods and extended to a 45-day 
cycle. The M

AR and treatm
ent sheets w

ere printed on legal paper. Later, w
e 

enhanced the process by including the pharm
acist w

ho com
pleted M

edication 
Regim

en Review
 directly w

ith the physicians, approxim
ately every quarter. 

 
The 45-day recap process reduced the num

ber of recaps from
 12 to 8 

annually (30% reduction) 


Staff tim

e for checking, interruptions and use of paper w
as also reduced. 


Staff savings w

as used to provide a dedicated nurse and clerk fam
iliar w

ith 
the resident.  


Errors w

ere significantly reduced. In 2011, pre-intervention, w
e had 12 

recap errors. In 2012,  post intervention , w
e had 0 recap errors. 


Inclusion of the consultant pharm

acist enhanced collaboration and nearly 
elim

inated pharm
acy review

. Involved staff w
ere uniform

ly positive about 
the change.  

A 45-day recap process offers substantial efficiencies in tim
e and 

energy and im
proved care and interdisciplinary collaboration.  

1)
The day prior to m

eeting, all recapitulations are printed but the M
AR is not.  

2)
First thing in the m

orning, the physician and nurse fam
iliar w

ith the resident 
plus the pharm

acist m
eet together face-to-face for an hour.  

3)
W

hen com
pleted, the recaps are faxed to pharm

acy for checking w
ithin 4 

hours, the pharm
acy approves the recaps and authorizes printing of the M

AR.  
4)

M
AR is printed by noon.  The fam

iliar RN
 checks the M

AR w
ith the recap and 

im
plem

ents new
 orders.  


Printed in advance, the recapitulations had to be checked and rechecked over 
three w

eeks w
ith all new

 orders added both to the recap and the new
 M

AR , 
prior to M

D
 signature. M

any tim
es, m

onthly orders w
ere put into place 

w
ithout M

D
 review

. 


The recaps and M

AR had m
any handw

ritten corrections for changes w
hich 

w
ere hard to read, not dated or initialed and out-of-order, prom

pting errors.   


Ph

ysician
s n

oted
 recap

s m
ight n

ot b
e “read

y" to sign
 w

h
e
n
 th

ey w
ere 

availab
le an

d
 n

u
rses n

oted
 th

at th
ey d

id
n
’t kn

ow
 w

h
en

 th
e M

D
 cam

e an
d
 

alw
ays had to have the recaps ready. Som

e physicians m
ade m

any changes, 
others just signed. Som

e physicians cam
e at off-hours, w

hen there w
as no 

clerk.  


Item

s necessary for recap review
 not consistently available.  


N

ight nursing staff  not transcribing orders or checking.  


Recap schedule w

as not coordinated w
ith cycle fill schedule. 


W

orkload varied from
 60 to zero recaps daily. 


Recapitulation tim

e w
as associated w

ith a high error rate. Everyone felt that 
since there w

ere so m
any checks, som

eone else w
ould be finding errors. 


M

ultiple interruptions of nursing staff by physicians w
ho asked questions at 

recap tim
es (A

re they still using this prn? W
hat is their blood pressure? Can 

you tell m
e about their diabetic control?) The nurse present m

ay not know
 

the inform
ation or the  M

D
 needs, w

hich caused irritation, interruptions and 
poor care. 


Physicians received pharm

acy intervention requests separate from
 their 

function of review
ing the resident care orders and found it m

ore convenient 
to ignore or provide insufficient explanation in response to pharm

acy review
s.  


Physician orders had redundancies--item

s that should be rem
oved, care 

planning issues, inconsistencies in the w
ay orders w

ere w
ritten w

hich m
ade 

the papers longer, m
ore confusing and risky for errors. 


Special “d

iab
etic” ord

e
rs/M

A
R
 w

ere confusing if not im
plem

ented on the first 
of the m

onth.  


Tim

e and staff intensive. 


30-day recap

 sch
ed

u
le d

id
n
’t coincid

e w
ith

 60-day regulatory note schedule.  

BRIEF SUMMARY OF RECAP PROCESS 
PROBLEMS IDENTIFIED 

EXAMPLE OF  
PHYSICIAN ORDERS CONCLUSION 

RESULTS 
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