
It’s official: Safety devices will be
mandatory for California providers
Ever the trendsetter, state passes law to protect health care workers

California always has been a trendsetter, and this time the state may
be paving the way to create a safer environment for health care
workers. Gov. Pete Wilson recently signed into law legislation that

requires the use of safety needles to protect medical workers. The law,
developed by the San Francisco-based California Occupational Safety and
Health Administration (Cal-OSHA), has an effective date of Jan. 15, 1999. 

Although the use of safety devices clearly puts patient and health
care worker safety at the forefront, home infusion providers who dis-
cussed the new law with Home Infusion Therapy Management wondered
if such a law was really necessary. 

“Is that something they have to force anyone to do?” asks Ross
Domke, RPh, and director of operations for OptionCare’s Redding,
CA, office. “It’s more government regulation, and they’re not really
going to be able to enforce it unless there is a problem.” 

Domke notes that common sense dictates the use of safety devices,
but not in all cases. He points out that the law does not require the use
of safety devices in every instance. For example, a standard cannula or
syringe can be used if a provider can show that currently available
safety-device technology does not promote patient or employee safety
or interferes with a medical procedure. 

David Schuetz, PharmD, home infusion pharmacist for Sacramento,
CA-based Sutter Health Home Infusion Services, says many providers
will need to take advantage of the provision. 

“We use needleless systems with the exception of any time there are
subcutaneous or IM [intramuscular] doses,” he says. 

But that’s not the only problem. “In the home, safety needles and
syringes sometimes present more educational and usage problems for
patients that have limited capabilities to begin with,” according to
Schuetz. “Using safety devices is often more difficult.” 

Then there’s the cost issue. Not only are safety devices usually more
expensive than standard syringes; reimbursement often is difficult due
to the numerous parts that usually make up the safety devices. 
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“I’m not sure whether Medicaid will reimburse
for this, because sometimes when there is some-
thing that has a lot of pieces, it is hard to get paid
for,” says Domke. 

The legislation also will require greater inven-
tory for providers. 

“We do not use safety-type syringes in sterile
preparation because they are very difficult to use
in compounding,” says Schuetz. 

Both Sutter Health Home Infusion and
OptionCare are already using safety devices in
patient homes. And with the provision allowing
for some leeway regarding the use of safety
devices, both agree that the law is a step in the
right direction. 

(Editor’s note: For previous coverage of the Cal-
OSHA regulation, see HITM, October 1998, p. 109.) ■

Are you qualified 
for pediatric referrals? 
‘They are not little adults’

Infusion therapy is infusion therapy no matter
who the patient is, right? 
Wrong. Add pediatric patients to the mix and

you’re dealing with a unique situation. Although
at first glance it may seem that little differentiates
home infusion therapy provided to an adult from
therapy provided to a young child, those who
specialize in pediatric services says there’s a
world of difference. 

Mark McConnell, MD, CEO and medical
director of Newport Beach, CA-based pediatric
home care provider Building Blocks, understands
pediatric-specific infusion therapy both as a pro-
fessional and a parent. 

“My company was started because my own
son needed home care services to receive 30
days of antibiotic infusion,” says McConnell.
The ensuing experience pointed to the need for
pediatric-specific home health providers. 

“A pediatric nurse initially came out and did
all the teaching and education, but after that an
adult [non-pediatric experienced] nurse came
out,” says McConnell. “My son initially had to
have an IV started every two to three days until
he got a longer line in him, and they were unable
to start IVs in him. They were trying to poke my
son, and eventually I had to take over and start

the IV myself because the nurse that came out
was not competent to do that.” 

McConnell adds that the home care company
also sent out adult IV supplies: catheters that
were 18 gauge rather than 22 or 24 gauge, as well
as an adult-size wrist splint rather than a splint
for a 15-month old infant. 

“That’s how my company got started,” says
McConnell. “I believe that if he had specialized
pediatric care in the hospital, he should have spe-
cialized pediatric care in the home, too.” 

McConnell cites numerous instances in which
pediatric-specific care has saved money — and,
more importantly, saved patients’ lives. 

One pediatric patient, who was under a capi-
tated contract with another payer, was forced to
receive care from an adult home care company for
enteral feedings at night. However, for the first
seven nights in a row, the tube came out and the
nursing company was forced to send out a nurse
to replace the tube. Eventually, the pediatrician
asked the payer to allow Building Blocks — which
did not have a contract with the payer — to send
one of its nurses out. 

“We sent one nurse out who was a pediatric
nurse, and knew how to fasten the tube to the
patient’s nose and behind the patient’s ear so the
patient couldn’t pull it out,” says McConnell. “The
patient received the rest of the month of enteral
nutrition without another home nursing visit.” 

In another situation, Building Blocks was sub-
contracted to provide care for an infant just
released from a neonatal intensive care unit to
receive antibiotics in the home. Building Blocks
would provide the care and another nursing com-
pany would provide the supplies. 

“On the first visit, our nurse looked at the sup-
plies and the pharmacy had mixed the drugs in
150cc of fluid,” says McConnell. “This infant
weighed 3kg, maybe even less, and 150cc of fluid
is enough to drown an infant that weighs 3kg.” 

The nurse called the pharmacy and refused to
infuse the infant. The pharmacist would not
budge on his position that the mixture was safe
and called his medical director, who agreed that
the infant was not at risk. 

“So as the medical director of our home care
company, I got involved and told him, ‘You could
kill this child if you give the child this much
fluid,’” says McConnell. “He called one of their
neonatologists in the group, who agreed with me.
Only then was it changed so the child received
the appropriate dose of antibiotics mixed in the
right volume of fluids.” 
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While there is no gold standard designating a
nurse as qualified to care for a pediatric patient in
the home, pediatric home care companies have
their own requirements before hiring a nurse. 

Catherine Prophet, RN, BSN, PHN, vice presi-
dent of clinical operations for Building Blocks,
says hiring people with pediatric experience is
especially important for nurses working in the
home. 

“In the hospital setting, there may be other
nurses they can touch base with and have them
look at a patient, but we don’t have that same
ability in the home health arena,” she says. “We
have support by phone, but you can’t send multi-
ple nurses out to the home to see the patients.” 

Just as important as the ability to provide
infusion therapy is the ability to assess children
properly. 

“We like our nurses to have at least a year of
acute-care pediatric experience or neonatal ICU
experience, or at least two years of pediatric
neonatal home care experience,” says Prophet.
“The ideal nurse has both, and as a result, under-
stands what it is like to be in the home care arena
as well as having the latest clinical knowledge.” 

She adds that seeing a nurse with Pediatric
Advance Life Support or Neonatal Advance Life
Support certification through the nurse’s previ-
ous hospital is a big plus.

Why the emphasis on pediatric experience?
“In my opinion you need pediatric nurses for

pediatric cases,” says Judy Gay, RNC, CCRN,
CRNI, pediatric service coordinator for CareSouth
of Macon, GA. “They are not little adults, and
they cannot be treated as such.” 

“Our home care company sees a lot of severely
ill children, so we want to make sure our nurses
have been around sick kids and they know what
to look for,” says McConnell. “If you send an
adult nurse out, does she know the normal respi-
ratory rate for a six-month old may be 30, vs. 20
for an adult being normal?” 

When it comes to providing home infusion for
pediatric patients, Gay adds that the CRNI certifi-
cation is helpful, but that the pediatric and
neonatal critical care certification is very impor-
tant as well. 

“I am both neonatal pediatric critical care-
certified and CRNI-certified. The pediatric criti-
cal care certification is most important to me
because it is totally pediatric-focused,” she says. 

While the CRNI exam does include questions on
pediatric patients, they account for only 7.5% of the
exam. And even if the exam was all-encompassing

regarding pediatric care, such classroom knowl-
edge cannot replace experience. That’s why pedi-
atric home care providers look for neonatal and
pediatric experience rather than certain credentials. 

Building Blocks puts such a high emphasis on
hiring competent, pediatric-specific staff, it has
created its own exam to evaluate potential hires
during its lengthy interview process. 

“Before they even interview, they have to com-
plete two examinations,” says Prophet. “One is a
medication examination for both oral and IV med-
ications in terms of administration for pediatrics,
and there is also a comprehensive pediatric exam.
They have to pass those with 80% or better or
they don’t even go to the interview process.” 

Once the candidate passes the exams and
enters the interview process, Prophet looks for
several key pieces of information relating to deal-
ing with family dynamics and psychosocial skills,
as well as education principles. 

“It’s very important for us to provide proper
education for the family in that first visit while
the nurse is present, so we can get them comfort-
able in the home and show them what issues to
look for,” she says. Therefore, her company
requires that nurses be able to educate family
caregivers. 

Regardless of a candidate’s experience, a thor-
ough orientation process finalizes the hiring pro-
cess. This validates the individual’s competency
and ensures that the new hire is familiar with all
of Building Blocks’ policies, procedures, and
equipment, and has the skills necessary to take
care of patients.  ■

How to handle that 
pediatric referral
Ensuring proper patient care 

In a perfect world, all pediatric patients would
receive specialized pediatric care. However,

that’s not always possible: Managed care or capi-
tated contracts may call for you to accept a pedi-
atric referral, or maybe there is not a pediatric
home infusion provider available in a rural area. 

Should you ever find yourself with a pediatric
referral, here is how the experts say you should
prepare for that very special patient. 
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Lydia Gonzalez Ryan, RN, MSN, PNP, a hema-
tology/oncology/bone marrow transplant nurse
practitioner at Children’s Memorial Hospital in
Chicago, says there are four areas of specific train-
ing she looks for in a home infusion/home care
provider before giving a referral:

1. Developmental issues. 
This encompasses a wide range of topics, from

understanding family dynamics to knowing the
differences between how a two-year-old and a 15-
year old patient will react and behave. 

Ryan adds that compliance issues are unique to
pediatrics. 

“If you have a 52-year-old patient, that per-
son’s choice to comply with therapy is his own,”
she says. “But a child is totally dependent on the
family. A nurse must have an appreciation for
how to work with parents in addition to working
with children.” 

2. Fluid and electrolyte issues. 
“You are going to have to be able to calculate

fluid maintenance on a child, so you have to
know what IV fluids you are giving and proper
volumes,” says Ryan. 

3. Normal vital signs for pediatric patients. 
“For example, you have to know what the nor-

mal blood pressure for a four-year-old is so you
get a number that makes sense to you,” says
Ryan. While an adult’s top number will range
from 120 to 170, a child may fall between 60 and
80. And the bottom number, normally 80 to 95 for
an adult, will be between 30 and 50 for a child,
depending on age. There will be similar drastic
differences in pulses and respiratory rates. 

Nurses must recognize ‘subtle signs’

“You need a staff that knows exactly what 
to look for in a patient that is very stable, but
also to recognize instabilities,” says Catherine
Prophet, RN, BSN, PHN, vice president of clini-
cal operations for Building Blocks, a Newport
Beach, CA-based pediatric home care company.
“And neonatal patients get well very quickly, as
well as sick very quickly, so you need a nurse
who will recognize those subtle signs before
you have a crisis in the home.” 

4. Therapeutic modalities in pediatrics. 
“We are doing things in the home with chil-

dren that are very different than what we are
doing with adults,” says Ryan. “For example, we
can provide intensive, high-dose chemotherapy
for a year or year and a half in the home for a
child as opposed to adults, where you can’t drive

their doses anywhere near what you can for
pediatrics.” 

What if an agency is lacking in pediatric-
specialized staff? It’s not a lost cause, but Ryan
does expect special attention to be given to the
patient. 

Does agency perform specialty training?

“First, an agency must be credible and have
the right accreditation, such as Joint Commission
accreditation,” she says. 

“I also look at what training they do for their
nurses if they don’t have any pediatrics. Do they
require certain certification or accreditation of
nurses? Do they recognize the populations they
serve? If they handle respiratory and oncology
patients, are nurses trained in those areas?” 

Because most of the patients Ryan deals with
are cancer patients, she would expect nurses to
belong to the Oncology Nursing Society or the
Association of Pediatric Oncology Nursing. 

“This shows that they have some of the educa-
tion and networking that should have provided
them with current education in those specialty
areas,” she says. 

If a staff has specialty training but not pediatric
training, Ryan will consider making the referral,
but only under very strict conditions. 

“I put in all the demographics and what I need,
and then I ask to talk to the specific nurses that
will be in the field with this patient,” says Ryan.
“I educate them on the patient. I may tell them
that this is a two-year-old, his weight is X, fluid
maintenance is such and such, I’m expecting this
and my parameters are this, call me for this kind
of blood pressure, etc. And most of the nurses
love that because they feel safer and realize what
they may not have brought to the home in terms
of knowledge base.” 

Such one-on-one training is critical should 
a referral fall to an agency without pediatric-
experienced staff. 

Judy Gay, RNC, CCRN, CRNI, pediatric ser-
vice coordinator for CareSouth of Macon, GA,
provides such training to field staff who must
take a pediatric referral. 

“We have had rural agencies accept an occa-
sional pediatric referral,” she says. “I have gone
as far as 120 miles one way to make sure a nurse
is adequately prepared to handle a pediatric
patient. The training also will vary depending
on the diagnosis and needs of the patient and
his or her family.” 
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Also, Gay carries a beeper with her 24 hours a
day so every nurse in her pediatric program has
almost immediate help available. 

“I may not be able to render care, but I can pro-
vide guidance over the phone,” she says. “Many
times, this gives nurses the level of comfort and
confidence needed to provide appropriate care.”  ■

Home infusion from A to Z 
Creating interventions for use on laptops

Wouldn’t it be nice if everything your staff
did for each patient was immediately

recorded in that patient’s medical record, from
providing the therapy to teaching the caregiver
how to discard used IV tubing?

Pamela Johnson, MSN, MBA, CNS, an infusion
nurse for SharpHealthcare/Sharp Grossmont
Hospital Homecare and Hospice in San Diego,
thought so. To that end, she and her colleague,
Sally Parenti, RN, CRNI, created all-encompassing
home infusion practice guidelines. 

Entered into staff laptop computers, the guide-
lines prompt a nurse through the entire home
infusion visit and record each step in the patient’s
chart.

Johnson says she believes the lengthy process
of defining each step of every nursing interven-
tion, only recently implemented at Sharp, will
reap big benefits in the long run. Nurses will not
only be reminded of the essential components of
a visit; they also will have the nursing visit record
completed when they walk out the door. 

Eliminating writing from the visit

Realizing that you want a software package that
has every step of a home infusion process is one
thing; finding such a program is quite another. As
Johnson and her staff evaluated programs, they
knew exactly what they were looking for. 

“We wanted every intervention in the com-
puter so all the nurse had to do was click on it,
and they would not have to do any writing,” says
Johnson. “We wanted the nurse to be able to walk
into the home, turn on the computer, and have
care steps and a care map.” 

With nothing available on the market that fit
its specific needs, Sharp Home Care was left to
develop its own program. 

“Creating the guidelines was time-consuming
because we input interventions that not only
addressed each parenteral therapy, but that delin-
eated the care required for each vascular access
device and each delivery method,” says Johnson. 

She notes that she and her staff used a number
of resources in preparing the guidelines, such as: 

• IV therapy textbooks; 
• Intravenous Nurses Society and Oncology

Nurses Society standards; 
• policies and procedures from national infu-

sion companies; 
• articles written by experts in the field of

infectious disease, infection control, oncology,
hematology, and others. 

The process, while time-consuming, wasn’t
necessarily complex. 

“One approach that helped us get started was
to picture oneself actually doing a home visit for
a patient on a particular therapy,” notes Johnson.
“Once we were able to detail one or two various
therapies, a format emerged that was useful as
we described other therapies.” 

Laptops provide specific guidance

For example, all visits entailed teaching the
patient or caregiver what to watch for and when
to call for help, as well as infection control guide-
lines. Once finished, these guidelines could be
used for every diagnosis. 

Although the product is not complete and will
be revised pending input from the nurses, Johnson
says the text is user-friendly. 

“For each patient, the nurse simply selects a
pump, a therapy, a vascular access device, and a
diagnosis,” says Johnson. 

From there, the computer prompts the nurse
through the visit. As the nurse clicks on each
completed task, the task is entered into that day’s
visit record. Johnson says it was necessary to
have the laptops provide such specific guidance
and to record visit events in the patient file. 

Many home care nurses are not familiar with
the wide variety of home infusion devices now
available. Sharp’s program helps such nurses go
through every step required during a thorough
home infusion visit. 

“Home care is just recently coming into home
infusion technology, so many home care nurses
may not know the specific differences between an
ambulatory and a stationary pump, and even
some of the therapies like IVIG are new to home
infusion,” says Johnson. 
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Complete documentation is another huge ben-
efit of the program. 

“It comes down to good charting,” says
Johnson. “We wanted there to be ticklers for the
nurse, who would be able to put down every-
thing that was done without having to write or
type text. This provides a lot more information
than having to write or type in a patient’s file,
and it also gives a nurse guidelines to make sure
they don’t miss things.”

Implementation and training have taken time

Obviously, such an endeavor isn’t completed
overnight. In fact, Sharps is looking at its move to
laptops as a three-year project. In the first year,
about a third of the nurses were trained to use
laptops in the home. 

“We put some basic information in the laptops
and then put the nurses from one of our two
offices on the system,” says Johnson. “That took
about a year.” 

In the second year, it became clear that more
specific guidelines were needed, so Johnson 
and her staff set about developing specific inter-
ventions for home infusion, as well as nearly
100 additional guidelines for general home care
visits. 

With the process now entering its third year,
Johnson says the remainder of the staff will
receive training on the computers. But the pro-
cess still won’t be complete once that training
has been accomplished. 

“When the nurses first started, it took longer for
visits,” says Johnson. “They like the system better
now, but it is a very long, slow learning curve.
Because some nurses don’t even type, for some
nurses we had to start with typing tutorials.” 

Johnson notes that each employee is allotted 60
hours of training time, and the training curve is
steep even after that. 

“We know it’s a big step and cost, but it is the
direction to go,” she says. “We don’t want paper
around, everyone else is going to computers, it’s
a lot easier manipulating data, and nurses will
only be entering data one time, whereas before,
nurses were entering names and start dates on
every set of paper they worked with.” 

Training made the move much easier for
Cheryl Cass, RN, a home health nurse for
SharpHealthcare.

“They gave us a full week in class to learn 
it before we went out and used it during any
home care visits,” she says. “During training,

they covered everything, from admissions, care
plans, visit notes, and orders, to how to hook 
up and download information. I had two good
trainers and a week in class, which made a big
difference.” 

Another benefit of the training, according to
Cass, was that the instructors were also nurses
who knew how to apply the software to actual
home care visits. 

“I’m at the same number of visits, and I don’t
think it took me even a month to get to where I
was before the switch,” says Cass. “I think it’s
great. It allows you to access patients’ charts in
the home so you don’t have to go looking for
them, so your access to information is great.”  ■
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A changing of the guard 

Using software named DocPlus, Pamela
Johnson, MSN, MBA, CNS, an infusion

nurse for SharpHealthcare/ Sharp Grossmont
Hospital Homecare and Hospice in San Diego,
was able to create and customize interventions. 

But if you would like to use DocPlus soft-
ware from HBO & Company, a software
developer and manufacturer in Springfield,
MO, you’d best stop your search now. 

“We plan on phasing out DocPlus over the
next several years,” an HBO & Company
spokesperson told Home Infusion Therapy
Management. 

The good news is that the software will be
replaced by a new product called Pathways
Homecare. With DocPlus, Johnson was forced
to start from scratch. But Pathways Homecare
includes applications and system functions
that support home care services ranging from
pharmacy and hospice to home infusion and
home medical equipment. 

The program also provides an “intake fast-
pad” to speed processing, a personnel schedul-
ing module, and a point of care module that
allows clinicians to carry an electronic copy of
the complete current and historical customer
chart into the home. Updated information is
sent back to the common database at the end
of the day. 

For more information, contact HBO & Company
at (800) 981-8601, or visit the company’s Web site
at www.hboc.com. ■



Bacteria battling back
against antimicrobials 
Resistance to drugs is slowly getting stronger 

Vancomycin-resistant bacteria aren’t likely 
to suddenly sneak up on home infusion

providers, but that doesn’t diminish the threat
this problem presents to you and your patients.
As the world watches, the health care industry
could be on the verge of an epidemic for which
there currently is no treatment. 

“The majority of infectious disease physicians
feel that we are in a crisis,” says Brooks Gainer,
MD, a member of the Morgantown (WV) Internal
Medicine Group, a clinical associate professor 
of infectious disease at West Virginia University
School of Medicine, and with a practice primarily
in infection control at Monongalia General
Hospital in Morgantown. “It’s a major problem.
Resistant strep pneumonia wasn’t a problem, but
from 1990 until now it has gone from 1% to as
high as 35% to 40% of strep pneumonia being
resistant to penicillin. And now you’ve also got
flesh-eating strep coming back.” 

The Sentry Antimicrobial Surveillance, a pro-
ject sponsored by Bristol-Myers Squibb Company
in 1997 as the first worldwide longitudinal micro-
bial surveillance program on infectious diseases,
highlights the problem. First-year data from the
program show an infection rate of up to 18% in
vancomycin-resistant enterococci (VRE) from
bloodstream infections in the Americas and
Europe.

Infection suspected in a recent death

The most recent warning flag regarding the
growing crisis popped up in New York early this
year. A patient was admitted to a hospital with a
high fever and died 12 hours later. This patient
had been hospitalized with a severe methicillin-
resistant Staphylococcus aureus infection, for which
vancomycin was used for six weeks. 

According to a spokeswoman for the State of
New York Department of Health, officials there
believe the infection was responsible for the
patient’s death. This could not be confirmed
because no autopsy was conducted at the request
of the family. 

A total of 38 individuals who came in contact
with the patient were tested; none tested positive.

The New York patient is the fourth such patient
known to be infected with vancomycin-resistant
S. aureus, following two prior cases in 1997 in
Michigan and New Jersey and a case in Japan in
1996. 

Gainer cautions against comforting yourself
with the supposition that such resistance appears
only in patients who have recently been released
from the hospital. 

“Two years ago, I had a young man with a rup-
tured appendix who had never been in the hospi-
tal, had not been on antibiotics in years, nobody
in his family had been sick, and was a healthy
college student. He had a vancomycin-resistant
infection.” 

What are the contributing factors? 

“If you look at older literature in the late
1970s, antibiotics were used incorrectly up to
50% of the time,” says Gainer. “Patients were
receiving antibiotics for too long, too short, not
the right dose, not the right drug for the bug,
etc.” 

However, there are other factors contributing
to the spread of antibiotic resistance. 

• “In the home care market, the only real area in
which there has been abuse was when Medicare
provided coverage of vancomycin, but that was
being abused by doctors who went with van-
comycin because it was covered even if a patient
could have been treated with something else,”
says Gainer. 

• “Another theory is that when hospitals
started restricting formularies, this led to using
the same drugs over and over on these bugs,
which allows bacteria to become resistant,” he
says. 

• “A third issue developed in 1988,” says
Gainer. “When we went to universal [infection
control] precautions for everything, the basic
principles of infection control such as hand wash-
ing were forgotten.” The result has been disas-
trous, he maintains. “Now, people think they
have gloves on so they are protected, but you see
people coming out of a room with gloves on and
in a hospital they pick up charts or files and then
take the gloves off,” says Gainer. “They may be
protected, but they are contaminating the envi-
ronment. That’s why some people propose that if
we got rid of the gloves we would be in better
shape.” 

Gainer says it all comes down to three basic
facts: the misuse and overuse of antibiotics; not
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following good infection control practices; and
the prevalence of sicker patients. 

He sees a newer factor contributing to the
problem, as well. “One of the biggest concerns
is that because of all the changes in the health
care system, physician control is becoming a
problem,” says Gainer. He uses the following
example: 

“A physician wants me to see one of his man-
aged care patients, and the MCO is hesitant to let
me see the patient, even though this physician is
uncomfortable treating a patient for six months to
a year with antibiotics,” he says. What’s a provi-
der to do? 

Gainer recommends home infusion providers
take the following steps to slow the spread of
antibiotic-resistant infections:

• Question how you’re treating patients. 
“Use as narrow a spectrum drug as you can,”

he says. “Is there really a need for four to six
weeks of IV antibiotic therapy? The bugs are

smarter than we are, so we have to get back to a
more selective use.” 

Gainer also advocates careful patient follow-
up. “I had three patients who I thought had the
flu, but following up, it turned out to be bac-
teremic and we don’t have a source,” he says. 

• Be sure your staff and your patients’ care-
givers practice safe infection control practices. 

“Caregivers must practice the same infection
control practices to avoid contamination in the
home,” he says. 

Infection control is even being re-evaluated in
hospitals, where, according to Gainer, they are
going back to strict isolation for patients and the
use of gowns, masks, and gloves. 

“They’re also trying to keep the patients out of
the hospital and in the home, which until recently
has been an ignored area of infection control,”
says Gainer. 

Once patients are in the home, however, it’s up
to you to educate them about infection control
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Summary of Hospital Infection Control Practices Advisory
Committee Recommendations Regarding Prudent Vancomycin Use 

A. Situations in which the use of vancomycin is appropriate or acceptable: 
1. Serious infection with beta-lactam-resistant gram-positive organisms 
2. Infections with gram-positive organisms in patients with serious allergy to beta-lactam antimicrobial agents 
3. When antibiotic-associated colitis (AAC) fails to respond to metronidazole therapy or if AAC is severe and 

potentially life-threatening
4. Prophylaxis, as recommended by the American Heart Association, for endocarditis in certain situations 
5. Prophylaxis for major surgical procedures involving implantation of prosthetic materials or devices at institutions

with high rates of infections due to methicillin-resistant Staphylococcus aureus (MRSA) or methicillin-resistant
S. epidermidis (prophylaxis should be discontinued after a maximum of two doses)

B. Situations in which the use of vancomycin should be discouraged:
1. Routine surgical prophylaxis other than in a patient with life-threatening allergy to beta-lactam antimicrobial

agents
2. Empiric therapy for a febrile neutropenic patient, unless there is strong evidence that patient has an infection

due to gram-positive micro-organisms, and prevalence of infections due to MRSA in the hospital is substantial 
3. Treatment in response to a single blood culture for coagulase-negative staphylococcus, if other blood cultures

drawn in the same time frame are negative
4. Continued empiric use for presumed infections in patients whose cultures are negative for beta-lactam-resistant

gram-positive microorganisms 
5. Systemic or local prophylaxis for infection or colonization of indwelling central or peripheral catheters
6. Selective decontamination of the digestive tract 
7. Eradication of MRSA colonization
8. Primary treatment of AAC
9. Routine prophylaxis of low birth-weight infants
10. Routine prophylaxis for patients on continuous ambulatory peritoneal dialysis or hemodialysis 
11. Treatment of infections due to beta-lactam-sensitive gram-positive micro-organisms in patients with renal failure

(for dosing convenience)
12. Use of vancomycin solution for topical application or irrigation

Source: Centers for Disease Control and Prevention, Atlanta.



practices, which entail much more than simply
clean hands and sterile dressings. 

“You don’t want an oncology patient receiving
visitors in the home who may have VRE,” says
Gainer. “Keep the patient at the home and dis-
courage letting everyone come and visit because
they’re home. You could cause some of your visi-
tors problems if the wrong kind of person comes
to visit, and that’s not stressed enough. If Aunt
Sue on chemotherapy with breast cancer comes to
visit and I’m being treated with a staph infection
and she picks it up from me, it could be the end
of her because of her compromised state.”  ■

Are you tangled 
in Web talk? 
The biggest benefit of a Web site may surprise you 

It’s hard to discern fact from fiction when it
comes to technology and the Internet. Bill Gates

would have you think you can simply quit your
job, buy a computer and modem, and never go
into the office again. Meanwhile, naysayers note
that few industries have been able to fully capi-
talize on Internet opportunities, and business
remains the usual 9-to-5 routine. 

The truth, however, lies somewhere in between.
Home infusion providers who have Web pages
tell Home Infusion Therapy Management there are
benefits of having a Web site, but gaining referrals
isn’t at the top of the list. 

When Kokua Nurses of Honolulu launched 
its Web site, it was hoped the site would lead to
referrals from those heading to the island par-
adise for a vacation. 

“We have a lot of people traveling from both
the East Orient and the mainland, so a lot of peo-
ple look on the Web for advance help if they are
going to bring an elder or disabled person with
them,” says Judith Walden, RN, MHA, adminis-
trator and chief executive officer for Kokua
Nurses. “Travel agencies look on the Web, as
well.” 

But Kokua Nurses’ Web site, which Walden
designed herself, has had its greatest benefit
elsewhere. 

“I’ve only gotten a couple of referrals from it,
but I’ve had a significant number of nurses who

are moving here from the mainland and are look-
ing for information about jobs,” says Walden.
“That has probably been the greatest success. We
have hired two people from the site, and there
will be more.” 

David Bias, president of AlternaCare, a
Wichita Falls, TX-based home infusion provider,
says his Web site has led to similar benefits. 

“I get applications for jobs from nurses and
even billing people,” says Bias. “They are moving
here from out of the area and will see my Web
page, so it puts me in contact with potential
employees before somebody else has access to
them.” 

Kevin Kleinhomer, director of information
systems for King of Prussia, PA-based Home
Health Corporation of America (HHCA), notes
that HHCA’s site is more for providing informa-
tion than generating direct business leads. 

“We’ve had more than 3,000 hits since Jan. 1,”
Kleinhomer says. “I heard early on that we got a
contract or two from the site, but I’m not sure we
can quantify the volume of business. Initially —
and probably still — the site is for marketing to
simply provide some basic information about the
company and where to call.” 

Kevin Sypniewski, the president of Kailua,
HI-based AssistGuide, a Web site with informa-
tion and products related to disability and long-
term health care, says the experiences of Kokua
Nurses and AlternaCare are typical. 

“Right now, the biggest thing some of the
home care companies are getting from the Web
is employment opportunities,” he says. 

Keeping in touch is easier

Conversing with potential employees isn’t the
only way to use your site, though. Bias adds that
his Web site and its e-mail links have allowed
him to stay in close contact with numerous busi-
nesses and individuals. 

“It has also helped me maintain a network of
suppliers and peers,” he says. “Whenever I talk
to someone, I tell them the easiest way to get
ahold of me is through my Web site. I tell them
my business is AlternaCare, and they can reach
me through www.alternacare.com, which is easy
to remember. It has made staying in touch with
people a lot easier, and with time constraints and
the convenience of it, you’re able to send infor-
mation more efficiently.” 

Because of the ease with which someone visit-
ing your site can contact you, Bias recommends
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having individual e-mail addresses for various
departments. 

“Have different addresses for different people
or at least different departments in your com-
pany, so others can get information to your staff
without interrupting them with a phone call from
someone who doesn’t need an answer right
away,” he says. “That way, you can answer at
your convenience without interrupting your
work flow.” 

Bias says having a Web site and address sets
your business apart. 

“It adds an air of credibility and stability to the
business, and has the same effect an 800 number
or a fax machine used to have,” he says. 

(Editor’s note: Next month we’ll show you how
Walden went about setting up Kokua Nurses’ Web
site.)  ■

Web site singles out Y2K
noncompliant devices 

As the year 2000 (Y2K) fast approaches, the
potential for Y2K problems that could inhibit

your ability to provide quality care looms large. If
you’re wondering how much of your equipment
and software are vulnerable, the Internet can help
you find out. 

To force manufacturers to respond to Food and
Drug Administration (FDA) queries regarding Y2K
compliance of their products, Sen. Christopher
Dodd (D-CT) has recently published in the
Congressional Record a list containing the names of
nonresponding companies. Of 1,935 domestic and
foreign manufacturers queried by the FDA, fewer
than 800 have responded. 

The list of nonresponding companies can be
found on the World Wide Web at www.gpo.gov.
Use the search engine at the site. 

The FDA also has published a list of devices
identified by their manufacturers as non-Y2K 
compliant. This list is available on the Web at
www.fda.gov/cdrh/yr2000/y2kprblm/html.  ▼

Senate hears testimony on
Y2K’s health care impact 

Included in testimony before the Senate Special
Committee on the year 2000 (Y2K) problem’s

effect on the pharmaceutical and food industries
were recommendations to create a national patient
hotline and National Patient Advocacy Council. 
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In search of providers 
on the Web 
Addresses for those already using the Internet 

Following are the Web addresses for the
sites and companies discussed in the

accompanying article: 
• Kokua Nurses: www.kokuanurses.com.
Judith Walden, RN, MHA, administrator

and chief executive officer, can be reached via
e-mail at judy@kokuanurses.com. 

• AlternaCare: www.alternacare.com. 
David Bias, president, can be reached via 

e-mail at davebias@wf.net. 
• Home Health Corporation of America:

www.hhcainc.com. 
• AssistGuide: www.assistguide.com. 
Kevin Sypniewski, president, can be

reached via e-mail at assist@aloha.net. ■

■ Are you prepared?
The latest in providing
inotrope home infusion
therapy

■ Seal of approval:
FDA contemplates fee-
based seal of approval

■ On the Hill: 
The latest on IPS

■ Make the choice: 
A guide for selecting
PICCs

■ Teacher, teacher:
The physics behind
infusion therapy
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That testimony came from Lauren West, speak-
ing for Minneapolis-based Rx2000 Solutions
Institute. She also noted that any interruption in
the supply of medications caused by Y2K could
injure millions of Americans, including West, who
takes medicine following brain tumor surgery. 

“I will die without a regular supply of medi-
cines,” she told the committee. “The year 2000
crisis is not a ‘theory’ to me.” 

The full text of West’s testimony is available 
at the Rx2000 Solutions Institute Web site at
www.rx2000.org, or by calling (612) 835-4478.  ▼

OptionCare announces
management realignment 

Bannockburn, IL-based OptionCare recently
announced that Michael Rusnak will replace

Rick Hanson as chief executive officer and presi-
dent. Rusnak has been with OptionCare since 1997,
most recently as chief operating officer. Hanson has
resigned to pursue other interests, but will consult
with the company during the transition. 

Several other changes were announced in the
management staff of OptionCare, a national net-
work of 175 company-owned and -franchised
locations providing home infusion therapy, home
health nursing, respiratory therapy, durable medi-
cal equipment, and other home health services.  ▼

Feds’ AIDS costs 
top $5 billion 

The General Accounting Office (GAO) in
Washington, DC, reports that federal pro-

grams will spend $5 billion — about half of treat-
ment costs — to treat AIDS and HIV patients in
1998. The costs rose about 5% from 1997, when
federal programs and agencies spent $4.8 billion
to cover HIV and AIDS costs, the GAO says. The
GAO projects escalating costs because combina-
tion drug therapies are keeping AIDS patients
alive longer. The report adds that preventing one
AIDS-related hospitalization each year, with daily
costs averaging $7,000, can offset the annual costs
of combination therapies.  ▼

New group formed 
to combat GPOs 

Medical device manufacturers, patient rights
advocates, and consumer groups recently

formed a working group intent on ending the
limitations set on health care providers by group
purchasing organizations (GPOs). Called “For
Patients’ Sake,” the group is calling for a General
Accounting Office study, an antitrust investiga-
tion, and congressional hearings. 

As an example of how GPOs limit providers,
the group notes that the two largest GPOs affect
the buying decisions of nearly two-thirds of all
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acute care hospitals. Under restrictive “high-
compliance” contracts, members receive bulk
purchasing discounts but have limited access to
medical equipment outside the contract.  ■

• JCAHO Seminar on 1999-2000 Standards for
Home Infusion, LTC Pharmacy and Ambulatory
Infusion — Nov. 31-Dec. 1, Austin, TX. For infor-
mation, call (630) 792-5800.

• Healthcare Information Technologies
Conference and Exposition — Dec. 8-10, Boston.
For information, call (978) 474-1900.

• 1999 American Society for Parenteral and
Enteral Nutrition Research Workshop: Anabolic
Hormones in Nutrition Support — Jan. 31, 1999,
San Diego. For information, call ASPEN at (301)
587-6315. Web site: www.clinnutr.org. 

• American Society for Parenteral and Enteral
Nutrition 23rd Clinical Congress — Jan. 31 - Feb.
3, 1999, San Diego. For information, call (301) 587-
6315. E-mail: aspen@nutr.org, or go to ASPEN’s
Web site at www.clinnutr.org. 

• Center for Healthcare Environmental
Management certification seminar — Feb. 1-5,
1999, Oakland, CA. For information, call (610)
825-6000, ext. 145. 

• American Society for Parenteral and Enteral
Nutrition Teleconference on Nutrition Support
in Critical Care — March 18, 1999. For informa-
tion, call (301) 587-6315, e-mail aspen@nutr.org, or
go to ASPEN’s Web site at www.clinnutr.org. 

• INS Annual Meeting and Industrial
Exhibition — May 1-6, 1999, Charlotte, NC. For
information, contact INS at (617) 441-3008. 

• Center for Healthcare Environmental
Management certification seminar — May 17-21,
1999, Plymouth Meeting, PA. For information,
call (610) 825-6000, ext. 145. 

• HIDA/99 Trade Show — Oct. 10-12, 1999,
Navy Pier Convention Center, Chicago. For
information, call (703) 549-4432. 

• Medtrade 1999 — Nov. 3-6, 1999, New
Orleans. For information, call (770) 641-8181.  ■
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EDITORIAL ADVISORY BOARD

CE objectives 
After reading the December issue of Home

Infusion Therapy Management, continuing edu-
cation (CE) participants will be able to: 

1. Identify the basic knowledge areas
required to provide competent care to pedi-
atric patients. 

2. List the most important step in getting
staff up and running on laptop computers. 

3. List the two steps a provider can take to
reduce the development of antibiotic-resistant
infections in patients. 

4. Identify the most surprising benefit 
of having a Web page for home infusion
providers.  ■


