
Home care agencies focus QI attention 
on better managing patients’ pain
WI research center offers training program

About 4,000 home care and other health care patients in Michigan
and thousands more in five other states are benefiting from a
special pain initiative that is focusing on training nurses how to

more accurately assess and treat pain.
In recent years the federal government and independent accredita-

tion organizations have begun to recognize how traditional health care
has not adequately addressed the issue of pain management, except in
the case of hospice patients. According to the American Pain Society of
Glenview, IL, acute and chronic pain cost an estimated $100 billion each
year in medical bills and lost workdays. Often primary care physicians
are unaware of their patients’ pain, and it will go untreated unless other
providers identify the problem. (See article, p. 99.)

To help nurses and other health care professionals learn how to
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This special report on pain management is part of an occasional
series about how home care agencies are improving the quality

of pain management, pain assessment, and pain documentation.
Look for additional stories on the topic, including articles about
what North Carolina and Virginia home care agencies have done to
improve pain management, in upcoming issues of Homecare Quality
Management.  ■



assess and manage pain, the American Alliance
for Cancer Pain Initiatives (AACPI) in Madison,
WI, is using a grant from the Robert Wood John-
son Foundation of Princeton, NJ, to educate
health care professionals at home care agencies,
nursing homes, and small community hospitals
in Michigan, Virginia, Connecticut, Delaware,
New Mexico, and North Carolina.

Called Institutionalizing Effective Pain Manage-
ment Practices, the project involves data collection,
use of standardized patient interview tools, and
analysis of outcomes.

“There are two purposes to the grant, and one
is to improve awareness of state cancer pain ini-
tiative programs so they’ll be seen as resources
for the community in that state,” explains Penny
Murphy, MS, RNC, CRNH, project director of the
Michigan Cancer Pain Initiative of Fenton, which
is leading the pain project in Michigan.

“The other major focus is to help institutions
bring pain management to their organizations to
improve the overall practices of pain manage-
ment,” Murphy adds.

Education is key

Both the public and health care professionals
need to learn more about pain management
because the prevailing belief is that pain must be
tolerated and even expected when a person is
recovering from surgery, sick with disease, or
simply old, notes Donna Mullen, RN, BSN, pro-
gram coordinator for North Carolina’s Pain
Initiative in Raleigh.

“What we’re hoping to accomplish is a change
in people’s understanding,” Mullen says. “Pain
may be a natural result of disease processes but it
can be managed.”

AACPI established the project to focus on
acute, chronic, and cancer pain, and the organiza-
tion chose to provide training to nurses other
than those in hospice and large hospital settings.
However, in Michigan, news of the project is
spreading, and two large health systems have
already sent representatives so they can learn
about pain management and later teach it to
nurses and others in their institutions, Murphy
says.

“The principal investigators out of Wisconsin
felt that hospice had their act together and had

already institutionalized pain management in
those organizations,” Murphy says.

Focus is on home care, not hospice

Murphy began to recruit home care agencies,
nursing homes, and small hospitals in January
2001 and now has more than 20 organizations
involved in the Michigan part of the project.

Lutheran Home Care Agency & Hospice of
Hope in Frankenmuth, MI, is one of the small
rural agencies involved in the project.

When Lynn Zuellig, RN, BSN, hospice director,
received word of the pain initiative, she was enthu-
siastic about participating because the agency had
recently opened its hospice division and could ben-
efit from learning about cutting-edge pain research
projects.

“Then I realized that they believed hospices
were already doing good pain management and
control, and the thrust of this would be toward
nonhospice agencies,” Zuellig says.

Zuellig then discussed the project with the
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CEquestions
21. The annual medical bills and lost workdays

related to pain cost the U.S. economy an
estimated:
A. $50 billion.
B. $120 million.
C. $100 billion.
D. $950 million.

22. Current medical recommendations for pain
assessment suggest:
A. patients should be taught how to rate their 

pain levels and should give these ratings to 
their clinicians without prompting.

B. clinicians should treat pain as the “fifth vital 
sign” and assess it at each visit with each 
patient.

C. clinicians should assess pain regularly in 
any patients who indicate they have experi-
enced discomfort.

D. none of the above

23. In order to obtain assistive devices in the home,
a patient should expect to pay about $150.
A. true
B. false
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agency’s home care director, Donna Zwerk, RN,
BA, and they decided to make it a joint effort
involving a team of three people, including
Zuellig, Zwerk, and a staff nurse who worked 
for both hospice and home care.

Outcomes have not yet been measured, but
there have been some noticeable improvements
in how staff nurses document patient pain and
put it in the care plan, Zwerk says.

Also, home care nurses are more sensitive to
their own mistakes in managing patients’ pain.
For example, one nurse had called a physician’s
office about a home care patient’s pain and had
been told that the doctor would call the patient
that day, Zwerk recalls.

“The nurse left a message for the case manager
and went home, but the patient called in the
morning, saying she was still in pain and had
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Clip this quick educational 
guide to pain management
Points designed for health care professionals

The American Pain Society of Glenview, IL,
has created this brief health care worker

guide to assess pain and pain management:
Points on Pain
• Pain communicates something may be

wrong in the body. Receptor nerve cells
beneath the skin sense tissue trauma. These
cells send messages from the injured area
through the nerves, along the spinal cord and
to the brain. Pain medications block these mes-
sages or lessen their effect on the brain.

• Pain is classified as acute or chronic. Acute
pain, which often is severe, accompanies a spe-
cific illness, injury, or surgery, but resolves once
the condition passes or heals. Examples of situa-
tions causing acute pain are childbirth or bone
fractures. Chronic pain persists beyond the course
of the injury, for weeks, months, or years. It is
persistent pain that may be associated with a
long-term condition, such as arthritis, back prob-
lems, or cancer. Sometimes chronic pain cannot
be attributed to a specific cause.

• Pain is a major health problem in this
country and the most common symptom that
leads to medical care. It results in more than 50
million lost workdays each year.

• The cost of pain, including medical bills
and lost workdays, is estimated at $100 billion
per year in the United States.

• Back pain alone produces chronic disabil-
ity in 1% of the U.S. population, and another

1% are temporarily disabled by it. It is the lead-
ing cause of disability in Americans under 45
years of age.

• As our population ages, the already signifi-
cant problem of chronic pain in the elderly will
increase.

• Pain statistics:
— 40 million Americans have arthritis.
— More than 26 million Americans, ages 

20-64, experience frequent back pain.
— Among cancer patients, it is estimated

that 70% have significant pain during their ill-
ness, but fewer than half receive adequate treat-
ment for their pain.

— More than 25 million Americans suffer
migraine headaches.

— 20 million Americans have jaw and lower
facial pain (TMD/TMJ) each year.

— Nearly 4 million Americans, mostly
women, suffer from fibromyalgia, a complex
condition involving widespread pain and
other symptoms.

— Half of all hospitalized patients have
moderate to severe pain in their last days in 
the hospital.

• Proper assessment of pain is crucial for
effective treatment. In health care organizations,
providers should view pain as the fifth vital sign
and assess it regularly, along with the other vital
signs.

• Pain responds to a variety of treatments,
including medication, physical, and behavioral
therapies, surgery, psychotherapies, and other
interventions. For chronic pain, a multidisci-
plinary approach, using a combination of tech-
niques, is most effective.

• For patients at the end stages of terminal
illness, hospice care specializes in pain relief.  ■



never heard from the doctor,” Zwerk says.
Having learned more about pain management

through the project, the nurse realized that she
should have called the patient again at 4 p.m. to
see if the doctor had called and prescribed medi-
cation. That way, the nurse might have been able
to do something to help the patient before the
doctor’s office closed, Zwerk adds.

Lutheran Home Care agency’s hospice is doing
a separate study of pain management and assess-
ment, although this information would not be
part of the Michigan pain project, Zuellig says.
(See story about the agency’s pain education
and quality improvement [QI] projects, right.)

Pain management is QI project

Another agency involved in the project, United
Home Health Services Inc. of Canton, MI, has
made pain management a QI project and a top
priority for staff, says Penny Rhein, BSN, RNC,
vice president of the western, freestanding, hos-
pital-affiliated agency.

“We’ve added additional cues for assessing
pain and have made sure the grading scale we
have is consistent with other parts of documenta-
tion, including the nurse’s notes,” Rhein says.

The agency follows the American Pain Society’s
recommendations to make pain assessment the
“fifth vital sign” for each nursing visit.

“On the nurse’s notes for every visit, at the tip,
we have spaces for pulse, blood pressure, tempera-
ture, respiration, and now there’s a line for assess-
ing pain, which is the fifth vital sign,” says Linda
Mlynarczyk, BSN, RNC, clinical director.

“So it’s just a routine to assess a patient for
pain,” Mlynarczyk adds.

Implementing techniques

United Home Health Services also has imple-
mented a variety of pain management techniques
learned from the project. For instance, Rhein and
Mlynarczyk learned about comfort care kits after
attending a pain project workshop.

“This is a way for patients to concentrate on
something other than their chronic pain condi-
tion,” Rhein says.

Also, the agency has obtained a donation from
a pharmaceutical company that will cover the

cost of some of the comfort care kits, and the staff
are looking into obtaining donations of packet
items, such as relaxation tapes, personal mas-
sagers with rollers, massage oils, and creams,
Mlynarczyk says. (See story on how United
Home Health Services has educated staff and
implemented pain management strategies, 
p. 103.) ■

Rural nonprofit agency 
improves pain assessment
Hospice, home care benefit from training

When the opportunity arose to learn the latest
pain management assessment techniques

and treatment guidelines, Lutheran Home Care
Agency & Hospice of Hope in Frankenmuth, MI,
took full advantage.

The freestanding, nonprofit agency that serves a
50-mile radius in the rural, thumb-area of Michigan
volunteered to be part of the Michigan Cancer Pain
Initiative and committed staff and time to improv-
ing pain assessment and management training and
education.

Developing QI projects 

Joining the pain initiative project was a natural
fit since the agency has begun to make pain man-
agement a top priority, partly because of docu-
mentation requirements on the Outcome and
Assessment Information Set (OASIS) form, says
Donna Zwerk, RN, BA, director of the certified
and private division.

The agency also is one of the pilot programs
for the Michigan Peer Review Organizations
(MPRO) and has chosen pain assessment and
management as part of its Outcome-Based
Quality Improvement (OBQI) project.

All of these quality improvement (QI) type of
projects and efforts will help the agency improve
outcomes under the prospective payment system
(PPS), Zwerk says.

“One of the positive things with PPS is the
nurse now is the case manager, and she can see
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the patient. If she needs to come back the next
day or next three days in a row to help the patient
get a good handle on pain and medications, she
can do this because the agency is paid in one
lump sum,” Zwerk notes.

Patients now have more acute problems 

“We’re seeing patients with such acute prob-
lems that if we’d seen them 10
years ago, someone would have
been taking care of them on the
surgical floor,” Zwerk adds. “So
there are a lot more ill patients, and
they have a lot more pain needs
than what we were used to seeing
in home care, and that has to be
addressed right up front.”

Often these acutely ill patients
had been receiving medication
through a pain pump in the hospital, but are
switched to oral medications when they are sent
home. This means that home care nurses might
encounter instances in which the patients’ pain is
not working adequately, she explains.

Also, patients may need to be seen by thera-
pists and other disciplines, but if their pain isn’t
adequately managed, then patients will not be
able to tolerate therapy. 

All of these issues mean that today’s home
health nurse needs to know a great deal more
about pain assessment and management than
was required in the past.

As part of this educational process, Lutheran
Home Care staff attended conferences that high-
lighted pain management best practices and
benchmarks, says Lynn Zuellig, RN, BSN, hos-
pice director.

“It was a fantastic collection of professionals
and experts in the field who could talk to what
was the standard of practice,” Zuellig says.
“There was a lot of networking going on, so peo-
ple in small agencies could connect with people
in other small agencies.”

The Michigan Cancer Pain Initiative led the
pain management quality improvement project in
the state and provided training materials in con-
junction with the American Alliance of Cancer
Pain Initiatives in Madison, WI. The project’s
main conference combined lecture format and

interactive workshops at which specific materials
from the Wisconsin organization were presented,
says Penny Murphy, MS, RNC, CRNH, project
director of the Michigan Cancer Pain Initiative in
Fenton, MI.

Each agency, including Lutheran Home Care,
sent three people to attend the conference, and
they were taught everything from assessing pain
to regulation issues. (See story on what the pain

project entails, p. 103.)
From a quality improvement

perspective, smaller agencies can
save money and improve training
techniques by using strategies
taught by organizations, such as
the American Alliance of Cancer
Pain Initiative, Zuellig says.

“We didn’t have to start from
scratch,” Zuellig explains. “We
were using a manual on building

an institutional commitment to pain manage-
ment, and in there are quality improvement tools,
reporting tools, policies and procedures, and mis-
sion statements addressing pain.”

Videos, QI tools available for training

The pain project also has provided participat-
ing agencies with access to educational video
tapes, standards of practice, nursing competen-
cies, flow sheets, critical pathways specific for
pain, pocket and reference cards, posters, and
case conference and case study guides, Zuellig
adds. (See resource guide for more information
on pain management tools, p. 104.)

Staff training about pain management began
shortly after Zuellig and colleagues attended the
pain conference.

“We started with nursing meetings at the first 
of March, telling them about the program on pain
management,” says Donna Zwerk, RN, BA, direc-
tor of the certified and private division of Lutheran
Home Care Agency & Hospice of Hope.

Along with staff education, Zwerk and Zuellig
initiated a chart audit process in which Zwerk
and two clinical supervisors looked at 17 admis-
sion charts for the following indicators:

• Does the patient have pain?
• Is the patient on any pain medications?
• Does the patient have intractable pain?
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“We didn’t have to 
start from scratch.
We were using a 

manual on building an
institutional commitment
to pain management . . .”



• Is pain addressed on the follow-up plan of
care?

• Was the pain scale used?
“We kept the audit very basic and reviewed

the same charts again at 10 days to two weeks
after admission,” Zuellig says. “At the follow-up,
we asked, ‘Was the pain scale used on every visit,
and was the pain level addressed?’”

Identifying and fixing problems

After auditing 17 charts, they discovered that
15 patients had pain at admission, but only seven
had pain that was addressed on the nursing plan
of care. Also, the pain scale was not consistently
used, and the onset frequency and origin and
duration often were not completed, Zuellig says.

Zuellig and other supervisors reached the con-
clusion that while it was possible the audit missed
some things, the agency probably wasn’t doing as
good a job as they needed to do.

So they began to renew educational efforts,
including having home health nurses do 
chart audits so they could see the problems 
for themselves.

“We ask nurses, ‘What do you see that could
be done differently?’ and it’s amazing what they
see in their own charts,” Zwerk says. “One nurse
said, ‘This is my chart, and I don’t want to tattle
on myself, but maybe I could do this differently.’”

Supervisors also asked nurses to assess the
agency’s OASIS tool for problems with how
pain is assessed.

“We had nurses look at our current OASIS pain
assessment tool and rate it according to what
they heard on the educational videotape about
what the tool’s strengths and weaknesses were,”
Zuellig says.

Nurses have pocket pain guides

One drawback to their tool was that it couldn’t
be easily adjusted by adding a question or two
because of the way it had been designed by the
OASIS tool contractor. This led the staff to con-
sider making a small pocket reference tool that
nurses could carry with them while assessing
patients for pain. The pocket guide would give
them cues on assessment and documentation of
pain.

“We gave them pain sticks to keep in their
pocket, and these have a visual analog for rating
pain from zero to 10,” Zuellig says. “One side is a
color chart and numeric scale, and the other has a
face scale with happy faces.”

The staff concluded that the OASIS tool ade-
quately assessed pain intensity, quality, location,
duration, origination, whether it varied from day-
to-day, what makes it worse, impact on sleep and
quality of life, analgesic history, barriers to report-
ing pain, and physical findings at the site of pain.

However, the supervisors disagreed. While the
tool asked all of those questions, it did so in a
large paragraph instead of asking each question
individually, Zuellig explains.

For example, one question on the OASIS tool
reads, “Is the patient experiencing pain that is not
easily relieved, occurs at least daily, and affects
the patient’s sleep, appetite, physical or emo-
tional activity, concentration, personal relation-
ships, emotions or ability or desire to perform
physical activity?”

Nurses then have to answer “yes” or “no” to
the question, even when some of the points might
be true while others are not, Zuellig says.

“We felt that was not adequate because there
was too much lumped in there, and you can’t
pull it out on the tool,” she says. “But on the
pocket guide, it will pull all of these questions
out.”

Revamping the pain scale

Another problem was that the OASIS used a
pain scale of one to 10, which Zuellig and other
managers did not feel was adequate. “We wanted
the scale to be from zero to 10,” Zuellig says.

“We can get a more accurate assessment that is
more in line with what people are using nation-
ally by making it from zero to 10,” she adds.

Chart audits also revealed the agency’s need 
to train nurses how to provide better follow-
through on the nursing care plan, Zuellig says.

“They need to be able to distinguish those
patients who had pain on admission and a need
for follow-up on subsequent nursing visits,”
Zuellig adds. “Another goal is for the pain scale
to be used on each visit and not just on every
other visit or visits by the primary nurse.”

As part of the pain project, the agency will make
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all practical and necessary changes in documenta-
tion, assessment, and treatment, and then monitor
patients for improvements in pain management.

It’s too early in the project for results, but the
staff’s response to education has been encourag-
ing, Zwerk says. “I expect our outcomes will
improve.”  ■

MI firm tackles pain 
management project
Staff treats pain as fifth vital sign

United Home Health Services Inc. of Canton,
MI, has been involved with the Michigan

Cancer Pain Initiative expressly for the purpose
of having access to educational materials and
assessment tools related to pain management.

“Pain management should be something that’s
considered essential at every level of your organi-
zation, from the administrator down to the home
health aide,” says Linda Mlynarczyk, BSN, RNsC,
clinical director of the hospital-affiliated, mid-
sized, freestanding agency that serves western
Michigan.

The agency is committed to improving clini-
cian pain management and assessment and has
made a variety of changes that hopefully will
result in better pain outcomes, Mlynarczyk says.
Here is a quick look at the agency’s activities:

1. Attend educational sessions.
Since the agency is part of the pain initiative,

United Home Health representatives were invited
to attend an educational conference that featured
experts on pain assessment and management.

“We were very impressed with the presenta-
tion that included a variety of experts who
offered their opinions about the status of pain
control and issues and problems with pain con-
trol, including education of physicians,” says
Penny Rhein, BSN, RNC, agency vice president
and the 1999-2001 president of the Michigan
Home Health Association in Okemos.

The educational conference addressed 
nurse education and how to train nurses to
communicate the needs of patients and make
recommendations regarding pain management

to physicians, Rhein adds.
“As a result of this education you could work

in good partnerships with physicians and come
up with a better pain program for your patients,”
she says.

2. Form a pain management work group.
After Mlynarczyk and other representatives

attended the pain initiative workshop in Michigan
held earlier this year they formed a multidisci-
plinary group to plan how the agency could
improve its pain assessment and management.

The work group included Mlynarczyk, Rhein,
a nursing supervisor, a home health aide coordi-
nator, three staff nurses, a physical therapist, a
social worker, and a home health aide.

Mlynarczyk, Rhein, and two other staff mem-
bers who attended the pain conference met sepa-
rately to outline a work plan, develop an auditing
tool, and presented these to the work group.

Chart audit results encouraging

3. Conduct chart audit and analyze results.
“In the first group meeting, we spent two hours

working on a chart audit and pulled at random 26
patient records from January through June 1, 2001,”
Mlynarczyk says.

“Then we broke into groups to audit these
records and see how well we currently are assess-
ing patient pain, how well it’s controlled, and
how well we are documenting it throughout the
patient’s care,” she adds. “We were very produc-
tive, and everyone was motivated.”

The audit results were encouraging. The
agency, prior to joining the pain initiative, had
made some changes to pain management policies
and documentation based on the new pain man-
agement standards of the Joint Commission on
Accreditation of Healthcare Organizations of
Oakbrook Terrace, IL.

“We found that as an agency, we’ve really
heightened our awareness of pain management
prior to becoming involved with this initiative,”
Mlynarczyk says.

But there was room for improvement.
“We were noticing at the group chart audit, we

held that although the documentation was good
and the patient’s overall pain management seemed
to be a priority with the staff, our documentation
was not consistent,” Mlynarczyk explains. “It did
not lend itself to cueing staff on every visit and it
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was not consistently documented on every visit by
every discipline.”

4. Make revisions and refine improvements.
At a second meeting of the work group, the

group broke up into pairs of people to make revi-
sions to the pain documentation to encourage
staff to assess pain at each visit.

They made minor revisions to each of the
staffing notes and some additional revisions to
improve consistency of documentation.

Changes include adding additional cues for
nurses to assess pain and making sure that the
pain scale is consistent with other parts of the
documentation, Rhein says.

Also, at the top of each nursing note there is a
new space for pain, as this is now considered the
“fifth vital sign” that must be checked at each
patient visit.

“We also will create a clinical pathway to be
used for the patient whose primary focus is a
pain control issue,” Mlynarczyk says. “And we’ll
put together a packet for that type of patient so
that the nurse or therapist will have the entire
packet of materials to use with that patient’s care
management.”

Pain management now more consistent

5. Provide staff education.
Staff education was easier with the various

teaching and training tools provided by the pain
initiative project.

One of those resources was a set of video train-
ing modules, which are each 15 minutes long and
include discussion questions and a post-test,”
Mlynarczyk says. “At every staff meeting, we
show one of those videos.”

The videos and other presentations about pain
management have been well-received by the
staff, Rhein notes. For example, staff already have
a greater awareness of consistently assessing
patients’ pain, Mlynarczyk says.

“It wasn’t consistent before, and if the nurse
found the patient in pain on one visit, the nurse
might not remember to assess it on the next visit
unless the patient brought it up first,” she adds.

Consistency has definitely improved, she says.
“From our preliminary findings, it looks like they
have a pretty good understanding of how to do it
and what needs to be done.”  ■

Resources for pain
management education
Check out these materials, sites

Home care agencies that need to improve their
pain management education have a variety

of materials available to help them in this quest.
Here are a few resources that are specifically
designed for nurses and/or home care agencies:

• Pain video training series: The American
Alliance of Cancer Pain Initiatives of Madison,
WI, sells for $70 a series of seven videos, each 
are 10-15 minutes long, called “Effective Pain
Management in Home Health.” For more infor-
mation, contact the AACPI at 1300 University
Ave., Room 4720, Madison, WI 53706; telephone:
(608) 265-8655; fax: (608) 265-4014; web site:
www.aacpi.org.

• Pain resource manual: AACPI also has 
a pain management resource manual called
Building an Institutional Commitment to Pain
Management, published by the Resource Center
(2nd edition). The manual, which costs $40, pro-
vides detailed guides and quality improvement
tools for health care professionals to design effec-
tive pain management policies, procedures,
standards of practice, flow sheets, etc. For more
information, contact the AACPI at 1300 Univer-
sity Ave., Room 4720, Madison, WI 53706;
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• Linda Mlynarczyk, BSN, RNC, Clinical Director, and
Penny Rhein, BSN, RNC, Vice President, United Home
Health Services Inc., 2200 Canton Center, Suite 250,
Canton, MI 48187. Telephone: (734) 981-8820.

• Donna Mullen, RN, BSN, Program Coordinator, North
Carolina Pain Initiative, American Cancer Society, 11
S. Boylan Ave., Raleigh, NC 27603. Telephone: (919)
834-8463.

• Penny Murphy, MS, RNC, CRNH, Project Director,
Michigan Cancer Pain Initiative, P.O. Box 683, Fenton,
MI 48430. Telephone: (313) 532-1978.

• Lynn Zuellig, RN, BSN, Hospice Director, and Donna
Zwerk, RN, BA, Director, Certified and Private Division,
Lutheran Home Care Agency & Hospice of Hope, 9710
Junction Road, Frankenmuth, MI 48734. Telephone:
(517) 652-4663.
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Assistive devices enhance
HH patients’ independence
Study: Patients satisfied with inexpensive gadgets

Helping home care patients select assistive
equipment — everything from jar grips and

tub seats to button hooks and reaching devices —
can help them compensate for physical limita-
tions and increase independence in the home.

A study of state home care patients in Massa-
chusetts showed high satisfaction among patients
outfitted with even inexpensive assistive devices,
says Alison S. Gottlieb, PhD, senior fellow with
the Gerontology Institute sat the University of
Massachusetts-Boston.

In the study, home care case managers helped
nearly 200 clients select devices that helped
patients in areas of dressing, bathing, general
mobility and expressive activities such as hob-
bies or communication.

Cost not barrier to patients

The devices were purchased by the home care
providers as part of a state-funded home care pro-
gram. But Gottlieb says even home health agen-
cies that are unable to buy devices for patients can
help them find inexpensive, low-tech items they
can purchase on their own. The devices can signif-
icantly ease patients’ lives and allow them to
more fully participate in their own care.

She notes that while clients in the state pro-
gram were allotted up to $150 each for assistive
devices, the program spent about half that

amount. Clients averaged four items, each cost-
ing an average $19.

“Some of these clients or their families could
have afforded some of these items, even if the
agency couldn’t,” Gottlieb says. “We’re talking
about some items that only cost $10.”

The most important goal, she says, is to edu-
cate clients and care providers that the assistive
devices exist, and that they can make a difference
for patients whose declining skills have caused
them to withdraw from activities of daily living.

“People just don’t know about this stuff,”
Gottlieb says. “That’s a big problem.”

Barriers to assistive devices

As people get older, their various physical lim-
itations — failing eyesight or hearing, arthritic
hands, loss of balance and dexterity — can com-
plicate previously simple maneuvers, such as
dressing oneself or preparing meals.

It’s at that point that Gottlieb says intervention
can be most useful, before patients have given up
trying to handle the tasks themselves.

“If they’re now using Meals on Wheels and
someone’s doing their bathing twice a week, they
become reliant on that and it’s harder to reverse
it,” she says. “Whereas, if you have somebody
who is having trouble doing these things, but still
is motivated to do them, then you give them a
tool that could make it easier and teach them
how to do it.”

Patients who have undergone rehabilitative
therapy already may have been introduced to
some simple assistive devices. And Gottlieb says
most are familiar with bathing devices such as tub
seats, grip bars and hand-held shower nozzles
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telephone: (608) 265-8655; fax: (608) 265-4014;
web site: www.aacpi.org.

• Pain publications: The American Pain Society
has various publications about pain, including The
Journal of Pain, APS Bulletin, Principles of Analgesic
Use in the Treatment of Acute Pain and Cancer Pain,
4th Edition, Guidelines for the Management of Acute
and Chronic Pain in Sickle-Cell Disease, 1st Edition,
and Managed Care and Pain. For more information,
contact the American Pain Society, 4700 W. Lake
Ave., Glenview, IL 60025-1485; telephone: (847)
375-4715; web site: www.ampainsoc.org.

• Video on pain management: Marymount
University has produced a two-volume video
series called “The Reality of Home Health Care,”
which includes a video that features an example of
treating a home care patient who has severe pain.
The videos together cost $175; $115 separately,
including shipping and handling. For more infor-
mation, contact Leslie Jean Neal, PhD, RNC,
CRRN, Assistant Professor of Nursing, Mary-
mount University, 2807 N. Glebe Road, Arlington,
VA 22207; telephone: (703) 455-3036 and press
option 1 to hear more about the videos.  ■

Special Report: Managing Patient Pain



because they’re often installed to help home
health aides with bathing.

But for patients who haven’t been in a rehabili-
tative setting or who initially declined assistive
devices, there’s often a lack of knowledge about
what’s available and how it can help.

In addition, Gottlieb says, trying something
new can be a hard sell for an older person who is
used to doing things the same way.

“If you or I were to use a device, we might say,
‘What a nifty gadget,’” she says. “But if you’re an
80-year-old who’s been using an old-fashioned
potato peeler, it’s harder. There are much easier
potato peelers out there that use half the strength.
But older people don’t like to change and if they’ve
had it for 50 years and it still works, they don’t
want to give it up.”

Beyond client reluctance, Gottlieb also found
that case managers were themselves not very
knowledgeable about the vast array of devices
available. And many of them were reluctant to
advise clients on their use, in part because of a
fear of liability in case the client suffered an
injury while using a product.

Because of that fear, Gottlieb says her program
didn’t take responsibility for any items that had
to be installed. If a person chose a bathroom grab
bar, for example, family members were required
to install it themselves.

But with most of the devices, she says, there is
little reason for such fears.

“Actually, even things like canes and walkers,
if they’re totally the wrong size, can be a prob-
lem, but nobody is going to injure themselves
on a Good Grips can opener,” she says. “Either
they can use it or they can’t. I don’t think it’s
dangerous.”

Training, tryouts are key

The Massachusetts assistive device program
began with the case managers, who, in the state
system, coordinate contracted home health ser-
vices for clients. Gottlieb says many knew little or
nothing about assistive devices.

Training sessions were set up with experts from

a nearby rehabilitative hospital who explained
how the items worked and how to determine
which items were best for which patients.

She says occupational therapists (OTs) are also
well-suited to giving this type of training. “OTs
are used to thinking about the whole person and
their total well-being,” she says. “You want some-
body who is focused on thinking about older
people and equipment.”

Familiarize staff with devices

Gottlieb says many agencies may find the
expertise among their own staffs. That not only
helps with training, but also allows staff to follow
up later as cases arise that require discussion.

Based on feedback from agencies in the demon-
stration program, she says trainers should come
prepared with a variety of assistive devices, to
show the staff how each works. 

“They need opportunities to use the items them-
selves,” Gottlieb says. She also suggests giving staff
opportunities to present cases to the trainer to get
suggestions on items they should try.

That kind of hands-on experience also is vital
when introducing items to the client, Gottlieb says.
Having a person look at pictures in a catalog can
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Who can benefit?

The Gerontology Institute of the
University of Massachusetts-Boston iden-

tifies these indicators that a client may bene-
fit from assistive equipment. The client:

• is motivated to remain independent;
• has a desire to engage in meaningful

activities;
• is alert and inquisitive;
• indicates a declining ability to carry out

activities of daily living (including meal
preparation, dressing and bathing);

• has shown creativity in using makeshift
devices (such as pliers to open jars).  ■



give some idea of how a device works, but unless
a client tries it out, there’s no way to know
whether he or she can actually use it.

A jar opener, for example, may require strength
that a person doesn’t have, or may require the use
of two hands when the person only has strength
in one.

“If you have a demo kit you can take with you,
you can say to the client, ‘Look, I see you’re having
a problem with opening jars — do any of these
items work for you?” Gottlieb says. “And the per-
son can try the equipment, see that it works well
for them, and they can get one for themselves.”

Once the person has obtained the item, the
nurse should check on a subsequent visit to
ensure that the client is able to use it and doesn’t
need further instruction, she says.

Gottlieb says that an agency dealing with a
more complex case can suggest to the physician
that the client get an OT assessment.

Success equals independence

While there is no hard data in the Massachusetts
project showing that assistive devices allowed
people live at home longer, the study is replete
with anecdotes showing how relatively inexpen-
sive items helped patients maintain more indepen-
dence in their own homes:

• One client, with limited thumb mobility,
worked with a case manager to obtain foam tub-
ing, which she used to build up her toothbrush,
the handles of cooking utensils, a long-handled
bath brush, and even paint brushes, to help her
continue to pursue her hobby.

• A woman recovering from stroke and hip
replacement used a rolling cart to help serve meals.
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CE objectives

After reading each issue of Homecare Quality
Management, the quality manager will be able

to do the following:
1. Identify particular clinical, ethical, legal, or

social issues pertinent to home health care
management.

2. Describe how those issues affect nurses,
patients, and the home care industry in general.

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

• Alison Gottlieb, Senior Fellow, Gerontology Institute,
University of Massachusetts-Boston, 100 Morrissey
Blvd., Boston, MA 02125-3393. Phone: (617) 287-
7300. Fax: (617) 287-7080. E-mail: gerontology@
umb.edu.

A copy of the study, Providing Low-Cost Assistive
Equipment Through Home Care Services: The
Massachusetts Assistive Equipment Demonstration, is
available on the Gerontology Institute’s web site, at
www.geront.umb.edu. Also on the site, at www.geront.
umb.edu/current/assistequip/reports/resourcemanual.pdf,
is a manual that includes resources for information on
assistive devices used in the demonstration.

Sources



• Another client, who received a wall-mounted
electric can opener, told researchers that it was the
first time since her stroke that she was able to do
something for herself instead of asking for help.

Gottlieb says such useful items are becoming
easier to find and less expensive. Many kitchen-
ware companies, for example, have moved toward
the goal of “universal design” — making products
easier for everyone to use. As a result, an ergonom-
ically designed can opener that once might have
been available only through a specialty catalog
now can be purchased at any kitchenware store.

“Universal design is a big improvement, but it’s
still not going to solve the problem for seniors in
the short term,” she says. “There’s a need to get
these things in people’s hands to try them out.”  ■

The agency formerly
known as HCFA

As of June 14, health care professionals kissed
the Health Care Financing Administration

goodbye. Citing its negative image, President Bush
announced that the organization will now be
known as the Centers for Medicare and Medicaid
Services. As part of its new and improved image,
the newly named organization will introduce later
this year a toll-free hotline to answer people's ques-
tions about Medicare 24 hours a day, seven days a
week. 

The number — (800) MEDICARE — now is
open to take calls from 8 a.m. to 4:30 p.m.
Monday through Friday. Also on tap for the
agency is a $35 million national media campaign
to highlights the health insurance options avail-
able to the elderly. Among them are health main-
tenance organizations, fee-for-service Medicare,
and private insurance to fill gaps in Medicare and
medical savings accounts. Secretary of Health
and Human Services Tommy G. Thompson said
of the organization's new image, “We're making
quality service the No. 1 priority”  ■
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What’s available?

The following is a list of some of the assis-
tive devices available to help home health

patients with activities of daily living, accord-
ing to the Gerontology Institute:

• Meal-preparation devices
— Jar opener
— Can opener
— Peeler
— No-slip padding
— Oven pull
• Dressing devices
— Spiral shoelaces
— Button hook
— Shoe horn
— Zipper grip
• Bathing devices
— Long-handled sponge
— Bath rail/grab bar
— Hand-held shower
— Tub chair
— No-slip bath mat
• Mobility devices
— Reacher
— Walker basket/pouch
— Cane
• Expressive devices
— Magnifier
— Easy-grip pen
— Book holder
— Easy-grip scissors
— Easy-switch lamp  ■


