
Should your staff carry wireless
phones? Are they a help or hindrance?
Kids in the malls have them; maybe you should, too

Technology has made commonplace what seemed impossible only
10 years ago, and while we now take it for granted that someone
can make an overseas phone call while standing in the middle of

an isolated field in Nebraska, you should not take for granted the rules
and policies your agency decides to implement in regards to technology.

Like mall-bound teenagers whose pagers and wireless phones allow
parents to keep track of their whereabouts, home health care profession-
als can benefit from a bit of techno-savvy.

In both instances, safety is a chief concern. As a matter of course,
health care professionals can find themselves facing emergency situa-
tions involving their patients, themselves, or both. Keeping in mind that
Medicare does not currently reimburse agencies for cell phone expenses,
how can a home care agency justify their usage and expense, and just as
importantly, should they?

That was the question posed by Chris Scofield, RN, vice president
of operations for VNS & Hospice of West Michigan in Grand Rapids,
whose agency is looking into the possibility of purchasing cell phones
for its clinical staff.

Her question went beyond the simple matter of whether to provide
staff with them, and extended into the issue of “whether we should dis-
continue pagers for the staff; whether we should purchase [phones] or
have the staff purchase them; and what specific policies were involved
with monthly service fees, limiting the number of calls an employee
makes, and so on.”

To cell or not to cell

Clearly, the first issue that must be tackled is whether to implement
the use of wireless phones at all, no matter who purchases them or how
they are reimbursed. Certainly, there are some clear benefits and strong
rationales to providing home care staff with phones.

Efficiency is one reason behind the push for wireless phones in the
home care environment. “We have cells with voice mail for all staff,
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including home health aides. [Staff] then retrieve
many of their doctors’ orders and such directly
without needing to go through the supervisors in
the office,” says Kathy Kieke, RN, MSN, care
center director at St. Cloud (MN) Hospital Home
Care and Hospice.

But even such expediency doesn’t preclude
some basic cell phone etiquette, she notes. “We
expect [home health aides] to leave them turned
off during patient care unless expecting phone
calls related to that patient.”

As Kim Stout, RN, BSN, home health director
at McAlester (OK) Regional Health Center Home
Health notes, “I like the fact that [home care staff]
have access to a phone in all situations, for exam-
ple, if they have car trouble or are facing an unsafe
home environment.”

Another serious point to consider, especially
for those home care agencies servicing low-
income patients, is made by Stephanie Mello-
Gaskell, MS, RN, vice president of clinical
services at
VNA of
Southeastern
Massachusetts
in Fall River,
who says
her staff
have faced
instances
where “we
have a patient
who doesn’t
have a phone
or won’t
allow the
employee use
of his or her
home phone.
In those cases, we have to use the cell phone.”

Employee safety aside, the issue of Medicare
reimbursement — or lack thereof — cannot be
overlooked. No matter how you slice it, cellular
and digital phones cost money.

Even so, Bobby E. Dusek, CPA, a home care
consultant in Abilene, TX, contends that the real
issue involved in the phone debate is not reim-
bursement-related but “whether the agency
should provide cell phones, pay for staff mem-
bers’ business use of their own cell phones, or
only use pagers. The answer to these questions
will vary from agency to agency, and there is no
right answer,” he says.

“Our industry has become so conditioned to

thinking about Medicare allowability that we
have forgotten how a regular business works. In
the case of cell phones, you should be thinking
about whether the cost is justified by additional
staff productivity or safety, not just whether
Medicare will reimburse for the cost. Under PPS
[the prospective payment system], you receive
revenue Medicare payments based on services
that you provide patients, not the cost of provid-
ing those services.”

However, Dusek still reminds those agencies
thinking of going wireless that “the cost of pro-
viding phones will come out of agency profits,
so there has to be a firm benefit to providing the
phones. And yes, nonprofits also have to think
about profits even though we may refer to them
as ‘excess of revenues over expenses.’ Any
agency that continually operates at a loss will
ultimately fail.”

Paying your dues

For those agencies who do opt to go wireless,
there is of course, the matter of reimbursement.
This can mean either the employee or the agency
is getting paid, but whomever it is, the policy
needs to be made clear from the start.

Mello-Gaskell, for example, says her agency
has helped limit cell phone expenses through the
use of “limited reimbursement from the agency
to the employee.” As she explains, “We have not
set a maximum level of reimbursement because
our thinking was that doing so would provide an
incentive to employees to use the phone as long
as they didn’t go over the max.”

Has the policy worked? Well, says Mello-
Gaskell, “we have about 80 regular employees
and reimburse around five to six staff members a
month.”

Stout’s agency has taken still another approach
to keeping phone usage in line: “A policy was
written regarding appropriate usage — for busi-
ness use only — and care and cleaning. If per-
sonal calls are made or received, the employee is
then responsible for reimbursing the agency. I,
as director for the unit, receive the bill for each
phone and review it for appropriate usage, then
approve the bill for payment.”

St. Cloud Hospital Home Care is even saving
a little bit of money thanks to its use of wireless
phones. “They’ve been working well for us and
cost about the same as we were paying for beep-
ers; less, really, when you add in the cost of the
calling cards the staff all had,” notes Kieke.
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“In the case of cell phones,
you should be thinking

about whether the cost is
justified by additional staff
productivity or safety, not
just whether Medicare will

reimburse for the cost.
Under PPS [the prospec-
tive payment system], you
receive revenue Medicare

payments based on
services that you provide
patients, not the cost of

providing those services.”



As many people know, wireless phone compa-
nies and service providers are in a stiff competi-
tion for your business. Every ad seems to promise
more minutes and a lower fare than the next
guy’s, and in some cases, people have cancelled
their home service and moved all their calls to
their cell phones because it’s cheaper.

Considering some plans allow 1,500 minutes
for around $40 a month, how can you make sure
your agency isn’t paying for a host of personal
calls as well?

David Chilcote II, ACSW, administrative
director of Naples, FL-based Community Home
Services Inc., says that he is familiar with that
and explains his agency’s reimbursement policy.

“Personal cell phones can be used for business,
and we will reimburse the associate up to their
full month’s service charges for all business-
related calls, but we do not exceed the total bill
due in reimbursement,” he notes, and adds that
“some employees have plans that give them tons
of free minutes. With plans like those, business
calls can be ‘priced out’ and actually be more
than the total month’s charges.

“Some of my staff feel it is too much of a hassle
to mark and turn in their phone bill for reim-
bursement, although we encourage them to do
so. Some use their cell phones as a tax advantage
at the end of the year and never turn in their bills
to the agency for reimbursement,” Chilcote says.

Pagers still in vogue

Despite the rush to go cellular, there are still
some agencies for which phones aren’t the only
or even the best answer.

As Stout notes, “Our agency provides cell
phones to all home care staff making visits. They
seem to work much better than beepers; however,
there are instances in our rural part of the world
when they are out of range.”

Chilcote’s agency, while it does reimburse staff
for business use of their personal phones, fur-
nishes alphanumeric pagers rather than phones,
“although [phones] might be an excellent means
of attracting and retaining nursing staff, who are
quite in demand, as we all know.”

Alphanumeric pagers allow staff to check in
with the agency office, as well as receive mes-
sages and, as an added bonus, pagers may be less
susceptible to outside interference.

Mello-Gaskell says she has experienced first-
hand one of the risks posed by using cell phones.
“We have had experiences where conversations

about patients or with patients have been clearly
overheard. For example, a nurse was in an elderly
high-rise and had a conversation with a doctor
about the patient she was visiting, and for some
reason, people on cordless phones in the same
building were able to hear the details of the
conversation.

“We found out this had happened when the
nurse left the apartment and the neighbor was
waiting in the elevator and told the nurse. We
have had scenarios like this occur a couple of
times,” Mello-Gaskell adds.

Watch out for intercepted calls

“We remind staff frequently about limiting
the use of cell phones for communication of
patient information. However, if it is an absolute
must, [staff] are to be aware of the information
they are providing, i.e., diagnosis information.
We have never really gotten away from pagers,”
she says.

“What we did do was upgrade to alpha pager
so that a message can be typed in. We continue to
use alpha pagers for most of the communication
with field staff,” Mello-Gaskell explains. “Often
a nurse manager will leave a message in the
nurse’s voice mailbox and then have the staff
paged to the mailbox for the message.”

[For more information, contact:
• David Chilcote II, ACSW, Administrative

Director, Community Home Services, Inc., 851 Fifth
Ave. N., Suite 301, Naples, FL 34102. Telephone:
(941) 403-6430.

• Bobby E. Dusek, CPA, President, Bobby E.
Dusek CPA, 4400 Buffalo Gap Road, Suite 5900,
Abilene, TX 79606. Telephone: (915) 691-5656.

• Stephanie Mello-Gaskell, MS, RN, Vice
President of Clinical Services, VNA of Southeastern
Massachusetts, 502 Bedford St., Fall River, MA
02720. Telephone: (508) 676-8251.

• Kathy Kieke, RN, MSN, Care Center Director,
St. Cloud Hospital Home Care and Hospice, 48 29th
Ave. N., Suite 15, St. Cloud, MN 56303. Telephone:
(320) 240-3265.

• Chris Scofield, RN, Vice President of Operations,
VNS & Hospice of West Michigan, 1401 Cedar Drive
N.E., Grand Rapids, MI 49503. Telephone: (616) 774-
2702.

• Kim Stout, RN, BSN, Home Health Director,
McAlester Regional Health Center Home Health, 1
Clark Bass Blvd., McAlester, OK 74501. Telephone:
(918) 421-8019.] ■
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Weathering the winter
weather blitz with ease
Developing an emergency plan that works

We all know it’s coming; nevertheless, each
year winter weather manages to catch

people unaware. Late last year, a powerful blast
hit the Plains states and the Northeast with a
vengeance.

For many people, a sudden snowstorm might
mean an unexpected day off from school or work,
but for home health patients and their nurses and
aides, such weather can pose serious problems.

The greatest problem, of course, is for patients
who must be seen on a daily basis. For these
patients — and because it’s a good idea in gen-
eral — it’s vital that home care agencies have a
winter emergency plan and that they become
ready to put it into action at a snowflake’s notice.

If your agency serves areas that frequently
experience heavy snow or ice storms, having a
winter weather emergency plan in place can be
invaluable — provided it’s the right plan.

Here, some winter weather experts share their
thoughts and tips on preparing for and coping
with Mother Nature’s wrath.

Basic planning

Both the Health Care Financing Administration
and the Joint Commission on Accreditation of
Healthcare Organizations require health care
agencies to have written emergency plans and
procedures in place, so it’s a sure bet that your
agency has, at the very least, an all-purpose
emergency plan. What many agencies don’t have,
unless they’re in areas where floods, tornadoes,
and the like are common, are plans geared to spe-
cific emergencies.

Having a winter emergency plan, however, is
a good idea. After all, most areas of the country
are at risk for some sort of winter storm, whether
ice or snow, and while the degrees to which
these storms hit will vary, so does a community’s
level of preparedness. It may take one-story high
drifts to bring down a city such as St. Paul, MN,
while a few inches of snow can bring cities such
as Charleston, SC, to a grinding halt.

So where do you begin making your winter
emergency plans? The best plan is not to reinvent
the wheel. See what kind of winter emergency

plan your hospital has or what other agencies in
your area have. Consult with the local fire and
police authorities, Red Cross representatives, and
members of your local utility companies to gar-
ner their advice, and don’t forget to ask patients
for their input. Do they like the idea of a phone
tree? Would they want a neighbor assigned to
check on them and if so, who?

As for the details, “one of the more pressing
issues is making sure there’s an adequate supply
of medications and patient supplies, and maybe
even a set of written instructions to give to family
members who may have to take over if a health
care worker can’t get there,” explains Madelyn
Quattrone, senior risk management analyst with
ECRI (formerly known as the Emergency Care
Research Institute), a nonprofit international
health services research agency based in Plymouth
Meeting, PA.

Setting priorities

To make sure patients get the care they need,
she advises triaging them according to the sever-
ity of their problems. (See box, p. 17.)

“Use the standard assessment that you would
do normally. For those people who really are on
the edge and likely to fall into a danger area if
they aren’t seen, perhaps it would be a good
idea if their physician were contacted. That
way [the physician] could assess them and if
need be, the patient could be admitted for a
day or two or placed in a facility pending the
storm,” Quattrone says.

You’ll also want to make certain that patients
have adequate food supplies. She suggests that
patients be given extra instructions and reminders.
“They might not understand all the problems that
can arise from having oxygen in the house, for
example,” she points out. “Sometimes people
don’t understand that avoiding open flames also
applies to holiday candles and kerosene heaters
they might be using for extra warmth. You want
to make sure you alert the homebound person to
those issues.”

Quattrone points out that another important
consideration, especially for those areas where it
may be difficult for a pharmacy to deliver, “is
knowing the pharmacy’s stocking and delivery
system in your area.” This, she adds, is especially
critical with pain medication.

The key to a successful emergency prepared-
ness plan is good communication, says Greg
Solecki, vice president of home health care for
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Henry Ford Health System Home Health in
Detroit.

When parts of Detroit lost power for three days
several years ago, Solecki and his agency were
ready to hit the airwaves — with cell phones and
pagers. Solecki, along with the clinical and opera-
tions directors, relied on “a well-understood and
routinely maintained telephone tree,” he says.
Together the three directors set the agency’s
emergency plan into action.

“We knew whom to call because we each have
updated versions of the telephone tree and orga-
nizational charts at home,” he says. “The tree is
updated every month, and while some months it
seems like something you’d just as well skip, I

can’t tell you how happy I was to have it in my
briefcase when the emergency actually hit.”

To make sure the word trickled to every
employee, Solecki’s telephone tree requires that
the last person on the list report back to the first.
And because you can’t always be certain that
phones will be in service, he and others recom-
mend that any contact list include updated cell
phone and pager numbers.

Not only is it important to get in touch with
your employees, but you’ll also want to alert
your patients that a winter emergency plan is in
effect. Depending on your area and your prefer-
ence, there are a number of ways this can be
accomplished. If you have a local radio station
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Unfortunately, not everyone has access to
snowmobiles or four-wheel drive vehicles

allowing visits to all patients during inclement
weather. To make sure those who need care
the most are receiving it, it’s a good idea to
assign patients a treatment status upon admis-
sion and keep that list on file and constantly
updated.

If you’re unsure how to classify some of
your patients, ECRI has printed a criterion
level developed by the Daughters of Charity
National Health System (now part of Ascen-
sion Health) in St. Louis.

Listed here are suggested priority levels for
determining the provision of service:

PRIORITY 1
The life or well-being of the client may be sig-
nificantly jeopardized if services are not pro-
vided that day. Examples include, but are not
limited to: complicated wound care, insulin
injections, IV medications, or TPN when there
is no available capable caregiver or client can-
not perform independently; new referrals
already discharged home from a facility with
acute needs; home medical equipment (HME)
clients on ventilators, or oxygen-dependent
and needing STAT delivery.

PRIORITY 2
No significant adverse effects for the client are
anticipated if services are postponed for one to

two days. Examples include, but are not limited
to: clients scheduled to receive services who are
capable of self-care or have a willing and capa-
ble caregiver and could be coached over the
phone (if phones are available); phototherapy
clients with total bilirubin level less than or
equal to 15 with a documented downward
trend; HME clients needing servicing of apnea
monitors, phototherapy equipment, internal
feeding pumps, or oxygen.

PRIORITY 3
No significant adverse effects for the client are
anticipated if services are postponed for two
or more days. Examples include, but are not
limited to: mother-baby visits, cardiopul-
monary assessments on established clients
with uncomplicated courses; HME clients
requiring nonemergency equipment such
as bedside commodes, continuous passive
motion machines, or hospital beds.

PRIORITY 4
(SKILLED SHIFT PROGRAM ONLY)
No significant adverse effects are anticipated
for the client if services are postponed for
the duration of the emergency or disaster.
Examples may include, but are not limited to:
clients receiving respite care or basic pediatric
nursing care.

Source: ECRI, Plymouth Meeting, PA.

Getting Your Priorities in Order



with a broad listening audience and an especially
strong signal, you might consider announcing
that your plan has gone into effect over the radio,
suggests Quattrone.

Of course, in the case of power outages, that’s
not always possible, so you’ll want a backup plan
— and perhaps a patient version of the phone
tree, where each employee is responsible for con-
tacting each of his or her patients. Some agencies
choose not to make a public announcement but
request that their patients call a specially desig-
nated 800 number to check on weather updates
and agency emergency operations.

But what is an emergency?

The key to all of this, though, is knowing when
to kick that winter emergency plan into effect.
Is it when snowdrifts reach two feet in height? Is
it when weathermen start predicting a blizzard?
What happens if that promised winter blast
never arrives? When do you cancel the emer-
gency plan? Just because there are no guarantees
with the weather doesn’t mean your agency can’t
have a guaranteed point when the winter emer-
gency plan is put into action.

Quattrone recommends that agency managers
pay close attention to local and national weather
forecasts and visit the National Weather Service
Web site at www.nws.noaa.gov. This site ranks
storms in terms of severity and likelihood, she
explains, adding, “It’s a good idea to decide
in advance at what level your emergency plan
kicks in.”

Neither rain, nor sleet, nor hail

Preparing your patients for a storm is as
important as preparing your staff. Agency staff
also need to be reminded of the worth of an
ounce of prevention.

“If staff have to get out there in bad weather,”
Quattrone points out, “common sense advice
would be that they have a good car battery, extra
flashlight batteries, a shovel, and that they carry
some cat litter or sand.” (See “Survival in a can,”
at right.)

In the event of a worst-case scenario, staff
will want to make sure they have some supplies
— dried fruit and high-energy foods or juices —
on hand, she adds. “It’s not a bad idea to have
in your trunk an extra layer of clothing and an
overnight bag with all your necessities,” she
notes. “And, it can’t be stressed enough that

staff know the safest routes to take and have a
full tank of gas.”

Throughout it all, Quattrone stresses that the
most important element of developing a winter
emergency plan is to think through a reasonable
plan. “As long as you have acted reasonably . . .
thought ahead and tried to identify potential
problem areas . . . you might be second guessed;
but if the justification can be shown, then that
should insulate you from most problems that
might arise.”

[For more information, contact:
• Gregory P. Solecki, Vice President, Henry Ford

Home Health Care, 1 Ford Place, 4C, Detroit, MI
48202. Telephone: (313) 874-6500.

• Madelyn Quattrone, Senior Risk Management
Analyst, ECRI, 5200 Butler Pike, Plymouth Meeting,
PA 19462. Telephone: (610) 825-6000.] ■

Survival in a can

The Illinois State Police department in
Springfield suggests using the following

emergency kit. Keep this kit in the passenger
compartment of your car in case of a roadside
emergency or bad weather:

• 2- or 3-pound coffee can with three evenly
spaced holes punched in the top edge;

• 60-inch piece of twine cut into three equal
pieces to suspend the can;

• two large safety pins to suspend the can;
• 2 inch diameter candle, that will be placed

under the suspended can to melt snow;
• sharp pocketknife or pair of scissors;
• three pieces of bright cloth, roughly 2

inches by 36 inches, to tie to the antenna and
door handles;

• small package of peanuts and a small pack of
fruit-flavored candy (avoid chocolate);

• pair of cotton athletic socks;
• pair of cotton glove liners;
• two books of matches;
• sun-shield blanket or two large plastic leaf

bags (The bags will reflect body heat and reduce
heat loss from the wind);

• pen light and batteries (kept separately);
• personal medications;
• if room allows, adhesive bandages, aspirin,

and a small radio. ■
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Learn how to prevent
pressure ulcers
Stemming a growing problem

Arecent study by the University of California
found that an increasing number of people

are entering the home care environment with
pressure ulcers. Does this mean that more health
care professionals are tuned into what constitutes
a pressure ulcer or does it mean that there are
more people getting them? And in either event,
what can be done to stop this from happening?

“The accepted number in 1966 was that at any
time about 1% of the general population had pres-
sure ulcers,” says Ramon Carter, a principle in
WoundHEAL, an Albuquerque, NM, research and
education partnership between Meditrend Inc., R.
Carter & Co., and its Medical Resource Group.

“The best number today is about 1.1%, but it’s
generally accepted that about 1.5% of population
at any one time has pressure ulcers,” he says. “The
question that flows from this is that we know what
causes pressure ulcers, how to prevent them and
how to successfully treat them, yet the increase is
up between 10% and 50%. That’s between 60,000
and 80,000 people, depending on which source
you use, who are dying annually as a direct result
of bedsores. That’s a 737-plane crashing every day,
and no one’s doing anything about it,” Carter
explains.

Ben Peirce, RN, CWOCN, national wound care
manager for Sunrise, FL-based Gentiva Health
Services, says there are a host of factors that have
contributed to this rise, but among the most sig-
nificant is that the population is getting older “by
the hour, by the day, and by the year, so when
you increase the number of older people, and as
older people they are more at risk for pressure
ulcers, you have more cases crop up.”

He explains, “Another factor is shorter hospital
stays. People might be going home sooner, but
they are sicker than before they left and still need
watching. And lastly, I think a major contributing
factor is a knowledge deficit on the part of con-
sumers as to the importance of the issue. People
aren’t very often aware that there is a lot that can
be done that is critical to preventing pressure
ulcers,” he adds. “Even long-term care programs
need to keep up the nutrition level of the patient
and address the issue of incontinence.”

Carter sees a more insidious reason. “We have

known what causes [pressure ulcers] for 40 plus
years. We have solutions available, and Medicare
has approved them for 30 years. . . . So why aren’t
we stopping them? If you’re dealing with hospitals
or certain medical service providers, they love
surgery and a good mechanical sharp debridement
is worth $20,000; a plastic closure is $40,000; and a
flap is about $60,000.

“The bulk of these cases occur in Medicare
patients in nursing homes,” continues Carter.
“There are two places where patients get them: An
elderly person falls, breaks a hip, and goes to the
hospital, and by the time they are out of hospital,
they have a skin breakdown. And when nursing
homes transfer patients from skilled nursing divi-
sions to a Medicaid bed, as far as I’m aware, I’ve
never seen one of these patients on a Class 2 sup-
port surface. (See box, p. 21.) The minute a patient
gets two Stage 2 ulcers or one Stage 3 ulcer, you
are required to put them on a certified Class 2 sup-
port surface, but no one does that. Instead, they
get put on a nonrated foam that has no value other
than comfort. Medicare declared years ago that
they have no therapeutic value.”

Aside from a person’s age, there are several
factors that contribute to the incidence of pres-
sure ulcers, notes Peirce. (See box, above.) The
most critical are a patient’s nutritional status,
incontinence (short- or long-term), the patient’s
activity level, and their level of sensory percep-
tion. Especially at risk in the latter category are
those patients who have had strokes or are para-
plegic or diabetic, he says.“Often these factors
compound with each other. You’ll have [patients]
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(Continued on page 21)

Pressure Ulcer Risk Factors
❒ Altered mental state
❒ Incontinence (both urinary and bowel)
❒ Immobility
❒ Shearing and friction forces
❒ Poor nutritional status and dehydration
❒ Skin changes due to aging
❒ Major surgery and/or use of anesthesia
❒ Previous formation of an ulcer
❒ Medications: steroids, diuretics, sedatives, and

chemotherapeutic agents
❒ Chronic diseases: diabetes, cancer, vascular

disease, neurological diseases, and immune
deficiency problems

Source: www.woundcare.org.
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Sample Pressure Ulcer Assessment Guide
Patient Name: _________________________________Date:____________________Time:___________________

Ulcer 1: Ulcer 2:
Site__________________________ Site _________________________
Stagea _______________________ Stagea _______________________
Size (cm) Size (cm)

Length __________ Length __________
Width ___________ Width___________
Depth ___________ Depth___________

No Yes No Yes

Sinus Tract Sinus Tract
Tunneling Tunneling
Undermining Undermining

Slough Slough
Eschar Eschar

Exudate Exudate
Serous Serous
Serosanguineous Serosanguineous
Purulent Purulent

Granulation Granulation
Epithelialization Epithelialization
Pain Pain

Surrounding Skin:
Erythema Erythema
Maceration Maceration
Induration Induration
Description of Ulcer(s):
______________________________________________________________________
______________________________________________________________________

Indicate Ulcer Sites:

Anterior Posterior
(Attach a color photo of the pressure ulcer(s) [Optional])

aClassification of pressure ulcers:
Stage I: Nonblanchable erythema of intact skin, the heralding lesion of skin ulceration. In individuals with darker skin, discoloration of the skin,

warmth, edema, induration, or hardness may also be indicators.
Stage II: Partial thickness skin loss involving epidermis, dermis, or both.
Stage III: Full thickness skin loss involving damage to or necrosis of subcutaneous tissue that may extend down to, but not through, underlying

fascia. The ulcer presents clinically as a deep crater with or without undermining adjacent tissue.
Stage IV: Full thickness skin loss with extensive destruction, tissue necrosis, or damage to muscle, bone, or supporting structures (e.g., tendon or

joint capsule).

Source: www.woundheal.com. Please note that this form is still in the beta-testing stages and in the process of being modified.



who get ill and wait before going to the doctor
until they are so very ill that their nutrition is not
good at all. Then, if they are in the hospital for
short while, they won’t move around much and
their ability to be continent may be borderline.
Give them some medication that makes them
sedated and disoriented on top of that, and all
these are ripe for a pressure ulcer.”

If a patient is determined to be at risk, says
Peirce, home care aides should give both written
and verbal instructions on pressure ulcer preven-
tion. Included in these instructions, as well as a
patient’s care protocol, should be:

• Conducting a systematic inspection of the
skin at least once a day with special attention to
the bony parts of the pelvis.

• Cleansing susceptible areas as thoroughly
and as frequently as possible — and at routine
intervals thereafter — if the patient is incontinent.
Peirce cautions that caregivers should avoid
using hot water and stick to special moisturizing
soaps such as Dove; to minimize skin trauma,
cleansed areas should be patted dry.

• Applying moisturizing agents to dry skin but
with caution to avoid massaging the bony areas
of body.

• Providing a means of improving a person’s
mobility and providing for padding over any bony
prominence for patients with limited mobility.

Aside from looking at the areas mentioned
above, Peirce places a strong emphasis on the
issue of friction and shear: “You don’t want to
drag or push patients in a way that will cause
these forces on the skin.” Don’t pay enough
attention to these areas, he says, and “the best
wound care in the world won’t heal them.”

To reduce these two factors, when patients are
turned or transferred from bed to chair and back
again, there are some devices and tricks that
home care aides and other caregivers should uti-
lize. For starters, he says, patients should be repo-
sitioned every two hours with foam wedges or
pillows used to protect bony prominences from
pressure. “When you turn [patients] on their side,
avoid turning them all the way so that the pres-
sure on their hip is reduced. You want them to be
30 degrees from being flat on their backs,” he
explains. “Also, keep the head of the bed as low
as possible unless indicated for another medical
condition. If the head is elevated and the patient
is sweating, [the] skin will stick to the sheets and
as [the] skeleton slides to foot of the bed you’ll be
creating a shear condition.

“One way to help is to use a lifting device

like a trapeze positioned over the bed that
allows patients to help move themselves up
in bed rather than you dragging them up. And
anyone at risk should be placed on pressure-
reducing devices like foams, mattress replace-
ments, static air-filled overlays, or alternating
air or gel devices,” Peirce explains.

But devices aren’t the only weapons in the bat-
tle against pressure ulcers. There are a lot of basic
preventative and healing measures the family and
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Pressure Ulcers
by the Numbers

The Reston, VA-based National Pressure Ulcer
Advisory Panel staging system from the 1989
Consensus Development Conference is cited more
frequently than others. For more information,
please refer to its Web site at www.npuap.org.

Stage 1: Nonblanchable erythema of intact skin
the heralding lesion of skin ulceration. In individu-
als with darker skin, discoloration of the skin,
warmth, edema, induration, or hardness may be
indicators.
Stage 2: Partial thickness skin loss involving epi-
dermis, dermis, or both. The ulcer is superficial and
presents clinically as an abrasion, blister, or shal-
low center.
Stage 3: Full thickness skin loss involving damage
to or necrosis of subcutaneous tissue that may
extend down to, but not through, underlying fascia.
The ulcer presents clinically as a deep crater with
or without undermining of adjacent tissue.
Stage 4: Full thickness skin loss with extensive
destruction, tissue necrosis, or damage to muscle,
bone, or supporting structures (e.g., tendon, joint
capsule). Undermining and sinus tracts also may
be associated with Stage 4 pressure ulcers.

WAGNER’S CLASSIFICATION
FOR FOOT ULCERS
Grade 0: Pre-ulcerative lesion, healed ulcers,
presence of bony deformity
Grade I: Superficial ulcer without subcutaneous
tissue involvement
Grade 2: Penetration through the subcutaneous
tissue (may expose bone, tendon, ligament, or joint
capsule)
Grade 3: Osteitis, abscess, or osteomyelitis
Grade 4: Gangrene of the forefoot
Grade 5: Gangrene of the entire foot

Source: www.woundcare.org.



home care aides can implement. “Adequate nutri-
tion is so important for anyone who is frail. You
want to keep them well hydrated, and, if they
have reduced mobility, it’s so important to get
them involved in rehabilitation efforts. Whether
it’s the family, the home care aide, or the doctor or
therapist, get them involved and let the patient
know they need to start moving,” Peirce states.

“If pain is a barrier, then get that addressed.
What you don’t want is them in bed, not moving.
Ulcers are often difficult to heal because the very
things that are leading to the pressure ulcers are
also leading to their lack of mobility. You want
your loved one to realize that they don’t want to
have a skin breakdown that will place them at
risk for bone infections.”

Just as patient education is vital to reducing
the incidence of pressure ulcers, so is educating
health care professionals. Peirce recommends that
employees ask that the subject of pressure ulcers
be added to an organization’s list of educational
programs for the year, especially programs geared
to the home health aide, because as he believes,
“the most important members of the health care
team when it comes to pressure ulcers are the
home health aide.”

Web sites (such as: www.ahcpr.gov and www.
woundheal.com) provide a good source of infor-
mation, as do subscriptions to medical journals.
Peirce also recommends that health care profes-
sionals join state home health care associations
where there will be more information and educa-
tional opportunities than they might be able to
get through their agency alone.

WoundHEAL.com, explains Carter, was set
up with the goal of educating patients and their
families to the causes and treatment of pressure
ulcers, along with providing some good advice
on their prevention. “We hope we’ve provided
the information in such a way that will enable
either a family caregiver or service provider to
solve the their problems, because most pressure
ulcers are preventable. There’s just no excuse for
most of them.”

[For more information, contact:
• Ramon B. Carter, Principle, WoundHEAL.

com@Meditrend Inc., 4820 Eubank Blvd. N.E.,
Albuquerque, NM 87111. Telephone: (505) 292-9358.

• Ben Peirce, RN, CWOCN, Gentiva National
Wound Care Manager, Gentiva Health Services, 1551
Sawgrass Corporate Parkway, Ste. 410, Sunrise, FL
33323. Telephone: (954) 851-1022.] ■

HCFA clarifies
‘through’ date

The Health Care Financing Administration
(HCFA) has released new information regard-

ing the Home Health Prospective Payment System
(HH PPS):

• Removal of home health PPS billing
instruction. Based on input from home health
agency (HHA) providers and trade associations,
HCFA has learned that many [home health agen-
cies] HHAs did not prepare their billing systems
to reflect Medicare’s instruction that on HH PPS
claims the claim “through” date must match the
latest line item date of service. As a result, many
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COMING IN FUTURE MONTHS

Assessing the Pressure Ulcer
✔ Initial assessment. Assess the pressure

ulcer(s) initially for location, stage, size (length,
width, and depth), sinus tracts, undermining,
tunneling, exudate, necrotic tissue, and the
presence or absence of granulation tissue and
epithelialization. (See sample pressure ulcer
assessment guide, p. 20.)

✔ Reassessment. Reassess pressure ulcers at
least weekly. If the condition of the patient or
wound deteriorates, reevaluate the treatment plan
as soon as any evidence of deterioration is noted.

✔ Monitoring progress. A clean pressure ulcer
should show evidence of some healing within
two to four weeks. If no progress can be
demonstrated, reevaluate the adequacy of the
overall treatment plan as well as adherence to
this plan, making modifications as necessary.



HH PPS claims have been returned to the
provider for correction. Many HHAs indicated
that this instruction conflicted with their clinical
documentation practices, which may record a dis-
charge date that is later than the last visit to the
beneficiary. HCFA has re-evaluated the need for
this billing instruction and has determined that
the instruction can be removed, along with the
editing in Medicare systems that enforces it.

A future revision to both the Medicare Inter-
mediary Manual and the Home Health Agency
Manual will formally remove this instruction.
In the meantime, HCFA instructed the Regional
Home Health Intermediaries to disable the edits
that enforce the instruction effective Wednesday,
Nov. 29. HHAs do not need to alter their billing
systems to comply with the instruction in the
future. HHAs whose claims have been returned
to them because of the edit that enforced the
instruction, may resubmit those claims immedi-
ately. Claims affected in the Fiscal Intermediary
Standard System were returned by an edit identi-
fied with reason code 31053. Claims affected by the
Arkansas Part A Standard System were returned
by an edit identified as 1C3C.

• Electronic mailbox for HH PPS questions.
HCFA has created an electronic mailbox for
provider billing questions regarding the HH PPS.
If after reviewing instructions and training mate-
rials on HCFA’s Web site (www.hcfa.gov/med
learn/refhha.htm), you have unanswered ques-
tions about HH PPS billing, you may submit
them to hhppsquestions@hcfa.gov. Questions
received in this mailbox will be answered in the
order received. ■

Underwear may help
prevent hip fractures

Atwo-year independent study has found that
frail seniors who wore HipSavers hip protec-

tor underwear were considerably less likely to
experience a hip fracture than their counterparts
who didn’t.

The study, reported in a recent issue of Advance

for Occupational Therapy Practitioners, examined a
high-risk group from the Elder Service Plan of
the East Boston Neighborhood Health Center. Of
those who wore HipSavers, none experienced a
hip fracture compared to a 4.3% hip fracture rate
in a less at-risk group that did not wear the under-
garment even though the frail group members had
a historic rate of twice as many previous hip frac-
tures and experienced five times the frequency of
falls as did the lower-risk group.

HipSavers are approved by the Food and Drug
Administration and use a soft, thin pad over each
hip bone to absorb and dissipate the impact of a
fall. HipSavers reports that its airPad works “on a
principle similar to that of a [car] air bag by first
absorbing the shock of a fall and then dispersing its
impact over a larger surface area.” The soft pads
are a half inch thick and sewn into wash-and-wear
polycotton briefs for both men and women. For
more information, go to: www.hipsaver. com. ▼
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VA teen-ager accused
of playing doctor

An Alexandria, VA, teen-ager was recently
accused of intercepting an Inova Fairfax

Hospital physician’s telephone pages and then
calling in prescriptions and medical procedures
for patients.

The 16-year-old, according to court papers and
hospital officials, was able to infiltrate the hospi-
tal’s paging system, and according to an article in
the Dec. 16 edition of the Washington Post, “deacti-
vated and reactivated [pagers] with a substitute
pager that was not assigned to Inova Fairfax.” The
charges contend that the teen, who had worked at
the hospital as a volunteer, ordered 12 treatments
for six patients, including the prescription of hep-
arin, a blood thinner, and asking that patients be
given blood tests or administered oxygen.

Hospital officials say no one initially noticed
anything wrong because the orders were medi-
cally appropriate under the circumstances. ▼

Home health ranks fifth in
mergers and acquisitions

Gentiva Health Services of Melville, NY, has
sold its Canadian home health operations to

Canadian-based Bayshore Health Group. Gentiva,
which has more than 300 locations in the United
States and had in excess of $1.5 billion in revenues
in 1999, said the sale was part of the company’s
plan to lower its debt. The terms of this deal,
though, have not yet been disclosed.

HealthMont Inc., a Nashville-based for-profit
hospital company, has purchased its fifth hospi-
tal, 49-bed Callaway Community Hospital in
Fulton, MO, for $1.4 million from CHAMA, a
not-for-profit company that filed for Chapter 11
protection more than two years ago. Callaway
was one of four hospitals owned by CHAMA —
one, the 49-bed Medical Center of Winnie (TX)
closed earlier this year and the other two, the 48-
bed Colusa (CA) Community Hospital and 92-
bed Southeast Arizona (Douglas) Medical Center,
have been bid on by Community Healthcare
Partnerships of Davenport, IA, which bid $3.5
million plus assumption of debt.

On a different note, home health mergers and

acquisitions rose 50% from the second to third
quarter of 2000, according to research firm Irving
Levin Associates in New Canaan, CT. Home
health, which counted eight deals in the second
quarter, ranked fifth out of eight major health care
sectors for mergers and acquisitions, counting 12
deals during the third period. Leading the pack
was physician medical groups with 25 merger
and acquisitions, followed by hospitals and labo-
ratories each with 15, and long-term care facilities
which counted 13 mergers and acquisitions. ■
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CE objectives

After reading each issue of Hospital Home
Health, the reader will be able to do the

following:
1. Identify particular clinical, ethical, legal, or

social issues pertinent to home health care.
2. Describe how those issues affect nurses,

patients, and the home care industry in
general.

3. Cite practical solutions to the problems that
the profession encounters in home care and
integrate them into daily practices. ■


