
Limitations include a single location, reducing general-
izability. While our results demonstrate enhanced sensitiv-
ity, specificity, and timeliness over existing falls
identification methods, it has not been compared to a full-
scale manual chart review or real-time physician identifica-
tion of fallers.

CONCLUSION

This fall screen improves identification of falls in an
undifferentiated population of older patients. Further stud-
ies might assess the impact of this improved early identifica-
tion on a range of clinical outcomes, as well as protocols to
enhance safe discharge for these high-risk individuals.
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SUPPORTING INFORMATION

Additional Supporting Information may be found in the
online version of this article.

Supplementary Table S1: Demographics of Older Adult
Fallers.

Supplementary Table S1 details the demographics of
the study population meeting inclusion criteria, as well as
the demographics of the subsets identified by the Falls Tri-
age Screen and ICD-10 Algorithm as fallers.

COMMENTS

UNDERESTIMATION OF THE PREVALENCE
OF MEDICATION ERRORS IN NURSING HOMES

To the Editor: The systematic review performed by Ferrah
and colleagues estimated the prevalence of medication errors
(MEs) in nursing homes (NHs) and prescribing discrepancies
during the transition of care.1 On examining all MEs, the
prevalence was 16% to 27% in NHs,2,3 while examining
prescribing discrepancies during the transition of care to and
from NHs, it was 13% to 31%.4-6 Both the prevalence rates
were based on the studies that identified and reported adverse
drug events (ADEs) caused by MEs. This means that the
prevalence calculated in the review was based on the number
of ADEs caused by MEs rather than the actual number of
MEs. Consequently, the review, in effect, estimated a lower
prevalence of MEs in both cases. In addition to this, findings
from previous literature have indicated that most of the NH
residents (≥70%) experience MEs, with an average of two
MEs per resident.7-9 Hence, we believe that only considering
ADEs caused by MEs seems to underestimate the actual prev-
alence of MEs in NHs and prescribing discrepancies during
the transition of care. Therefore, we would like to draw the
authors’ attention toward the underestimation of MEs in
NHs and during the transition of care to and from NHs.

See the response from Joseph Ibrahim.
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REPLY TO: UNDERESTIMATION OF THE
PREVALENCE OF MEDICATION ERRORS IN
NURSING HOMES

We thank Poudel and Shrestha for their interest and also
their insights regarding our study.1,2 We agree that estimat-
ing the prevalence of medication errors (MEs) in nursing
homes (NHs) based solely on the events that resulted in
adverse drug events (ADEs) underestimates all types of MEs.

We focused on MEs leading to ADEs because these
have a deleterious impact on patients or residents. We
acknowledge this is only one end of the spectrum for MEs.
The other outcomes are low severity (eg, where no harm
was done to the resident or the harm did not require an
intervention) and near misses that are not included in the
analysis. We selected the measure we considered the most
robust, readily identified, and least contestable.

Even within MEs leading to ADEs, underestimation is
possible. In a population with a high prevalence of com-
orbidities and low physiologic reserve, an ADE can be mis-
interpreted as an expected deterioration in the resident’s
clinical state that is a natural part of their disease progression.

The reliance on ADEs to estimate MEs is inherent in
how MEs are reported. Six of the 11 studies included in our
review used medication incident reporting systems as their
data source, thus excluding MEs that did lead to an inci-
dent or where the relationship between an ME and an inci-
dent was not recognized. Without a denominator (ie, all
MEs), the prevalence of all MEs could not be determined.1

An analysis of the actual prevalence of MEs in NHs
would entail a comprehensive assessment of medication charts
and medical records. This analysis would require consider-
able logistical resources. It may become feasible as more
NHs, along with other healthcare institutions, move toward
electronic-based documentation systems.
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MoCA TEST MANDATORY TRAINING AND
CERTIFICATION: WHAT IS THE PURPOSE?

To the Editor: The MoCA test is used around the world to
help clinicians detect mild cognitive impairment. To ensure the
validity and reliability of the test, training has now been
required since September 1, 2019.1 This requirement spurred

This letter comments on the letter by Ramesh Poudel and Shakti Shrestha.

DOI: 10.1111/jgs.16220

See the Reply by Borson et al.

DOI: 10.1111/jgs.16267

444 LETTERS TO THE EDITOR FEBRUARY 2020–VOL. 68, NO. 2 JAGS

https://orcid.org/0000-0002-1617-7885
https://orcid.org/0000-0003-0344-091X
https://doi.org/10.1111/jgs.16221
https://doi.org/10.1111/jgs.16221
https://doi.org/10.1111/jgs.16266

