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Hurricane Ike slams Texas coast 
and tests hospice emergency plans
Agencies pleased with response, but identified needed improvements

Winds that exceeded 80 miles per hour, storm surges that covered
major streets, and power outages that lasted more than a week
for many people were just a few of the effects of Hurricane Ike.

The good news for Texas hospice and home health organizations is that
their emergency plans worked well.

“Our patients were in the areas that were under evacuation orders,”
says Wyona Freysteinson, RN, MS, director of the home health and
hospice at Memorial Hermann Hospital in Houston. In addition to
working with patients to be sure that the hospice knows where they are
going and how to contact them, Freysteinson’s staff calls hospices in the
destination area to arrange for care while they are evacuated. They use
lists they’ve developed over the years through direct contact or through
local associations. “This is a key component of our evacuation plan,”
she says. “There are other hospices in the Houston area that told their
patients who were evacuating to go the hospital in their destination
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Emergency preparedness plans for hospice agencies throughout the Midwest
and Southeast United States were tested following hurricanes Gustav and Ike.
• Know exactly how your area 2-1-1 plan is designed to help patients access

community programs and services. For example, does it provide trans-
portation directly from the patient’s home or from a central pickup point?

• Be prepared for damage and power outages even if you are a great dis-
tance from where the hurricane reaches landfall.

• Know how a hurricane can affect delivery of items such as gasoline, and
prepare for shortages.

• Celebrate the staff’s efforts.
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area if they needed care,” Freysteinson says.
As soon as the reports showed that Ike would be

a severe storm, hospice staff began calling patients
and verified that they all had seven to 10 days of
medication, says Freysteinson. If the patient needed
additional medication, it was delivered, she says.
“Prior to the storm, we made sure that any patients
who needed transportation during an emergency
were included on the county’s 2-1-1 list to make
sure they would be evacuated,” she says. (See
resource box, p. 123, for information on 2-1-1
phone service to access community programs and
services.)

Staff members at Lakes Area Hospice in Jasper,
TX, also made sure that patients were included
on the county’s 2-1-1 list, but they discovered
that their understanding of the 2-1-1 service dif-
fered from reality. “We got to test the system
when Hurricane Gustav threatened our area,”

says Paula Moore, volunteer coordinator of the
agency. Although Gustav’s path veered away
from Jasper, Moore learned that the 2-1-1 system
was set up to transport people from central pick-
up locations rather than pick people up from
their homes. 

“The county did not have the budget to pay 
for transportation to all 300 homes of home
health and hospice patients on the 2-1-1 system
and had decided to have people meet at the local
high school or other central location,” Moore
explains. Unfortunately, people registered with 
2-1-1 because they had no driver’s license, no car,
and no other caregiver who could drive them,
she says. Only one week passed between Gustav
and Ike, so the county had to improvise, she says.

“I’m in awe of the county workers who used
their vehicles to go to all 300 homes to pick up
patients,” says Moore. “This was not the most
efficient use of their time because they had other
evacuation-related responsibilities, but they put
the safety of patients first,” she says. Review of
the 2-1-1 plan and ideas to improve it are under
way, she says. 

Moore believes that her agency was able to
implement its plans quickly because she was in
touch with county emergency management as a
result of her involvement in the monthly emer-
gency management meetings. “There have been
many months when I wondered why I was
spending my time at these meetings, but the
information I received, the contacts I made, and
ideas I heard, all helped my hospice be better pre-
pared,” she says. (For specific tips on preparing
for emergencies, see p. 123.)

Hurricanes cause crises in many areas

Even hospices and home health agency staff
members who were away from the coast and out-
side Texas found themselves facing emergencies
related to Ike. 

“We have an emergency plan in place, but 
the damage from the winds that was a result 
of Hurricane Ike was completely unexpected,” 
says Dorean Levenberg, RN, administrator of
Deaconess Home Care in Cincinnati. Power out-
ages were the biggest problem caused by the wind
as trees fell on power lines throughout the area, she
says. “We had one person who had gone in to the
office on Sunday to finish up some paperwork, and
she called to tell me that there was no power at the
office,” she says. “I never would have known that
we had a problem if she had not called.”
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Because Levenberg had the warning that there
were power outages that could affect her agency,
she and other managers showed up early at the
office to start calling employees. “We found that
our power had been restored overnight, but there
were many staff members and patients without
power,” she says. Staff members without power 
at their homes came into the office to charge cell
phones and laptops, and staff members who had
power at their homes operated as usual. (For other
tips on dealing with power outages, see p. 124.)

Power outages weren’t a problem in the
Southeast, but staff members at Visiting Nurse
Health Service in Atlanta had to deal with a dif-
ferent effect of Hurricane Ike. Because Georgia
and several other Southeastern states receive
gasoline through pipelines from the Texas coast,
gasoline supplies in some areas were reduced as
a result of pipeline shutdowns. “We heard from a

staff member who called the office to report that
she had a hard time finding a gas station with
gasoline before the Atlanta media began report-
ing the problem,” says Mary Zagajeski, RN, MS,
COS-C, vice president of home health operations
for the agency. Communications with staff mem-
bers was the key to making sure that clinicians
were able to visit all patients, she adds. (For spe-
cific actions taken, see p. 125.)

Whatever emergency your agency experiences,
be sure to recognize staff efforts once everything is
back to normal, Freysteinson suggests. “We’ve held
parties at each office, luncheons at some, and
breakfasts at others, depending on what fits their
normal schedule for meetings,” she says. Awards
such as a crossword puzzle book for the staff mem-
ber who sat the longest in the gas line and a flash-
light for the staff member who was without power
the longest were awarded at each office. “This was
a scary experience with winds and trees crashing
into homes,” she says. “It is important to set aside
time to say that we’re glad to be alive.”  ■

Lessons learned 
improve preparedness
Needed: Generators, extra oxygen, walkie-talkies

There is nothing like a real emergency to test and
evaluate your hospice emergency preparedness

plan. Although hospices and home care agency
managers interviewed by Hospice Management
Advisor came through hurricanes Gustav and Ike 
in remarkably good shape, they all identified addi-
tions that will enhance their plans.

• Keep communications systems operating.
Although most of her staff members stayed 

in the area, even after evacuating their own fami-
lies, communications is difficult, says Wyona
Freysteinson, RN, MS, director of the home health
and hospice at Memorial Hermann Hospital in
Houston. “Many staff members and our office 
were without power, so we could not rely upon e-
mail communications, because we didn’t know if
employees could keep their laptops charged or find
a wireless connection,” she says. 

Cell phones were not reliable due to the num-
ber of cell phone towers damaged, she says. “We
will rent Nextel walkie-talkie phones prior to the
next storm,” she says. Although there always is
the possibility that they won’t cover all areas,
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Need More Information?

For more information about emergency preparedness,
contact:
☎ Wyona Freysteinson, RN, MN, Director of

Memorial Hermann Home Health and Hospice,
16538 Air Center Blvd., Houston, TX 77032.
Telephone: (800) 259-1002 or (281) 784-7520. 
E-mail: wyona.freysteinson@memorialhermann.
org.

☎ Dorean Levenberg, RN, Administrator, Deaconess
Home Care, 1008 Marshall Ave., Suite A, Cincinnati,
OH 45225. Telephone: (800) 559-4757 or (513)
281-1430. Fax: (513) 281-1409. E-mail: dorean.
levenberg@deaconesshomecare.com.

☎ Paula Moore, Volunteer Coordinator, Lakes Area
Hospice, 254 Ethel St., Jasper, GA 75951. Tele-
phone: (409) 384-5995. E-mail: paulam333
@yahoo.com.

☎ Mary Zagajeski, MS, RN, COS-C, Vice President,
Home Health Operations, Visiting Nurse Health
System, 6610 Bay Circle, Suite C, Norcross, GA
30071. Telephone: (770) 936-1041. E-mail:
mary_zagajeski@vnhs.org.

• The 2-1-1 Initiative is a partnership between
United Way of American and the Alliance of
Information and Referral Systems to provide an
easy way for people to access community programs
and services in their area. About 76% of the U.S.
population is served by a 2-1-1 program. For more
information on the initiative, go to www.airs.org and
select “2-1-1 initiative” on the top navigational bar.



they seemed to be a more reliable form of com-
munication during Ike, she adds.

• Make sure staff members know their role
in an emergency.

Staff members at Memorial Hermann Home
Health and Hospice did not evacuate, even when
they made sure their families left the areas tar-
geted by Hurricane Ike and even if they couldn’t
contact the office, says Freysteinson. They knew
their role as first responders, she adds. 

“We told everyone that if you can safely get to
your patients’ homes, do so,” she says. Staff mem-
bers knew which patients were evacuating and
which ones were not. As soon as it was safe to
travel, they visited patients, Freysteinson says.
“Our nurses took water and ice or other supplies to
patients’ homes without being told to do so,” she
says. With no electricity and flooding threatening
water supplies, both items were needed by families
to ensure clean drinking water, Freysteinson says.
“Reimbursement of these items had not been
planned in the emergency plan, but it is now
included.”

• Have backup oxygen tanks for patients.
“Many of our patients have switched from oxy-

gen tanks to oxygen concentrators because they are
easier to use and you don’t have to worry about
replacing tanks,” says Dorean Levenberg, RN,
administrator of Deaconess Home Care in Cincin-
nati. The problem with concentrators occurs when
there is a power outage. “The concentrators require
electricity, and although they have battery backup,
if the power outage lasts as long as some of ours
did, the battery runs out and the concentrator does
not work,” she says. “We will now start to make
sure that patients have a portable oxygen tank in
their home just in case of a power outage.”

• Identify partnerships for emergency use.
Although staff members never found them-

selves stranded without gasoline, there was time
spent finding gasoline and sitting in long lines
when clinicians found themselves in the midst 
of a gasoline shortage following Ike, says Mary
Zagajeski, RN, MS, COS-C, vice president of
home health operations for Visiting Nurse Health
System (VNHS) in Atlanta. By calling corporate
offices of gasoline distributors, checking Atlanta-
based web sites that identified location of stations
with gas, and by talking with staff members,
VNHS office staff were able to e-mail field clini-
cians with information, she says. While there is no
need for the agency to install their own gasoline
tank, she does say they are going to talk to differ-
ent suppliers to see if they can develop a plan that

will make it easier for VNHS staff members to
obtain gasoline during a crisis.

• Stay involved in county/city emergency
management teams.

The meetings throughout the year might seem
to be a waste of time but Paula Moore, volunteer
coordinator at Lakes Area Hospice in Jasper, TX,
says that her involvement and attendance at local
emergency management meetings gave her an
opportunity to prepare ahead of time for the hurri-
cane. Because her area was evacuated, hospice
staff needed passes and identification badges to
enter areas in which their homes were not located.

“Prior to the storm, I was able to obtain passes
that enabled all of staff — clinical, clerical, and
durable medical equipment — to cross barriers to
get to patients or to get to the office to coordinate
clinicians,” she says. There was no delay in see-
ing patients because Moore knew what type of
identification was needed and how to get it from
the appropriate departments before the emer-
gency occurred, she adds.  ■

Electronic records great
except during outages
Keep good supply of paper forms at all times

Laptops and other point of care documentation
systems have greatly increased the efficiency of

hospice clinicians. They no longer have to travel to
a central office to pick up schedules, patient infor-
mation, or updates from the agency, and they can
upload their day’s work from their homes. The
only warning related to electronic records and lap-
tops from hospices affected by Hurricane Ike is
“don’t get rid of your paper forms.”

“Our office had no power for six days, and many
of our staff members had no power at their homes
to use computers or to charge the laptops’ batter-
ies,” says Wyona Freysteinson, RN, MS, director of
the home health and hospice at Memorial Hermann
Hospital in Houston. “Everyone loaded up on
paper forms as we prepared,” she says. Staff mem-
bers were told to use laptops if they had electricity
and to use paper forms if they did not, she says.

“We were able to use an office at the hospital
until our office power was restored so we could
continue scheduling and communicating with
patients and staff members,” says Freysteinson.
Telephone calls were forwarded to the makeshift
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office at the hospital, she says. “Next time we are
threatened by a hurricane, I will rent a small gen-
erator to make sure we can stay in our office,”
she adds. 

Because gasoline pumps rely upon electricity
to work, Freysteinson told staff members to top
off their gas tanks prior to the storm. “Our hospi-
tal has a tank that we can use if needed during
emergencies, so we knew if staff members had
trouble finding gas after the storm, we had a way
to get fuel,” she adds.

Although the power in the central office of
Deaconess Home Care in Cincinnati was out
briefly, most employees had access to power at
their homes or the second day following the storm
at the central office, says Dorean Levenberg, RN,
administrator of the hospice and home health
agency. Because the agency has a backup server in
another state, it did not run the risk of the server
going down due to loss of power, so there was no
disruption in documentation or billing, she says.

“Luckily, the power in our office was out for
less than 24 hours, but we do address extended
power outages in the office in our emergency
plan,” says Levenberg. “My house is the first
alternate site, with other staff members’ homes
designated as backup sites in case I have no elec-
tricity at my home,” she explains. 

Hurricane force winds are not a common occur-
rence in Ohio, says Levenberg. “These winds and
damage caught us by surprise because our weather
emergencies are usually related to tornadoes,” she
says. “Fortunately, everyone knew how to react
because they understand our plan and no one
panicked.”  ■

Long lines at gas pumps 
not limited to coastal areas
Staff alert managers to beginning of crisis

Hospice staff members in areas directly affected
by hurricanes Gustav and Ike knew to pre-

pare for gasoline shortages or inability to access
gasoline due to power outages. However, when
you are 800 miles away from the hurricane’s 
landfall, your emergency plans don’t typically
plan for gasoline shortages.

Hospice managers in several Southeastern
states scrambled to help staff members find gaso-
line and conserve gasoline when pipelines from

Texas refineries were shut down as a result of
Hurricane Ike. A random phone call from a nurse
who reported that she kept passing gasoline sta-
tions with no gas and long lines at stations with
gas alerted managers at Visiting Nurse Health
System (VNHS) in Atlanta that a problem existed
before media began reporting the problem, says
Mary Zagajeski, RN, MS, COS-C, vice president
of home health operations for the agency.

The first step taken by VNHS was to review
coverage areas carefully to make sure that clini-
cians were seeing patients near where they lived
and not making trips outside their coverage area.
“We typically schedule clinicians so that they
drive the least distance possible, but sometimes
when we need extra coverage in an area, we’ll
call nurses that are willing to drive to another
area, even if it’s not close,” she says. During the
gas shortage, they looked in the next closest area
to find extra coverage, she says.

VNHS human resource staff members spent
their days searching media web sites that listed
gasoline availability in different areas of Atlanta as
well as calling corporate headquarters of gasoline
distributors to identify areas most likely to receive
deliveries. “We sent e-mails to each clinician’s lap-
top with updated information, and we also left
voicemail messages if the information was urgent,”
she says. In addition to reminding employees to
conserve gasoline, Zagajeski and her managers
directed employees not to let their tanks get less
than half full. “We also learned from gasoline sta-
tions that early morning was the most likely time
to find gas since stations that did receive deliveries
got them around midnight,” she adds.

Along with shortages, gasoline prices in Atlanta
fluctuated week to week, with some prices reach-
ing $4.50 or more per gallon. To make sure that
employees are reimbursed fairly, VNHS has been
reimbursing with a floating rate based on informa-
tion from web sites that calculate the average cost
of gas in the city rather than a set rate that is not
adjusted for price changes, says Zagajeski. “The
rate changes with each pay period every two
weeks, so that reimbursement is fair to employ-
ees,” she says. (See resource box, p. 126, for web
site information.) 

The rising price of gasoline had made VNHS
employees aware of conservation, but the latest
crisis has caused everyone to look more closely at
ways to save gas, says Zagajeski. (See “Hospice
managers think outside the box to address the
rising costs of gasoline,” Hospice Management
Advisor, September 2008, p. 97.) “We have
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always used technology to enable our employees
to access schedules and patient information from
their homes so they don’t have to go into an
office,” she says. 

Laptops with wireless cards mean that all
documentation and notes from the day can be
uploaded from any location, and careful schedul-
ing prevents unnecessary driving. “Now, more
employees use our system’s mapping tool to find
the most efficient sequence and route to travel
between patients’ homes,” Zagajeski says.  ■

End-of-life discussions with
physicians have benefits
Hospice enrollment is sooner

According to a recent study,1 terminally ill
patients who had end-of-life discussions

with physicians had earlier hospice enrollment
(65.6% vs. 44.5%), compared to patients who did
not have these discussions. Also, longer hospice
stays were associated with better patient quality
of life, while more aggressive medical care was
associated with worse patient quality of life. 

Also, patients who had the end-of-life discus-
sions were not more likely to experience emo-
tional distress, compared to patients who did not
have those discussions. 

End-of-life discussions give patients the oppor-
tunity to define their goals and expectations for the
medical care that they want to receive near death.
“But these discussions also mean confronting the
limitations of medical treatments and the reality
that life is finite, both of which may cause psycho-
logical distress,” the authors wrote. Physicians and
patients are ambivalent about talking about death
and often avoid these conversations, they wrote.
“To date, however, research has not examined
whether these discussions are associated with
patients’ psychological distress or medical care
near death,” the authors stated. “Without this

information, physicians cannot weigh the risks and
benefits of end-of-life discussions.”

Alexi A. Wright, MD, hematology-oncology fel-
low at the Dana-Farber Cancer Institute, Boston,
and colleagues examined the associations between
end-of-life discussions with physicians and the
medical care that terminally ill patients receive
near death. The study included patients with
advanced cancer and their informal caregivers (n =
332 pairs). Patients were followed up from enroll-
ment to death, a median (midpoint) of 4.4 months
later. Bereaved caregivers’ psychiatric illness and
quality of life was assessed a median of 6.5 months
later. Of 332 patients, 123 (37%) reported having
end-of-life discussions with their physicians.

The researchers found that such discussions
were not associated with higher rates of major
depressive disorder or more worry, but those
patients received significantly fewer aggressive
medical interventions near death: lower rates of
ventilation (1.6% vs. 11%), resuscitation (0.8% vs.
6.7%), and ICU admission (4.1% vs. 12.4%). 

Patients who reported engaging in those con-
versations were significantly more likely to
accept that their illness was terminal, prefer med-
ical treatment focused on relieving pain and dis-
comfort over life-extending therapies, and have
completed a do-not-resuscitate order.

Caregivers of patients who received any aggres-
sive care were at higher risk for developing a major
depressive disorder, experiencing regret, and feel-
ing unprepared for the patients’ deaths, compared
with caregivers of patients who did not receive
aggressive care. They also had worse quality-of-life
outcomes, including overall quality of life, self-
reported health, and increased role limitations.
Better patient quality of life was associated with
better caregiver quality of life at follow-up.

“Our results suggest that end-of-life discussions
may have cascading benefits for patients and their
caregivers,” the authors wrote. Despite physicians’
concerns that patients might experience psycholog-
ical harm due to end-of-life discussions, the
authors found no evidence that they were signifi-
cantly associated with increased emotional distress
or psychiatric disorders. “Instead, the worst out-
comes were seen in patients who did not report
having these conversations.” the authors wrote. 

The adverse outcomes associated with not
having end-of-life discussions points to what
appears to be a need to increase the frequency of
these conversations, they wrote. “By acknowl-
edging that death is near, patients, caregivers,
and physicians can focus on clarifying patients’
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For national gasoline prices, go to www.fuelgauge
report.com. For local gas prices, go to www.gasbuddy.
com.



priorities and improving pain and symptom
management,” they wrote.

Reference

1. Wright AA, Zhang B, Ray A, et al. Associations between
end-of-life discussions, patient mental health, medical care
near death, and caregiver bereavement adjustment. JAMA
2008; 300:1,665-1,673. ■

Agencies struggle 
with plan of care
Improved communication is a key

Fifteen percent of Medicare home health agen-
cies were cited for the same certification defi-

ciency on three consecutive surveys, according to
a report issued by the Office of the Inspector
General in the Department of Health and Human
Services. Most of the agencies included in this
group were located in six states: California,
Florida, Illinois, Iowa, Michigan, and Texas. 

Compliance with plan-of-care requirements pre-
sented the biggest challenge, with almost half of
the cited agencies not demonstrating that the
patient’s physician reviewed the written plan of
care. Other plan of care-related citations included:
not covering all diagnoses, not alerting physicians
to changes in patient’s condition, not following the
plan of care to administer drugs and treatments,
and not coordinating and supporting objectives
outlined in the plan of care. 

“Meeting the compliance standards related to
the plan of care is a difficult area for all home
health providers,” says Trish Tulloch, RN, BSN,
MSN, HCS-D, senior consultant for RBC Limited, a
Staatsburg, NY-based home health consulting com-
pany. The most common reason for not following
the plan of care is an inability to access the most
up-to-date information, she explains. “About 40%
of home health agencies are still using a manual,
paper-based system,” Tulloch says. “This means
that updates to the plan of care might take several
days as clinicians turn in notes, get approvals, or
have data entered into the record,” she explains.

If the plan of care can be updated at the home
of the patient, during the visit, the next clinician
to visit the patient has up-to-date information,
Tulloch points out.

An automated system may assist the process of
maintaining and communicating an updated plan

of care, but it does not ensure that your agency will
meet all compliance requirements, Tulloch points
out. If your clinicians don’t update the records on
their laptops by downloading updates at the start
of each day, or if they don’t transmit updated infor-
mation at the end of the day, the current informa-
tion is not available to them or the next clinician to
visit the patient, she explains. To ensure the use of
the most updated plan of care, policies must be
clear about procedures related to the plan of care,
she says.

Clinicians at South Davis Home Health in
Bountiful, UT, know expectations related to plan
of care when they are hired, says Denise Cook,
RN, quality assurance and quality improvement
coordinator for the agency.

“Establishing a plan of care, charting to the
plan of care, and following the plan of care are
part of their job requirements and are included 
in their annual competencies,” she explains. 

Because her agency is not automated, paper
forms are used for admissions and visit notes, says
Cook. “Once the clinician completes the admission,
a quality staff member reviews the forms to make
sure that all diagnoses are included,” she says. If
there are any questions or if information that is
needed to document the diagnosis is missing, the
forms go back to the clinician for completion.
During care, clinical coordinators review visit
sheets submitted by nurses to make sure that the
number of visits made to patients comply with
their plans of care, says Cook. Coordinators also
review clinical notes as they are completed to
ensure that the services provided also match the
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For more information on complying with plan of care
requirements, contact:
☎ Denise Cook, RN, Quality Assurance and Quality

Improvement Coordinator, South Davis Home
Health, 401 S. 400 East, Bountiful, UT 84010.
Telephone: (801) 298-8983. E-mail: denisecook
@sdch.com. 

☎ Trish Tulloch, RN, BSN, MSN, HCS-D, Senior
Consultant, RBC Limited, 48 W. Pine Road, Staats-
burg, NY 12580. Telephone: (845) 889-8128. Fax:
(845) 889-4147. E-mail: ttull42@aol.com. 

To access the full copy of “Deficiency history and
recertification of Medicare home health agencies,”
go to oig.hhs.gov/oei/reports/oei-09-06-00040.pdf. 



plan of care, she adds.
“We also hold case conferences every two

weeks to discuss patients and changes in their
plans of care,” says Cook. “We’re a small agency,
with about 40-50 patients per day, so we can talk
about all of our patients in a one-hour meeting,”
she says. Attendance at the case conferences also
is defined as an expectation in staff members’ job
descriptions, she adds. 

Including the expectation that plans of care will
be followed in a job description and job compe-
tency is important, but be sure you address a plan
of care’s importance in orientation and follow-up
inservices, suggests Tulloch. In addition to pre-
senting your agency’s requirements, be sure to
include the bigger picture, she says. “Point out
that Medicare requires certain information, and
emphasize that each clinical note should stand
alone with the patient’s homebound status and
diagnoses clearly indicated on the form,” she says.

Even if a hospice staff have addressed and is
following a plan of care appropriately, a physi-
cian’s signature must be on the plan, points out
Tulloch. “It’s important to establish a relationship
with physicians’ office staff to speed up the
physician signature process,” she says. 

Although Cook is pleased with the way her
agency handles plans of care, and they have no
problems complying with Medicare require-
ments, she does point out that the process is con-
stantly under review and improvement. “Making
sure that we stay up to date and follow plans of
care is always a work in progress,” Cook says.
(For more on complying with the plan of care,
see stories below and on p. 129.) ■

Face-to-face meetings 
improve communications
Keep meetings meaningful and short

Case conferences can be an excellent way to
improve communications between staff

members and ensure that the plan of care is up to
date. The challenge presented by case confer-
ences for hospice and home health agencies is the
staff’s perception that time spent in meetings is
not time well spent for patient care.

“We call our weekly meetings multidisciplinary
team meetings, but they are case conferences dur-
ing which each team discusses plans of care for

patients who are cared for by team members,”
says Patricia Burke, RN, director of clinical serv-
ices and operations for Caritas Home Care in
Norwood, MA. “We limit the meeting to one hour,
and each case is presented by the admitting clini-
cian or the primary clinician,” she says. There are
nine clinical teams, each with a heavy caseload, so
the presentations are limited to new admissions,
recertifications, and medically complex patients
who require extra attention.

Because weekly team meetings represent a
change in practice for the agency, there was some
resistance, admits Burke. “Everyone uses a point-
of-care system, so staff members do not regularly
come into the office,” she says. The biggest con-
cern of most staff members was that the meetings
would be a waste of their time, Burke says. To
alleviate that concern, the one-hour limit was
established, and housekeeping items such as
announcements of training opportunities or other
administrative items is limited to no more than
10 minutes at the beginning of the meeting. 

“We also built in a 10-minute period at the end
of the meeting to allow staff members to bring up
any issues that they want to discuss,” Burke says.
Those 10 minutes might be used to ask for sug-
gestions that could help the clinician with a
patient not discussed in the case conference or to
ask about other clinician’s experience with cer-
tain equipment or patients, she explains. 

In addition to the team meetings, Caritas Home
Care staff members meet individually with their
case manager on a weekly basis. “This gives staff
members a chance to review all of their patients,”
she explains. Case managers also use that time to
review documentation requirements with staff
members and point out ways that the clinician
can improve their documentation. “These meet-
ings are also kept to a minimum time so that the
clinician has time to see patients,” she adds.

Attendance at meetings and participation in case
conferences now are part of each clinician’s job
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Need More Information?

For more information on using meetings to improve
communication, contact:
☎ Patricia Burke, RN, Director of Clinical Services/

Operations, Caritas Home Care, Three Edgewater
Drive, Norwood, MA 02062. Telephone: (781) 551-
5708. Fax: (781) 551-5771. E-mail: Patricia.Burke
@caritaschristi.org.



description, but there is little resistance these days,
says Burke. “New clinicians find both the team
meetings and the weekly meeting with the case
manager a great learning experience,” she says. 

Communications have improved because team
members get a chance to talk face to face each
week and get questions answered quickly, points
out Burke. Even though experienced staff mem-
bers initially viewed the meetings as a waste of
time, one employee recently told Burke, “I didn’t
think I’d like these meetings, but I never realized
how much time they really save me.”  ■

Improve relationship 
with physician office staff 
Ask for preferences before signatures

All you need is a signature. The challenge is
tracking down the physician, getting him or

her to review your plan of care, and getting the
document back into your records within the time
frame allowed by Medicare. 

Hospice and home health agencies of all sizes
struggle with this issue, but it is an ongoing issue
for all, admits Trish Tulloch, RN, BSN, MSN,
HCS-D, senior consultant for RBC Limited, a
Staatsburg, NY-based home health consulting
company. “Home health nurses talk with physi-
cians by telephone to update medications or
adjust plans of care, but the phone calls only
result in interim orders,” she says. “A signed
form acknowledging the change or approving
the plan of care is necessary.”

To make it easy for physicians, Tulloch recom-
mends a standard form that includes current
diagnosis, medications, and other information you
need the physician to approve. “I like having a stan-
dard form that faxes easily, so it can be returned to
the home health agency quickly,” she says.

A personal relationship with physician office
staff members also is important, says Denise Cook,
RN, quality assurance and quality improvement
coordinator for South Davis Home Health in
Bountiful, UT. Because the majority of forms that
require physician signature are mailed, a mail log is
maintained to show when the forms were mailed
and to indicate if the form has been returned, she
says. “If a form doesn’t come back in a timely man-
ner, our staff members follow up with the physi-
cian’s office staff,” she says.

Some physicians who are typically slow to return
forms will have their forms hand-delivered to their
office, points out Cook. “Most of our physicians are
close to our office, so it is not a burden to hand-
deliver the forms, and the personal visit establishes
a rapport with the physician and the physician’s
office staff,” she explains. “We take the forms in a
folder that is clearly marked as home health, and
we ask the physician when we should return for 
the signed forms,” she says. The physician places
the signed forms back in the folder, and the home
health staff member returns on the designated day.
“Physicians are more likely to pay attention to the
form and not set it aside if they know that someone
will be back to pick it up,” she explains.

Patricia Burke, RN, director of clinical services
and operations for Caritas Home Care in Norwood,
MA, says, “We always check to see how the physi-
cian wants us to send forms for his or her signa-
ture.” Physicians may express a preference for
faxed forms or mailed forms, she says. “We also ask
if they want us to hold everything for several days
or a week and send a batch of forms at one time,”
Burke adds. 

It is also important to designate one person to be
responsible for follow-up with physician offices,
says Burke. “We have a 95% return rate within 30
days, and I believe that part of the reason is the
personal relationship that our health information
manager that handles this responsibility has devel-
oped with the different office staffs,” she says. If
follow-up is necessary, the agency staff person
knows who to call, Burke adds.

One feature of her agency’s software system
that has not yet been used is the ability for physi-
cians who are tied into the health care network to
view forms and sign them online, says Burke.
“This is a feature we would like to test for use in
the future,” she says.  ■  

Hospice, home health 
drive more than UPS
NAHC study evaluates amount of home care travel

Nurses, therapists, home care aides, and others
who serve elderly and disabled patients in

their own homes drive nearly 5 billion miles each
year. Caring for nearly 12 million patients annually
with 428 million visits, the providers of home care
and hospice services are health care’s version of
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“road warriors,” according to a study produced by
the National Association of Home Care’s (NAHC)
Foundation for Hospice and Homecare.

The study shows that the number of miles
driven by hospice and home care workers
reached 4.8 billion miles in 2006. With the expan-
sion in the use of lower-cost home care services
as the average age of the U.S. population rises,
the estimated miles driven for 2008 should well
exceed 5 billion, according to the report.

Putting the miles driven in perspective high-
lights the magnitude of the undertaking in home
care. The annual miles driven by the nurses, thera-
pists, aides, and others is the equivalent of 1,386,458
trips across the United States at its widest latitude,
192, 920 times around the Earth, 10,017 round trips
to the moon, and 52 trips to the sun. UPS, an inter-
national delivery service, drives just more than 2
billion miles every year globally, according to the
report.

The data were calculated from more than 4,200
Medicare cost reports, as well as through an
online survey of 1,200 home care providers.  ■

The Joint Commission 
places standards online

The Joint Commission’s revised standards, ratio-
nales and elements of performance for 2009 

for home care, which includes hospice, now are
available online at www.jointcommission.org/
Standards/SII/default.htm. The standards will take
effect Jan. 1, 2009, and have been placed online to
give organizations time to become familiar with the
new language, ordering, and numbering.

The changes are part of the Standards Improve-
ment Initiative (SII), launched in 2006 as part of The
Joint Commission’s ongoing quality improvement
efforts. SII focuses on clarifying standards lan-
guage, ensuring that standards are program-
specific, deleting redundant and nonessential 
standards, and consolidating similar standards.
While no new requirements were added, chapter
overviews, standards, introductions, rationales, and
elements of performance were designed for ease of
use. In the standards reorganization, requirements
were split or consolidated. Standards have been
renumbered and reordered to allow electronic sort-
ing and to allow the addition of new requirements
in the future. 

Other aspects of SII include:

• Changes in the scoring and decision process
will take place Jan. 1, 2009, for all accreditation
and certification programs. 

• Single-user license electronic E-ditions of the
manuals will be provided for the first time. 

• Color-coded tabs in print manuals distin-
guish standards and requirements from accredi-
tation policies and procedures. 

• Accreditation program-specific language is
used in all manuals.  ■

Criminal charges unlikely 
for prescribing opioids

Criminal or administrative charges and sanc-
tions for prescribing opioid analgesics are

rare, according to a recent study.1 In addition,
there appears to be little objective basis for con-
cern that pain specialists have been “singled out”
for prosecution or administrative sanctioning for
such offenses, the study found.

The study was conducted by the Center for
Practical Bioethics in Kansas City, MO, the
Federation of State Medical Boards, and the
National Association of State Attorneys General.

The authors identified criminal and adminis-
trative cases of these types between 1998 and
2006. They analyzed the numbers and types of
cases and physicians involved, criminal and
administrative charges brought, case outcomes
and sanctions, specialties, and other characteris-
tics of the physicians involved.

The authors found that 725 doctors, representing
about 0.1% of practicing patient care physicians,
were charged between 1998 and 2006 with criminal
and/or administrative offenses related to prescrib-
ing opioid analgesics. About 39.3% were general
practice/family medicine physicians, compared
with 3.5% who were self-identified or board-certi-
fied pain specialists. Physicians in this sample 
were more likely to be male, older, and not board-
certified. Drug Enforcement Administration (DEA)
criminal and complaint investigations averaged 658
per year (2003-2006) and “for-cause” surrenders of
DEA registrations averaged 369.7 (2000-2006).

Reference

1. Goldenbaum DM, Christopher M, Gallagher RM, et al.
Physicians charged with opioid analgesic-prescribing
offenses. Pain Med 2008; 9:737-747. ■
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NHPCO awards grants 
to hospice providers

The National Hospice and Palliative Care
Organization (NHPCO) in Alexandria, VA,

has received funding from the Department of
Veterans Affairs (VA) to launch a program
improving access to quality hospice and pallia-
tive care to veterans, with a specific focus on
reaching homeless veterans and those living in
rural areas.

The project will identify innovative programs
providing care and services to veterans at the end
of life and provide recommendations to the VA
on ways to improve outreach to homeless veter-
ans and veterans living in rural areas.

NHPCO will award a minimum of 10 grants to
existing providers that are working collabora-
tively with the Department of Veterans Affairs.
Grant recipients may be hospice and palliative
care organizations, state hospice-veterans part-
nerships, state hospice organizations, state veter-
ans homes, or other organizations providing care
and services to veterans.

Grants to cover a nine-month period will range
from $5,000 to $25,000 and will be awarded by
the end of January 2009. The specific grant
process and more detailed requirements will be
available in mid-November with applications
due in early January. Interested applicants should
contact Donna Bales at dbales@nhpco.org to
receive this information when it is available.  ■

Palliative care access 
varies widely

Although more than half of the 50-bed or
larger hospitals in the United States offer

palliative care services to ease pain and suffering
for seriously ill patients and their families, the
availability of these services varies widely across

geographic regions, according to a recent study.1

Whereas in 2000, only a few hospitals in the
United States provided palliative care services,
this report documents a steady overall increase in
adoption of palliative care, with 52.8% of hospi-
tals surveyed offering services aimed at alleviat-
ing pain and suffering. The number of large
hospitals (more than 249 beds) with palliative care
programs has increased to 72.2%, while fewer
small hospitals (fewer than 50 beds) reported
offering those services. Growth in palliative care
has occurred primarily in not-for-profit hospitals
and has been most notable in the midwestern and
western regions of the United States. 

“This paper documents the success and appli-
cability of this new field of medicine in American
health care,” says Charles F. von Gunten, MD,
PhD, editor-in-chief of the Journal of Palliative
Medicine and provost, Institute for Palliative
Medicine at San Diego Hospice. “I hope it leads
to the patient expectation that the expert relief of
suffering will be as routine in hospitals as cardi-
ology or surgery.”

Reference

1. Goldsmith B, Dietrich J, Du Q, et al. Variability in
access to hospital palliative care in the United States. 
J Palliative Med 2008; 11:953-1,060. ■

Survey shows support 
for assisted suicide

According to a national survey of adults by
ELDR magazine and ELDR.com on the issue

of physician-assisted suicide, more than 80% of
those responding said they believe that the choice
to end one’s life is a “personal decision.”

Two-thirds of the adults said they want physi-
cian-assisted suicide made legal, as it is in Oregon.

The publications said its survey revealed that
only half of adults over 60 years old have a living
will or advance health care directive.  ■
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