
Reimbursement • Palliative Care • Risk Management • Best Practices

Management Advisor™

H O S P I C EH O S P I C E

IN THIS ISSUE
■ Education key to prevention
of flu . . . . . . . . . . . . . . . cover

■ CDC guidance for swine 
flu . . . . . . . . . . . . . . . . . . . . 63

■ Take opportunity to test
disaster plans . . . . . . . . . . . 64

■ Use pathways to gather
benchmark data . . . . . . . . . 65

■ CMS proposal to reduce
reimbursement . . . . . . . . . . 66

■ Flexible budgeting vs.
traditional budgeting. . . . . . 67

■ Is this a good time to hire
caregivers?. . . . . . . . . . . . . 68

■ What services should you
outsource? . . . . . . . . . . . . . 69

■ Reasons for individualized
responses to pain . . . . . . . . 70

■ Joint Commission appoints
home care director . . . . . . . 71

■ New web site offers best
practices in wound care . . . 71

■ Enclosed in this issue:
— Anatomy of swine flu
outbreak

JUNE 2009
VOL. 14, NO. 6 • (pages 61-72)

Across the U.S., hospices meet 
swine flu challenge with education
Take time to review pandemic emergency plans

Increased education and diligent observation of families and patients
are the key steps initially taken by hospice staff members to prevent
the spread of H1N1 Flu (swine flu) among patients, staff, and family

members.
“We’re reviewing Centers for Disease Control [CDC] guidelines and

sharing information with staff members, but we have not introduced
any new protocols,” says Shan-wei Ko, RN, NP, chief clinical officer for
Continuum Hospice Care in New York City. “We are reminding staff
members to reinforce basic infection control practices with all patients
and family members.” (For more on the CDC guidelines, see p. 63.)

Staff members at Heartland Home Health Care and Hospice in San
Antonio also have been reminded to be diligent about the use of uni-
versal precautions, says Bart Joiner, administrator of the agency. “We
have supplied everyone with extra sanitizing gel to remind them of the
importance of hand washing,” he adds.

Preventing the spread of the illness is one of the key goals of the CDC,
and frequent hand washing is one of the primary recommendations.

NOW AVAILABLE ONLINE: www.ahcmedia.com/online.html
Call (800) 688-2421 for details

When cases of swine flu were first diagnosed in the United States, no one
could predict how quickly it would spread and how it would affect victims.
Hospice agencies stepped up to the challenge with a focus on education
and careful surveillance.
• Emergency pandemic plans and examined.
• Patients and their families were re-educated about proper hand-washing

techniques and other infection control steps that prevent exposure.
• Staff members were asked to take the same precautions in their own

households.
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Mary Wagner, RN, BSN, MEd, vice president of
clinical practice at Metropolitan Jewish Home
Care in Brooklyn, NY, says, “Our home health staff
has an excellent rate of compliance with hand-
washing guidelines, but we are reminding every-
one to constantly re-educate patients and their
families.” [For a copy of pandemic flu infection
control guidelines for agencies that provide serv-
ice in the home, as well as a preparedness and
response plan, go to the online version of this
month’s issue of Hospice Management Advisor. If
you need assistance, contact customer service at
(800) 688-2421 or customerservice@ahc.com.]

Information about swine flu and the impor-
tance of hand washing and other ways to prevent
transmission of the flu are shared at team meet-
ings, Wagner says. Infection control is a continu-
ous effort within the agency, but it is important to

remind everyone of basic procedures at a time
like this, she points out. “The degree of publicity
about swine flu makes staff members, patients,
and family members more receptive to the educa-
tion,” Wagner says. 

Although staff members are aware of flu seasons
and do keep an eye on patients and family mem-
bers for symptoms, the potential for a swine flu
outbreak has increased the need for surveillance,
says Joiner. “We are monitoring our patients more
closely, and our staff members are more attuned to
the possible symptoms of flu in family members
and friends,” he adds.

In addition to telling staff members to watch
patients carefully for signs of flu, tell them what
to do if they notice potential symptoms, says Ko.
“Our staff members contact the patient’s primary
care physician or the hospice medical director,
whichever is appropriate for that patient, to
obtain an order for a flu test,” she says. Family
members or other visitors who exhibit symptoms
are advised to see their own physicians for a test
and asked to stay away from the patient while
they have symptoms, Ko adds.

Even though the infection has been tied to
Mexico, Ko says staff members don’t initially ask
patient’s families and friends if they’ve traveled
anywhere or been exposed to someone who
might have traveled to any area that has had an
outbreak of swine flu. “If they exhibit symptoms,
we will ask, but not before,” she says.

Hospices stay up-to-date

Information about the swine flu outbreak has
been readily available, thanks to departments of
health and the involvement of hospice associa-
tions in distributing updates, says Kathy A.
McCann, president and CEO of the Hospice and
Palliative Care Association of New York State in
Albany. “We are careful not to repeat information
that already exists, but we want people to know
how to get updated information,” she explains.
Notices to members have focused on identifying
resources for information and letting members
know what the state health department is plan-
ning, McCann says. “We send e-mail alerts to our
members to let them know about department of
health audio conferences that provide up-to-date
information on the outbreak.” 

There is so much information in the general
media about the flu outbreak that it’s important
that hospice managers make sure their staff
members are receiving accurate information
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directly from sources such as the CDC and their
state or local departments of health, she says.
“We want our message to patients and families to
be consistent with the messages from public
health authorities so that we don’t cause a panic,”
McCann says. Hospice staff members must have
accurate information because patients’ families
expect them to be the health experts, she adds.

“This is also a good time to pull the emergency
plan off the shelf and take a look at it,” McCann
says. Two years ago, her association developed a
pandemic flu plan for members that contains tools
that can be used now, she says. (For information
on how to obtain the plan, see information box,
right.) “Even though we based the plan on avian
flu, it applies to any flu pandemic,” McCann says.
“This is an opportunity to make sure everyone is
ready for a pandemic, even if it doesn’t occur,” she
adds. (For more about emergency preparedness,
p. 64.)

Ko says, “This is a live, real-time case study
that gives us an opportunity to remind employ-
ees and family members that hand washing and
basic infection control practices are important.
Because the potential pandemic is in the news,
everyone is more receptive to infection control
education.” (For anatomy of the swine flu out-
break, see insert enclosed in this issue.) ■

Symptoms, treatment 
for the swine flu

According to the Centers for Disease Control
and Prevention (CDC), the symptoms of

swine flu are the same as the symptoms for sea-
sonal flu: fever, body aches, runny nose, sore
throat, nausea, or vomiting or diarrhea. If a person
lives in an area in which swine flu has been identi-
fied, the CDC recommends a visit to the physician
to determine if testing or treatment is necessary.

Because there is no vaccine available at this
time to protect employees and home health
patients and families against the swine flu, the
CDC recommends the following steps to protect
against exposure:1

• Cover your nose and mouth with a tissue
when you cough or sneeze. Throw the tissue in
the trash after you use it. 

• Wash your hands often with soap and water,
especially after you cough or sneeze. Alcohol-
based hand cleaners also are effective. 

• Avoid touching your eyes, nose or mouth.
Germs spread this way. 

• Try to avoid close contact with sick people. 
• Stay home if you are sick for seven days after

your symptoms begin or until you have been
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Need More Information?

For more information about swine flu and pandemic
preparedness, contact:
☎ Bart Joiner, Administrator, Heartland Home Health

Care and Hospice, 5368 Fredericksburg Road,
Suite 300, San Antonio, TX 78229. Telephone:
(210) 340-0499. Fax: (210) 615-1177. E-mail:
bjoiner@hcr-manorcare.com.

☎ Shan-wei Ko, RN, NP, Chief Clinical Officer,
Continuum Hospice Care, 39 Broadway St., New
York, NY 10006. Telephone: (212) 649-8908. Fax:
(212) 649-5575. E-mail: sko@chpnet.org.

☎ Kathy A. McMahon, President and Chief
Executive Officer, Hospice and Palliative Care
Association of New York State, 21 Aviation Road,
Suite 9, Albany, NY 12205. Telephone: (518) 446-
1483. Fax: (518) 446-1484. E-mail: kmcmahon@
hpcanys.org.

☎ Mary Wagner, RN, BSN, MEd, Vice President,
Clinical Practice, Metropolitan Jewish Home Care,
6323 Seventh Ave., Brooklyn, NY 11220. E-mail:
mwagner@mjhs.org.

• The Centers for Disease Control and Prevention’s
web site on swine flu contains daily updates on the
spread of the disease and guidance for the prevention
and treatment of the disease. A special section for
clinicians provides guidance on treatment of special
audiences, including young children, patients with
cardiovascular disease, and immunosuppressed
patients. Go to www.cdc.gov/h1n1flu for the main
page of information. To find specific guidance papers
for specific audiences, select “Guidance” on the left
navigational bar.

• The Homecare Association of New York offers an
emergency preparedness web site specifically for
home care and hospice providers. Go to www.home
careprepare.org and on the top navigational bar, 
select “pandemic.” A list of information links, as well
as planning tools, to prepare for a pandemic are
available.

• The Hospice and Palliative Care Association of
New York State offers tools hospice managers can
use during a flu pandemic. Go to www.hpcanys.org.
On top navigational bar, select “Resources.” Go to
“Pandemic Flu Provider Resources,” and scroll
down to “Tools” for symptom management charts.



symptom-free for 24 hours, whichever is longer.
This is to keep from infecting others and spread-
ing the virus further. 

Other important actions that you can take are:
• following public health advice regarding

school closures, avoiding crowds, and other
social distancing measures;

• being prepared in case you get sick and need
to stay home for a week or so. A supply of over-
the-counter medicines, alcohol-based hand rubs,
tissues, and other related items might could be
useful and help avoid the need to make trips out
in public while you are sick and contagious.

Once a person contracts swine flu, the CDC
recommends that ill people stay home and avoid
contact with other people as much as possible to
keep from spreading your illness to others.

Although it is anticipated that most people
will recover without needing medical care, peo-
ple at high risk for flu complications may receive
antiviral medications. There are two influenza
antiviral medications that are recommended for
use against H1N1 flu. The drugs that are used for
treating H1N1 flu are oseltamivir (Tamiflu) and
zanamivir (Relenza). As the H1N1 flu spreads,
these antiviral drugs might become in short sup-
ply. Therefore, the drugs will be given first to
those people who have been hospitalized or are
at high risk of complications. The drugs work
best if given within two days of becoming ill, 
but it may be given later if illness is severe or 
for those at a high risk for complications. 

Reference

1. Centers for Disease Control and Prevention. H1N1 Flu
(Swine Flu). Web: www.cdc.gov/h1n1flu. Accessed May 7,
2009. ■

Emergency plans for 
pandemic get live test
Pay attention to work force issues 

Although no one is happy to see a potential
pandemic, the swine flu situation does give

home health agencies the opportunity to test their
emergency plans in a live situation, points out
Phyllis Wang, president of New York State
Association of Health Care Providers (HCP),
which represents home- and community-based
providers in New York. New York agencies are

required to have emergency plans in place for a
variety of crises but no real test of plans to address
pandemics has occurred, until now, she says.

Although her association’s member agencies are
the ones providing direct care, the association is
providing ongoing communication and advice to
agencies, says Wang. “We are sending e-mail alerts
to members to let them know where to find the lat-
est information, and we are providing inservice
materials that agencies can use for staff members,”
she says. “We’ve been working on emergency pre-
paredness plans for agencies for many years, so we
have tools and resources they can use.”

The Home Care Association of New York State
also has focused on emergency preparedness for 
its members and has included swine flu-specific
information on the association’s emergency pre-
paredness web site (www.homecareprepare.org/
Pandemic_Influenza.html), says Alexis Silver, vice
president for policy and clinical affairs for the asso-
ciation. “We’ve offered pandemic flu preparedness
seminars and resources over the past three years, so
we have re-posted them to the web site so people
can review the material,” she says. Handouts, infec-
tion control guidelines specific to flu and hospice
settings, and a tabletop exercise to test prepared-
ness are available for free to anyone visiting the site,
Silver points out.

Many of the steps recommended by both asso-
ciations are basic infection control practices,
Wang says. “Hand washing, gloves, and masks
all prevent spread of infection, and we also
remind home health staff to re-educate families
and patients the importance of keeping surfaces
clean,” she says. “A bottle of bleach is essential
for cleaning and, with the threat of a flu pan-
demic, we are not talking about just keeping
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Need More Information?

For information on home care association involvement
in pandemic plans, contact:
☎ Alexis Silver, Vice President for Policy and

Clinical Affairs, Home Care Association of New
York State, 194 Washington Ave., Suite 400,
Albany, NY 12210. Telephone: (518) 426-8764.
Fax: (518) 426-8788. E-mail: asilver@hcanys.org.

☎ Phyllis Wang, President, New York State
Association of Health Care Providers, 99 Troy
Road, Suite 200, East Greenbush, NY 12061.
Telephone: (518) 463-1118. Fax: (518) 463-1606.
E-mail: wang@nyshcp.org.



surfaces in the patient’s room clean.”
“New York agencies learned a lot from 9-11,”

says Wang. One of those lessons was to anticipate
not being able to get to patients due to physical
impediments, such as streets closed to outside
traffic or, in the case of a pandemic, not being
able to leave or enter a quarantined area, she
points out. “At the state level, we’ve been work-
ing to get home care workers classified as first
responders so we can go to our patients, but even
without that classification, agencies should have
an inventory of skills for all employees,” she sug-
gests. An inventory of skills enables an agency to
quickly identify what staff members can care for
specialized patients such as dialysis or pediatric
patients, as well as who might have emergency
medical technician training or even construction
experience if repairs need to be made to a build-
ing, says Wang. “This inventory should be part 
of an emergency plan,” she adds.

The key responsibility of home health or hos-
pice managers at this time is to stay on top of cur-
rent information and communicate with staff and
patients, suggests Wang. When communicating,
however, be sure you present everything in the
proper perspective that reassures people and
prepares them, she suggests. “It’s important to
inform everyone of the facts, but remember that
there is a line between informing and frighten-
ing,” Wang says.  ■

Clinical pathways help 
hospices improve care
Meet CoP requirements with outcome data 

Change is difficult but hospices have to change
the way they approach patient care due to the

requirements of the Conditions of Participation
(CoPs) that became effective in December 2008.
Collection of outcome and quality data is a new
activity for many hospices, but one way to ensure
that data are collected in a way that enables bench-
marking and evaluation for improvement is to use
clinical pathways.

“Clinical pathways have been used by health
care providers for many years, but very few hos-
pices use them,” says Karen Baranowski, BSN, 
RN, CHPN, clinical nurse educator for hospice at
Intermountain Homecare in Bountiful, UT. “Having
a pathway enables you to document data and out-

comes consistently,” she says. Because hospice does
not currently use OASIS [Outcome and Assessment
Information Set] for initial assessments and docu-
mentation of the patient’s status, outcome data are
not always collected in a way that enables evalua-
tion of trends, she explains.

There are not a lot of hospice-specific path-
ways available, says Baranowski. “A hospice
pathway must address the different phases of the
end of life, and pathways that are designed for
patients who will recover or improve do not
apply to hospice,” she points out. (See informa-
tion box, p. 66, for vendors.) Because existing
pathways are scarce or might be costly for agen-
cies, it is possible to create your own pathway,
she says.

“The first step is to ask yourself what to expect
on a regular visit,” explains Baranowski. “Identify
symptoms you typically see, and describe out-
comes you expect to reach,” she says. Within the
pathway, offer steps to take to address symptoms
and reach expected outcomes, she adds. “Look at
best practices within the hospice industry to iden-
tify the proper steps to take within your pathway,”
Baranowski suggests.

Resources can help

Members of the National Hospice and Palliative
Care Organization (NHPCO) have access to reports
and tools that are useful in setting up clinical path-
ways, says Baranowski. In addition to free resources
for members, NHPCO also sell publications, she
adds. (See information box, p. 66.) “Remember to
check standards of care published by different disci-
plines such as social workers, chaplains, nurses, and
different medical specialties,” suggests Baranowski.
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Quality and benchmarking requirements of the
Hospice Conditions of Participation (CoPs) are forc-
ing managers to look for ways to improve data collec-
tion on care and outcomes. Clinical pathways have
been used for many years in hospitals and other
health care settings, but they are new to hospice.
• Select pathways that address the unique fea-

tures of hospice, such as the different stages
patients go through at the end of life.

• Emphasize the benefit of using a pathway to clini-
cians to ensure their successful use of the pathway.

• Continuously re-evaluate the effectiveness of the
pathway to identify changes that will improve it.

E X E C U T I V E  S U M M A R Y



“They often have chapters or sections on hospice.” 
Address all aspects of hospice care because

you should have one multidisciplinary pathway
for each patient, says Baranowski. “You want to
collect information from all providers in the same
manner,” she says. 

Be certain your pathway is designed to
address the different stages of hospice care, says
Lisa Van Dyck, BSN, RN, MS, vice president of
product development and consulting services for
Innovative Healthcare Solutions in Naperville,
IL. “Our pathway addresses admission, which is
the first phase of hospice care; plateau, where
patients’ conditions change slowly; decline, the
point at which patients are actively dying; and
death or discharge,” she says.

As a subsidiary of VNA First, Innovative
Healthcare Solutions focused on development of
clinical pathways for home health and hospice

many years ago. “Our hospice pathway was
developed in 1994 and has been enhanced
throughout the years,” Van Dyck says. “The
pathway is provided in an electronic format, but
hospices are able to print it out if they don’t have
the ability to use electronic forms.” 

When evaluating a pathway, it is often easiest to
start by using a paper form, suggests Baranowski.
“If it won’t work as a paper form, it won’t be any
easier to use in electronic form,” she points out. 

Introduction of a clinical pathway requires care-
ful education and presentation, says Baranowski.
“If you use an electronic form, there is no opportu-
nity for free texting, and many clinicians feel that
this is very restrictive,” she says. 

The key to a successful introduction is first 
to make sure that all members of the manage-
ment team and board of directors are supportive,
Baranowski suggests. “You need their support to
hold clinicians accountable for completing the
pathway for every patient,” she says.

Explain how the pathway fits all aspects of
care together, suggests Baranowski. “Let them
see how the pathway clearly defines outcomes
and goals and how it is a tool that gives them
resources for identifying interventions,” she
adds. If clinicians can see how a pathway can
help them improve patient care, they are more
receptive, Baranowski says. “If they don’t under-
stand its value, they will just view it as an aggra-
vation,” she says.

Introducing clinical pathways into your
hospice’s daily practice can be overwhelming,
admits Baranowski. “Just focus on the most use-
ful aspects of a pathway if you’re developing it
from scratch or adapting it from another path-
way,” she says. “Plan to re-evaluate the pathway
and how it is used on a regular basis. Don’t be
afraid to make changes, because you want the
pathway to be realistic and helpful.”  ■

Medicare payments 
to decrease in 2010
Proposed rule includes other recent requirements 

Payments to hospices are estimated to decrease
by 1.1% with the update to the Medicare

Hospice Wage Index for fiscal year 2010, accord-
ing to the proposed rule proposed rule published
in the Federal Register on April 24, 2009. 
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Need More Information?

For more information about the use of clinical
pathways in hospice, contact:
☎ Karen Baranowski, BSN, RN, CHPN, Clinical Nurse

Educator Hospice, Intermountain Homecare, 106
W. 500 South, Bountiful, UT 84010. Telephone:
(800) 527-1118 or (801) 335-0522. 

☎ Lisa Van Dyck, BSN, RN, MS, Vice President,
Product Development and Consulting Services,
Innovative Healthcare Solutions/VNA First, P.O. Box
9184, Naperville, IL 60567. Telephone: (630) 236-
4603. Fax: (630) 922-3394. E-mail: lvandyck@
vnaf.org.

• Innovative Healthcare Solutions offers hospice
clinical pathways for sale. The VNA FIRST Home Care
Steps Protocols for Hospice can be purchased for
$1,050. The hospice receives a CD of the pathways,
an implementation guide, a laminated field guide, and
one teleconference on implementation of the pathway.
Go to www.innovativehcs.com and select “hospice”
from top navigational bar. Click on the “shop online”
link at the bottom of the page to see more information
about the product. To see the items included in the
pathway, select “more information” on the bottom of
the page.

• National Hospice and Palliative Care Organization
offers publications that address quality issues. Go to
www.nhpco.org and select “Quality Partners.” Scroll
down to “marketplace resources” and click on the
link “Access listings of available materials by
component” to see categories of publications.



The decrease in the hospice payments is the
net result of a 3.2 % reduction in payments due to
the phase-out of a temporary adjustment used in
calculating the wage index, partially offset by an
estimated 2.1% increase in the hospital market
basket indicator of costs.

The elimination of this adjustment with a two-
year phase-out would result in more accurate pay-
ments and saves Medicare $2.9 billion over five
years, according to a spokesperson with the
Centers for Medicare & Medicaid Services (CMS).
The phase-out would include a 75% reduction for
FY 2010, and it would be eliminated entirely in FY
2011. (For more information, see “Medicare pro-
posal to reduce hospice wage index equals rate
cuts,” Hospice Management Advisor, August 2008,
p. 85.) 

The rule also proposes to adopt a Medicare
Payment Advisory Commission (MedPAC) rec-
ommendation that increases accountability in the
physician hospice certification and recertification
process. MedPAC found an increasing propor-
tion of hospice patients with stays exceeding 180

days and significant variation in hospice length
of stay. Therefore, CMS is proposing that hospice
physicians who certify or recertify a beneficiary
as terminally ill write a short narrative on the
certification form. The narrative would briefly
describe the clinical evidence supporting a life
expectancy of six months or less. 

This proposed rule also solicits comments 
on several future potential policy changes. To
increase accountability in the recertification
process, the rule seeks comment on requiring a
physician or nurse practitioner to visit every hos-
pice patient after 180 days on the benefit and
every benefit period thereafter. This proposed
rule also solicits comments on broader payment
reform, such as alternate methods to calculate the
hospice aggregate cap. Comments are due by
June 22, 2009. A link to the proposed rule and
accompanying documents are available at:
www.gpoaccess.gov/fr. In the “quick search”
box, type [“page 18912,” “42 CFR Parts 405 and
418” AND hospice]. Select “Medicare Program:
Proposed Hospice Wage Index for Fiscal Year.”  ■
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New approach to budgeting 
can improve bottom line
Flexible budget gives a true picture 

You’ve just finished reviewing the monthly
financial statement for your agency, and

you’re pleased to see little variance in the pro-
jected expenses compared to actual expense.
Does this mean your agency did well this month?
Is your budgeting process really giving you accu-
rate information that will allow you to identify
steps to improve your bottom line in a timely
manner?

You might not have done as well as you think,
if your budget is based on a traditional budgeting
process, says Mark Sharp, CPA, partner at BKD,
an accounting and consulting firm in Springfield,
MO. “The traditional way to compare actual
monthly expenses to budgeted expenses is to
divide the annual expense by 12,” he explains. 

The problem with this approach is that there
are monthly variables such as volume, price, and
productivity, so your comparisons might not give
you enough information to identify potential
problems, Sharp says. For example, if your
nurses are salaried, their wages might be in line
with the projected budget, but if your staff saw

fewer patients during the month than projected,
the wages actually are higher than they should
be. Being able to evaluate wages in relation to
number of visits gives a manager a chance to
evaluate staffing levels if predicted volume levels
were too high in the initial budget, he explains.

Sharp recommends the use of flexible budget-
ing to audit monthly expenses. “You still prepare
an annual budget, but you also develop unit
costs for expenses such as travel, wages, and
supplies, he explains. “You may determine that
travel costs run $4 per visit, and you anticipate
10,000 visits per year, so you budget $40,000 for
travel for the year,” Sharp says. “In a traditional
budget review, you would expect to see travel
costs of $3,333 to cover 833 visits each month,” he
says. 

Identifying higher travel cost

A flexible budget enables you to evaluate the
travel costs according to actual volume. For
example, your nurses may have only made 500
visits in the month, so you would expect to see
$2,000 [$4 x 500 visits] in travel costs, Sharp
points out. If the travel costs exceed $2,000, you
can investigate the reason for higher costs. A tra-
ditional budget that doesn’t allow for flexing the
costs would not identify higher-than-normal
travel costs for the month, he points out.



The biggest advantage to using a flexible
budget is that you have an opportunity to make
timely operational adjustments if possible, says
Sharp. “There may be situations that don’t allow
changes, but managers have the opportunity to
identify accurate variances and take steps to
address overages, if possible,” he adds. For
example, if travel costs are increasing, a manager
can see if the increase is due to gasoline costs or
due to the geographic area nurses are covering.
While a manager can’t make the cost of gasoline
decrease, he or she can take a look at how nurses
are scheduled and see if there is a way to group
visits in a geographic area to decrease the num-
ber of miles driven between each patient, he says.

Switching to a flexible budget requires a great
deal of education, says Mina Acquaye, RN, BSN,
MPH, CHCE, CEO of Excell Home Care and
Hospice in Oklahoma City. “It took me a while 
to see the value of flexible budgeting, and it has
been a continuous education process for all of 
my management team during the past year,” she
admits. 

Initially, the switch to flexible budgeting can
result in surprises, says Acquaye. “When I was
working with a static budget, my monthly fig-
ures looked great, but the flexible budget points
out that my bottom line was not as strong as I
thought,” she says. Once the expenses were
adjusted for volume and cost variances, Acquaye
and her management team members were able to
identify true costs.

Knowing her agency’s true bottom line is
important, because Acquaye’s agency distributes
performance bonuses based on the agency’s
financial performance. “I don’t believe in blanket
bonuses for everyone, so the flexible budget

gives me an opportunity to see who is contribut-
ing to the success of the agency,” she says.

Changing to a flexible budgeting process does
require additional time up front, admits Sharp. In
addition to projecting annual costs and volumes,
managers must develop unit costs for wages,
travel costs, and supply costs, he points out. While
this requires additional time, it makes monthly
review of actual costs vs. budgeted costs easier and
more accurate, he says.

The first challenge to implementing flexible
budgeting is making sure you have a system to
collect the data, says Sharp. “Most agencies are
collecting information such as numbers of visits,
mileage, expenses, and salary costs, but they
have to be able to collect the data in a timely
manner,” he says. Once the data are collected,
identified in units, and put into the system, the
monthly evaluation of the budgets is not time-
consuming, he says.

Even though introduction of a flexible budget
is not an easy task, Acquaye recommends that
managers make the change. Agencies need to
know their actual costs now, she says. “We don’t
have time to wait to make changes.”  ■

Staff members choose 
to stay, preserve seniority
With layoffs occurring, retention is no problem

Job cuts, company closures, and salary reduc-
tions are in all of the headlines today, but an

uncertain job market can be a good thing for
home health agencies. 

“It is easier to retain staff at this time,” says
Vicki Karlovich, LPN, CEO of Sacred Rose
Healthcare, a Springfield, MO-based home care
provider. As other health-related organizations 
in her community, including hospitals, announce
layoffs, her staff members are not tempted to
move to any other agencies, she says. “This is
very different from recent years when agency
managers felt like they were held hostage by
nurses who could jump from agency to agency
for an increase in pay,” Karlovich adds. “Today,
nurses want to keep their jobs, because they want
to maintain their seniority,” she explains.

“I am also seeing an increase in the number of
applications from nurses in other organizations
who want to move to home health,” says
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Need More Information?

For more information about flexible budgeting,
contact:
☎ Mina Acquaye, RN, BSN, MPH, CHCE, CEO,

Excell Home Care and Hospice, 1200 S.W. 104th,
Suite D, Oklahoma City, OK 73139. Telephone:
(405) 631-0521. Fax: (405) 631-2661. E-mail:
mina@excellhomecare.net.

☎ Mark Sharp, CPA, Partner, BKD LLP, Hammons
Tower, 901 E. St. Louis St., Suite 1000, P.O. Box
1190, Springfield, MO 65801-1190. Phone: (417)
865-8701. Fax: (417) 865-0682. E-mail: msharp@
bkd.com.



Karlovich. Although many have years of nursing
experience, not all of them are technologically
savvy and might need a lot of training to handle
home health, she says. 

This is a good time to hire caregivers, says
Dave Banark, vice president of business perform-
ance for Omaha, NE-based Home Instead Senior
Care. “Our turnover is lower than in previous
quarters and trending downward,” he says. Even
without placing advertisements, quality appli-
cants are continuously contacting the agency
offices, Banark says.

Bonnie Dixon, RN, BSN, director of Dunn
Memorial Hospital Home Health in Bedford, IN,
says that her staff members are very aware of the
tenuous job market. “We are in a strange situation
in which our hospital was talking about a merger
with another hospital that already had a home
health agency, then has moved in discussing a
lease situation with another organization,” she
says. Throughout these talks, her staff members
have not known whether they will have a home
health agency or jobs when decisions are made.

“In a staff meeting at which I was discussing
expectations, I asked what they expected of me,”
says Dixon. “One nurse said that she expected
me to keep the home health agency afloat so that
she would keep her job.” 

Dixon has been very up front with staff mem-
bers about the home health agency’s situation, the
hospital discussions, and the potential for job cuts.
“I’ve only had one employee leave because she
could not risk losing her salary and benefits,” she
says. “My other employees are longtime employ-
ees, many in their 50s, who have said they are 
too old to look for something else when there is a
chance that nothing will happen to their jobs here.
At the same time that my staff wonder about los-
ing their jobs, the agency’s referrals are increasing,
and I need an extra therapist and nurse.”

The need for an extra therapist has made it
necessary for her staff to turn down referrals that
require physical therapy, Dixon says. “I’ve now
been given approval to hire a PRN therapist and
nurse,” she reports. Until the hospital has com-
pleted discussions with other organizations, no
one is allowed to add any full-time equivalents,
but PRN positions are allowed, Dixon explains.
“The most likely candidate for these positions
will be someone who is retired or semiretired
who has watched their retirement funds decrease
or someone whose spouse has lost work,” she
says. She does not anticipate difficulty filling
these positions.  ■

Outsource billing, coding 
to get best use of staff
Benefits: Improved cash flow, increased productivity

The detail and precision required to code and
submit claims to Medicare keeps increasing,

and smaller home health agencies struggle to stay
on top of continuous changes. One solution sought
by many agency managers is to outsource some or
all of the coding and billing activities of the agency.

“My director of nursing was handling the cod-
ing for all of our claims, but as our census grew, it
became harder for her to code in a timely manner
and oversee the nursing staff,” says Ryan Coe,
administrator of Coe Home Health in Mansfield,
TX. “Timewise, switching to an outside vendor
for our coding activities not only gave my direc-
tor of nursing more time for clinical responsibili-
ties, but it also improved cash flow.”

The vendor selected by Coe [HealthCarefirst;
Ozark, MO] codes claims on the first day, he
points out. “This improves cash flow because we
can send the bills out immediately rather than
two or three days later,” he says.

While Coe chooses to outsource the coding and
handle the billing within his agency, Margaret
Carson, executive director of Angelic Home Health
and Hospice in Tulsa, OK, handles the coding in-
house and has an outside vendor do the billing.
“When I first opened the agency, I was wearing
eight different hats, and it was difficult to pay close
attention to the details of billing,” Carson explains.
Now, the information is sent to the vendor, who
submits the claims to Medicare, then sends Carson
a billing summary report so that her staff can track
accounts payable. “They quickly identify missing
information that might slow payment and get with
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Outsourcing some administrative functions such as
coding and billing has proven to be cost-effective
for smaller home health agencies. Before choosing
a vendor, experts recommend that you:
• select a company with which you can develop 

a good rapport and that has a similar business
philosophy as your agency;

• look for system that fits the need for flexibility that
you may require;

• seek out a vendor with home health experience.

E X E C U T I V E  S U M M A R Y



us to obtain the extra information,” she adds.
Cash flow is much improved now that the

agency is able to bill consistently every 15 days
with no problems, says Carson. “It is also much
easier to respond to Medicare requests for addi-
tional information when we only have to look
back over a 15-day period,” she adds. 

In addition to the time savings and improved
cash flow that both managers noticed, there are
other benefits to outsourcing some administrative
functions. “Managers or owners of start-up agen-
cies can benefit from the expertise of a company
that has done this for years and seen almost every
situation that can occur,” says Carson. “I quickly
learned that Medicare was not able to offer me the
assistance I needed, so the vendor was essential.” 

Using an outside source to handle a process that
requires ongoing education to address changes and
updates also saves money on benefits and salary
for an employee, points out Coe. By outsourcing 
his coding function, Coe’s cash flow and billing
accuracy improved to the point that he was able to
show enough profit to justify hiring a full-time mar-
keting person, who has helped the agency increase
the 2-year-old agency’s census fourfold, he says.

Carson and Coe selected a vendor that offered
a web-based product rather than a software-based
product. “I liked the versatility of the web-based
system, because I wasn’t tied to one computer or
one office in order to receive or send informa-
tion,” says Coe. Because Coe spends time travel-
ing to and from different locations, the ability to
access the system remotely from any location was
critical. “I also looked for a user-friendly system
that would be easy for several people to learn to

use and for a company that offered customer sup-
port on an ongoing basis,” he explains. 

Carson looked for a company that matched her
philosophy of how to do business. Good rapport
with people at the company also makes life eas-
ier, she adds. “I also wanted a company that spe-
cialized in home health, because that means that
they can use experience from other clients to
offer advice to me,” Carson says.  ■

Reasons that patients 
experience pain differently

Why would two patients with the same con-
dition and treatment report vastly different

levels of pain, and are genetic factors mainly
responsible? 

Pain is a variable personal experience that is
influenced by genetics, but also involves multiple
interactive biopsychosocial processes, says a
leading pain researcher speaking recently to the
American Pain Society (APS) Annual Scientific
Conference. Individual differences in pain
responses have been a longstanding research
concern, says Roger B. Fillingim, PhD, professor
at the University of Florida College of Dentistry
in Gainesville. However, clinicians often dismiss
pain variability as a nuisance and refer to those
whose pain responses differ from the norm as
outliers. Renewed interest in the issue has been
spurred by the genetic revolution. 

“Though genetic influences are a significant
force that determines someone’s response to pain,
both genetic and nongenetic variables interact to
influence the pain experience,” said Fillingim. 

He said individualized differences in pain
responses should be studied. “Characteristics such
as age, sex, race, and ethnicity, and personality all
have been associated with pain responses, as well
as situational variables like mood, stress, and cog-
nitive processes.” 

Fillingim explained that in the biopsychosocial
model of pain response, individual differences are
determined by the complex interaction of biologi-
cal, psychological, and sociocultural factors, and
not by linking pain with clinical pathology. “Abun-
dant evidence shows that pain and tissue damage
are poorly related and there are significant differ-
ences among individual patients in their perception
of pain that extend beyond pathology,” he said. 

Knowing the social and psychological situations
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Need More Information?

For information about outsourcing billing and coding
services, contact:
☎ Margaret Carson, Executive Director, Angelic

Home Health and Hospice, 3790 S. Elm Place,
Broken Arrow, OK 74011. Telephone: (918) 622-
3800. E-mail: mcarson@tulsacoxmail.com.

☎ Ryan Coe, Administrator, Coe Home Health, 923
Riviera Drive, Mansfield, TX 76063. Telephone:
(817) 842-4263. Fax: (817) 842-4264. E-mail:
rcoe@coehomehealth.com.

☎ HealthCarefirst, 850 North 25th St., Ozark, MO
65721. Telephone: (800) 841-6095. Fax: (417)
485.3046. E-mail: info@healthcarefirst.com. Web
site: www.healthcarefirst.com.



of their patients can help you gauge responses to
pain and to medications, Fillingim said. “It’s true
that one size does not fit all, so we can’t assume
everyone is average when it comes to managing
pain,” he said. 

Psychological, social, and cultural factors, 
as well as life experiences, play a role in pain
responses, Fillingim said. “The best course for 
clinicians is to get to know your patients better
from a holistic perspective and gain a more com-
plete understanding of their life situations and
how they might influence pain responses,” he
said. “Don’t just rely on clinical symptoms and
clinical pathology to predict responses to pain
and pain management treatments.”  ■

Joint Commission appoints 
home care director

The Joint Commission has announced the
appointment of Margherita C. Labson, RN, as

executive director of the Home Care Accreditation
Program.

A certified green belt, Labson is a veteran health
care professional who has specialized in the provi-
sion of home care services from multioperational
and academic perspectives since 1977. 

She has served as associate director of The
Joint Commission’s home care program since
2007 and prior to that was a home care surveyor
for 12 years. Previously, Labson was the Florida
compliance officer for AMS/CMS Corporations
in Miami Lakes, FL. In addition, she has headed
her own consulting firm, held managerial posi-
tions at a variety of home care organizations, 
and taught at the University of Akron College 
of Nursing. Labson is a certified professional of
health care quality and a certified case manager. 

“Margherita’s experience within The Joint
Commission and in the home care field gives her a
unique perspective of the challenges the home care
organization faces in delivering safe, high-quality
services,” says Charles A. Mowll, executive vice
president of business development, government

and external relations at The Joint Commission.
“Her knowledge and experience will serve The
Joint Commission and the home care organizations
we accredit extremely well.” [Editor’s note: For more
information on Home Care Accreditation, visit www.
jointcommission.org/AccreditationPrograms/HomeCare.
Contact Labson at (630) 792-5284. E-mail: mlabson@
jointcommission.org.] ■

New resource center 
addresses wound care

Mölnlycke Health Care US has launched a
new Clinical Education Resource Center.

This new program emphasizes best practices in
wound care. 

Mölnlycke Health Care offers an accredited edu-
cation program (1.0 CE contact hours) in wound
care education. Health care providers have the flex-
ibility to customize individual learning sessions at
the pace they choose and at a time that fits their
schedule. The continuing education and other
wound care resources are available by logging on
to www.mhcwoundcare.com.  ■

What is next to address 
HIV/AIDS epidemic?

The HIV/AIDS epidemic has wreaked havoc
among African-American communities in the

United States in the past decade, and the govern-
ment’s slow response is partly to blame, one AIDS
advocate says.

It’s true that the last eight years in particular
have not been happy times for black people with
regard to HIV/AIDS, says Phill Wilson, CEO of
the Black AIDS Institute of Los Angeles. In the
Centers for Disease Control and Prevention’s
(CDC) February 2009 report on “Fighting HIV
among African Americans,” the estimated rate 
of new HIV infections among black men in the

June 2009 / HOSPICE MANAGEMENT ADVISOR™ 71

■ Physician house calls
improve care

■ How to ensure end-of-life
discussions take place

■ Tips to use for successful
fundraising

■ Quality standards 
for all agencies

COMING IN FUTURE MONTHS



United States is 115.7 per 100,000 population.
This is compared with the estimated rate of new
HIV infections among white men of 19.6 per
100,000 population. The same report states that
AIDS is the leading cause of death among black
women, ages 25 to 34, and it’s the second-leading
cause of death among black men, ages 35 to 44. 

The issue now is to decide what to do to turn
things around. “We need a new social marketing
campaign that encourages people to get tested and
uses triage to get them into care,” Wilson suggests.
“So, the Black AIDS Institute is advocating a Test
One Million campaign to screen 1 million African
Americans over the next year.” Hopes are that the
campaign will identify between 20,000 and 30,000
HIV cases and increase knowledge about HIV sta-
tus in the black community, he adds.

For its part, the CDC has formed partnerships
with African-American leaders through its Height-
ened National Response to the HIV/AIDS Crisis
among African Americans (HNR). The CDC is
devoting more than half of its prevention budget to
efforts in the black community.1 Richard Wolitski,
PhD, acting division director for the CDC’s Divi-
sion of HIV/AIDS Prevention, says, “We’ve seen a
great response from African-American leaders, and
I think the leaders are seeing the impact the epi-
demic is having among African Americans and are
stepping up to take action and increase attention to
this issue.” 

The CDC, in the near future, will roll out new
efforts that will intensify efforts with leaders of
major organizations in the African-American
community, he says. “We do have some things on
the horizon that will be fairly substantial, and we
hope will lead to further increasing the response
within the African-American community.” 

Some of the CDC’s recent prevention initiatives
have included expanding the number of proven
interventions for black men having sex with men
(MSM) and women, expanding HIV screening in
labor and emergency departments, providing
rapid testing and prevention services at a range of
African-American community settings, including
churches, black universities, and minority gay
pride events, and developing a social marketing
HIV testing campaign to encourage regular testing
among black MSM.1

Reference

1. Fighting HIV among African Americans. CDC Media
Facts. February 2009; pp. 1-6. Available at www.cdc.gov. ■

72 HOSPICE MANAGEMENT ADVISOR™ / June 2009 

To reproduce any part of this newsletter for
promotional purposes, please contact:
Stephen Vance
Phone: (800) 688-2421, ext. 5511
Fax: (800) 284-3291
Email: stephen.vance@ahcmedia.com

To obtain information and pricing on group
discounts, multiple copies, site-licenses, or
electronic distribution please contact:
Tria Kreutzer
Phone: (800) 688-2421, ext. 5482 
Fax: (800-284-3291
Email: tria.kreutzer@ahcmedia.com

Address: AHC Media LLC
3525 Piedmont Road, Bldg. 6, Ste. 400
Atlanta, GA 30305 USA

To reproduce any part of AHC newsletters for
educational purposes, please contact:
The Copyright Clearance Center for permission
Email: info@copyright.com
Website: www.copyright.com
Phone: (978) 750-8400
Fax: (978) 646-8600
Address: Copyright Clearance Center

222 Rosewood Drive
Danvers, MA 01923 USA

Editorial Advisory Board

Consulting Editor:
The Rev. Jeanne Brenneis, 

MDiv, STM
Chaplain, Hospice of Northern Virginia

Falls Church, VA

Gretchen M. Brown, MSW
President and CEO

Hospice of the Bluegrass
Lexington, KY

Earl Ash Evens, 
MSW, MBA 

President and CEO
AdvaCare Inc.

Pittsburgh

Peggy Pettit
Executive Vice President and Chief Operating Officer

Vitas Innovative Hospice Care
Miami

Claire B. Tehan, MA
Vice President, Hospice

Hospital Home Health Care Agency of California
Torrance, CA



 

PANDEMIC INFLUENZA PREPAREDNESS  
AND RESPONSE STANDARD OPERATING PLAN 

 
Pandemic influenza occurs when “novel” influenza viruses bearing new surface proteins derive from 
animal influenza viruses emerge and spread globally among people. Pandemic viruses constitute new 
influenza viruses to which large portions of the world’s population lack pre-existing protective 
antibody. The disease spreads easily person-to-person, causes serious illness, and can sweep across the 
country and around the world in very short time. An influenza pandemic may be caused by either 
swine (pig) or avian (bird) flu viruses. 
 
Consequently, global and national levels of illness and deaths can be much higher and more severe. A 
pandemic may come and go in waves, each of which can last for months at a time. Everyday life could 
be disrupted including school and business closings with interruption of basic services such as public 
transportation and health care. An especially severe influenza pandemic could lead to high levels of 
illness and death.  
 
In the event that a pandemic influenza outbreak occurs, area hospitals may find it necessary to 
discharge in-patients that are not as acute, in what is called “surge discharge.” In this instance, Empire 
Agency may have a major influx of patients. Employees will be assigned more hours as necessary to 
care for patients. The Director of Clinical Services will be consulted to approve overtime as needed 
and to access any available additional staff. Agency office bound nursing personnel may also be 
required to care for patients. 
 

COMMUNICATIONS AND POINT OF CONTACT 
 

Communications will be through the incident command system. 
 
The Director of Clinical Services (person assigned responsibility for coordinating preparedness 
planning hereafter referred to as the Pandemic Response Coordinator) will be responsible for 
coordinating and implementing the preparedness plan. In the event the Director of Clinical Services is 
unavailable, the Nursing Supervisors will assume responsibility for coordinating and implementing the 
preparedness plan. 
 
The Pandemic Response Coordinator will appoint an infection control officer and an occupational 
health officer to track employee health.  
 
Pandemic influenza is incorporated into Empire Agency’s Emergency Disaster Procedures/ 
Disaster Planning. 
 
During a Pandemic “alert” period, the Pandemic Response Coordinator will assure that enough 
supplies and equipment are ordered so that cross contamination from patient to patient will not occur, 
e.g. surgical masks, gloves, goggles, disposable gowns, alcohol based hand hygiene products and other 
disposables and to assure daily operations, will remain uninterrupted in the event of supply shortage. 
At least stockpiling a two-week’s supply will be anticipated and ordered from the medical supply 
vendor. The Pandemic Response Coordinator is responsible for reporting protocols, securing medical 
supplies if local supplies and inventory is exhausted and securing vaccine for the vaccine recipient 
groups based on state and National Threat assessments. 
 



 

Vaccine for new viruses may take a number of months to develop. If the new strain of influenza 
vaccine is not available when the pandemic occurs, recommended influenza antiviral drugs will be 
distributed according to policy until the new influenza vaccine becomes available or until the influenza 
pandemic decreases. The {insert proper authority) has the authority to investigate and control the 
causes of epidemic, infections, and other disease affecting the public health, including the authority to 
establish, maintain, and enforce isolation and quarantine and in pursuance thereof to exercise such 
physical control over property and individuals as the department may find necessary for the protection 
of public health. A listing of current agency staff that has had the vaccine will be available. 
 
Empire Agency will cooperate with authorities regarding any specific procedures with quarantine and 
isolation. 
 
The Pandemic Response Coordinator will coordinate with any local emergency rooms, clinics and 
physicians office managers to identify Empire Agency Home Health patients and staff presenting with 
suspected or confirmed pandemic influenza and if the patient can be treated at home or requires 
hospitalization. The Pandemic Response Coordinator will assist the referral sources by identifying 
other home health agencies and resources available in the event of surge capacity and will coordinate 
with them daily and how many new referrals can be accepted.  

 
CRITERIA FOR EVALUATION OF PATIENTS WITH POSSIBLE PANDEMIC INFLUENZA 
 
CLINICAL CRITERIA 
Suspected cases of pandemic influenza virus infection should meet the following criteria: temp of 
greater than 38 degrees centigrade plus either sore throat or cough. Since lower respiratory tract 
involvement might result in dyspnea; this should be considered as an additional criterion. Therefore the 
full clinical criteria are: fever plus one of the following: sore throat, cough, or dyspnea. Although past 
influenza pandemics have most frequently resulted in respiratory illness, the next pandemic influenza 
virus strain might present with a different clinical syndrome. During a pandemic, updates on other 
clinical presentations might be provided at www.pandemicflu.gov. The Pandemic Response 
Coordinator will be responsible for obtaining updates and distributing to agency staff. 
 
EPIDEMIOLOGIC CRITERIA  
During the pandemic period, an exposure history will be marginally useful for clinical management 
when disease is widespread. Once pandemic influenza has arrived in a particular locality, clinical 
criteria will be sufficient for classifying the patient as a suspected pandemic influenza case. 
 

INITIAL MANAGEMENT OF PATIENTS WHO MET 
THE CRITERIA FOR PANDEMIC INFLUENZA 

 
When a patient meets the criteria for a suspected case of pandemic influenza, healthcare personnel will 
initiate the following activities: 
1. Follow local and state health department recommendations on reporting for patients who meet the 

criteria for pandemic influenza. This will be coordinated by the Pandemic Response Coordinator. 
2. Obtain clinical specimens as ordered. Ensure that clinical specimens from suspected cases are 

handled under proper biocontainment conditions and notify the local health department of 
intention to ship if appropriate. 

3. When caring for patients at home, they should be separated from other household members as 
much as possible. All household members should follow recommendations for hand hygiene, and 
tissues used by the ill patient should be placed in a bag and disposed with other household waste. 



 

Infections within the households may be minimized if a primary caregiver is designated; ideally, 
someone who does not have an underlying condition that places them at increased risk of severe 
influenza disease. Although no studies have assessed the use of masks at home to decrease the 
spread of infection, using a surgical or procedure mask by the patient or caregiver during 
interactions may be of benefit. Separation of eating utensils for use by a patient is not necessary 
as long as they are washed with warm water. 

4. Children aged <18 years with suspected or confirmed pandemic influenza should not be treated 
with aspirin or other salicylates because of an increased risk of Reye Symdrome in this age group. 

 
SPECIAL SITUATION AND EXCEPTIONS TO THE CLINICAL CRITERIA 

 
PERSONS WITH A HIGH RISK OF EXPOSURE 
For persons with a high risk of exposure to a novel influenza virus (e.g. farm worker from an infected 
area, caregiver of a patient with laboratory confirmed novel influenza, employee in a laboratory that 
works with live novel influenza viruses): epidemiologic evidence might be enough to initiate further 
measures, even if clinical criteria are not fully met. In these persons, early signs and symptoms such as 
rhinorrhea, conjunctivitis, chills, rigors, myalgia, headache, and diarrhea, in addition to cough or sore 
throat, may be used to fulfill the clinical criteria for evaluation. 
 
HIGH RISK GROUPS WITH ATYPICAL SYMPTOMS 
Young children, elderly patients, patients in long term care facilities, and persons with underlying 
chronic illnesses might not have atypical influenza-like symptoms, such as fever. When such patients 
have a strong epidemiologic risk factor, novel influenza should be considered with almost any change 
in health status. Conjunctivitis has been reported in patients with influenza A and (H7N3) infections. 
In young children, gastrointestinal manifestations such as vomiting and diarrhea may be present. 
Infants may present with fever or apnea alone, without other respiratory symptoms, and should be 
evaluated if there is an otherwise increased suspicion of novel influenza. 
 

HOME CARE SERVICES INFECTIONS CONTROL GUIDANCE  
IF PANDEMIC INFLUENZA OCCURS 

 
Most patients with pandemic influenza will be able to remain at home during the course of their illness 
and can be cared for by family or others who live in the household. Anyone who has been in the 
household with the influenza patient during the incubation period is a risk for developing influenza. A 
key objective in this setting is to limit transmission of pandemic influenza within and outside the 
home. 
 
The use of technology to monitor patients’ health (telephone monitoring, home telehealth) is 
encouraged to limit home visits. All available home telehealth units will be deployed to minimize 
staff exposure. The Pandemic Response Coordinator will create a teletriage script for patient 
calls. 
 

NEW REFERRALS AND EXISTING PATIENTS 
 

• The decision to accept pandemic influenza patients will be on a case-by-case basis in 
consultation with the referring party and the Pandemic Response Coordinator. For example, if 
the physician determines that the patient with a mild disease can be managed at home without 
home health intervention, the agency may assist with follow up phone calls on home 



 

management of fever and dehydration, pain relief, recognition of deterioration in status as well 
as infection control measures to follow and other standardized instructions. 

•  
• Patients are triaged and visits reduced according to the emergency management plan. Pandemic 

influenza patients in the home that are triaged as lower than level I, have nonessential services 
postponed. 

•  
• All agency staff will have the agency phone tree list at home to contact their immediate 

supervisor daily for arranging patient care assignments. All Nursing Supervisors will 
teleconference with the Pandemic Response Coordinator as to updates and planning. If an 
influx of patients occurs, all vacations or leaves will be canceled and all employees will be 
notified of the need to increase their hours of work. 

•  
• The Pandemic Response Coordinator will be responsible for maintaining communications daily 

with staff to evaluate symptoms of pandemic influenza; those staff with illness will not be 
allowed to report to work; staff wishing to return to work following influenza will need to clear 
through Human Resources Coordinator prior to being assigned. 

•  
• Agency staff at increased risk of influenza complications such as pregnant women and 

immunocompromised staff will be placed on leave.  
•  
• During a pandemic, the following activities will be managed by the Pandemic Response 

Coordinator and Nursing Supervisors according to emergency plan policy; patient care related 
activities including patient communication, scheduling, modifying or discontinuing services, 
control of patient information and patient transfer or referral. 

•  
• Agency staff will be rotated as little as possible to decrease the incidence of exposure. 
• All patients will be called prior to home visits for assessment of ILI symptoms.  
•  
• Home Healthcare providers who enter homes where there is a person with influenza-like illness 

will follow the DPH Pandemic Influenza Plan recommendations for care if patients with 
pandemic influenza that include standard, droplet and contact precautions with personal 
protective equipment. Agency staff will wear goggles and face shields when within 3 feet of the 
patient. 

•  
• The Pandemic Response Coordinator and Nursing Supervisors will coordinate patient care 

activities and interventions that can be done by phone to decrease the risk exposure to staff and 
lessen the visit per day burden, assuming staff members are also ill. The Pandemic Response 
Coordinator will coordinate care by phone to prevent risk of exposure. 

•  
• Agency staff will assist in educating the health care community and patient families on how to 

avoid exposure to a potential virus. 
•  
• The Pandemic Response Coordinator will ask the Nursing Supervisors to assist by coordinating 

food delivery and needed resources for staff and patients through the local Red Cross, Salvation 
Army, local churches, and other assistance resources and businesses in their locations. 

•  



 

• Non-clinical staff such as clerical will be asked by the Pandemic Response Coordinator to 
assist with any communication and other tasks as needed. 

•  
• The Pandemic Response Coordinator will notify the Funeral Homes regarding proper state and 

local procedures for removal of the deceased from the home. 
 

OTHER ISSUES 
 
As part of the agency’s continuity of operations plan, the Chief Financial Officer will coordinate with 
the Chief Executive Officer as to agency hours by staff in the event staff is unable to report to the 
office for payroll purposes. In the event data communications are interrupted, the Chief Financial 
Officer will be responsible for an alternate method of payment. It is imperative in any emergency that 
accurate records of actions and expenses are kept. 
 
The Chief Executive Officer will be responsible for coordinating needed data with the fiscal 
intermediary for agency payment in the event data communications are interrupted. 
 
 

PERSONAL PROTECTIVE EQUIPMENT 
 

PURPOSE 
To define personal protective equipment requirements and indications for use in patient care. 
 
POLICY 
The agency will supply and make accessible appropriate personal protective equipment consistent with 
the tasks being performed and current recommendations and guidelines. Fit testing for N-95 respirators 
will be performed on site as required.  
 

Note: Personal protective equipment for eyes, face, head, and extremities, and protective 
shields and barriers reduce the incidence of contamination but cannot prevent penetrating 
injuries due to needles and other sharp instruments. 

 
PROCEDURE 
1. On home health assignments where personnel have a risk of occupational exposure, the 

organization will furnish, repair, clean, and launder, at no cost to personnel, appropriate personal 
protective equipment so that barrier precautions can be observed and compliance with this policy 
can be maintained. Personal protective equipment includes, but is not limited to, gloves, gowns, 
laboratory coats, face shields or masks, eye protection, mouthpieces, resuscitation masks/devices, 
pocket masks, or other ventilation devices. Personal protective equipment will be considered 
appropriate only if it does not permit blood or other potentially infectious materials to pass 
through to or reach the organization personnel’s work clothes, street clothes, undergarments, skin, 
eyes, mouth, or other mucous membranes under normal conditions of use and for the duration of 
time which the protective equipment will be used. 

 
2. All personnel must use appropriate personal protective equipment when exposed to blood or other 

potentially infectious materials. This equipment will be readily accessible at the work site or will 
be issued to personnel prior to home health assignments where personal protective equipment is 
needed. If, in rare and under extraordinary circumstances, organization personnel decline to use 



 

personal protective equipment for brief and temporary periods, they must do so only when in their 
professional judgment, in that specific instance, its use would have prevented the delivery of 
health care or public safety services or would have posed an increased hazard to the safety of 
themselves or a coworker. When this occurs, Empire Agency will investigate the circumstances 
involved in order to determine whether changes can be instituted to prevent such occurrences. 

 
3. Shortage of personal protective equipment. The agency will make every effort to procure PPE 

on behalf of its clinical staff. If shortages of available PPE do occur, the agency will follow 
Department of Health recommendations.  

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

PROTECTIVE DEVICE CHECKLIST 
 

Protective devices are usually required during the following patient care activities. The family/caregiver should assess the 
individual patient’s situation to determine if additional protective devices are required. 
 

Patient Care Activities Protective Devices 
  

Hand 
Washing 

 
 

Gloves 

Gown/ 
Plastic 
Apron 

 
 

Mask 

 
Eye  

Protection 
Bagged specimen handling X     
Bed change, visibly soiled X X S   
Blood gases X X    
Blood glucose monitoring X X    
Care of patients with vomiting/diarrhea X X S   
Clean up of incontinent patient-feces/urine X X X   
Collecting specimens-stool, urine, sputum, 
wound 

 
X 

 
X 

   

Coughing patient, forceful and/or 
productive – direct contact 

 
X 

   
X 

 

Denture handling X X    
Diaper change X X    
Direct contact with blood/body substance X X S   
Ear oximetry X     
Enema X X S   
Equipment cleaning X X S   
Fecal impaction removal X X S   
Feeding X     
Foley irrigation X X    
Gastric lavage X X S   
Inserting rectal suppository X X    
Inserting vaginal suppository X X    
Keto urine checks X X    
Medication administration: 
Oral 
IV Piggyback 
IV direct or into hub of catheter 

 
X 
X 
X 

 
 

X 
X 

   

Nasotracheal or endotracheal suctioning X X S X X 
NG tube placement X X S   
Oral exam with hand X X    
Oral exam with tongue blade X X    
Oral/nasal care X X  M M 
         Legend:    X = Routinely      S = If soiling likely     M = If splattering likely 
 
 
 
 
 
 
 
 

 



 

PROTECTIVE DEVICE CHECKLIST 
 

Patient Care Activities Protective Devices 
  

Hand 
Washing 

 
 

Gloves 

Gown/ 
Plastic 
Apron 

 
 

Mask 

 
Eye  

Protection 
Oral suctioning X X M   
Ostomy care, irrigation, emptying bag X X S   
Oxygen cannula or mask placement X     
Physical assessment X S    
Post-mortem care X X S   
Postural drainage X X S   
Pressure to control bleeding X X S M M 
Rectal temperature X S    
Routine bath X S    
Routine breathing treatment X S  X  
Shaving X S    
Sitz bath X     
Soiled equipment handling X X S   
Sputum induction X X  X X 
Traction X     
Tube feeding X     
Vaginal irrigation X X S   
Venipuncture 
opening specimens 

X 
X 

X 
X 

 
S 

 
X 

 
X 

Ventilatory tubing changes X X S   
Vital signs – oral temperature, pulse, 
respiration, blood pressure 

 
X 

    

Washing hair X     
Wound care 
Dressing change – burn 
Dressing change – lg. amt. drainage 
Dressing – routine  
I & D of abscess 
Suture/staple removal – clean/dry 
Suture/staple removal – drainage 
Topical ointment to lesion 
Tracheostomy care 
Wound irrigation 
Wound packing 

X 
X 
X 
X 
X 
X 
X 
X 
X 
X 

 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 

 
S 
S 
 

S 
 

S 
 

S 
S 
S 

 
 
 
 

M 
 

M 
 

M 
 

M 

 
 
 
 

M 
 

M 
 

M 
M 
M 

         Legend:    X = Routinely      S = If soiling likely     M = If splattering likely 
 
 
 



 

INFECTION CONTROL GUIDELINES TO MITIGATE/PREVENT 
PANDEMIC INFLUENZA IN HOME HEALTHCARE SETTINGS 

 
 [STAGE         ] 
In the absence of sustained human to human transmission of pandemic flu in the world: 

1. Cough etiquette is standard of care. 

•        All persons presenting respiratory symptoms will be directed to follow “Cover the Cough” or 
“Sneeze into your Sleeve” protocol when coughing or sneezing.  

•        Use tissues to contain respiratory secretions and dispose of tissues in the nearest waste 
receptacle immediately after use. 

•        Avoid touching eyes, nose or mouth. 

•        Patients and families will be taught to perform hand hygiene with either a hand sanitizing 
product or soap and water after coughing or sneezing. 

2. The family should be educated to purchase and use` materials for adhering to cough etiquette (tissues, 
alcohol hand gels, hand soap and no touch waste receptacles).  

3. Staff will wear recommended masks while evaluating persons with respiratory symptoms. 

4.  Staff [with exceptions pending type of service] will not eat or drink in patient homes. 

5. Influenza will be considered in patients who require hospitalization for fever and cough, confirmed 
pneumonia or acute respiratory distress syndrome of unknown etiology.  

6. Pandemic influenza will be considered in patients who present with respiratory symptoms, such as: 

•        Those who have traveled to countries where Avian Flu has been transmitted to humans, is an 
epidemic in domestic poultry and whose symptoms occur within 10 days of exposure. 

•        The patient has had contact with a person known to have recently traveled to an affected area. 

•        These patients will be referred for medical care.  

7.  All direct care workers will: 

•        Be aware of clusters or increased incidence of patients presenting with fever, cough and other flu 
like symptoms and cases will be reported to the local health department. 

•        Assess patients’ immunization status for influenza and pneumococcal vaccine. 

•        Be alert for clusters of pneumonia among healthcare workers from the same home care agency 
and report to the local health department. 

10. All staff will be educated to the above protocols. 

11. Influenza vaccine will be offered and encouraged annually to all staff.  

12. Pandemic influenza planning will include strategies to accommodate patient needs during a staffing 
crisis. 

  
 
[STAGE 



 

In the presence of human to human transmission of pandemic flu anywhere in the world, but not yet 
locally observed: 

1.  Follow activities listed above. 

2.  Direct care worker education will include: 

a. Disease process 

b. Infection control measures 

c. Isolation technique 

d. Surveillance for pandemic influenza 

3.   Supplies needed to manage pandemic influenza patients may include: 

•        PPE:  goggles, gloves, disposable gowns, face shields 

•        H.E.P.A respiratory masks (n 95 respirators) surgical, procedure mask 

•        Thermometers 

•        Anti microbial soap/ alcohol based hand rub 

•        Impervious trash bags 

•        Disinfectant solution 

•        Paper towels 

4.   Follow health department protocols for notification of the presence of any patient with influenza 
symptoms. 

5.   Place any patient who has influenza symptoms on droplet precautions in the home. 

6. Isolate the patient to reduce transmission if at all possible.  If that is not possible, cohort the patient with 
other ill household members.  Keep sick household members at least three feet from those who are not 
ill; provide masks if at all possible. 

7. Staff will don a recommended mask upon entry to the patient’s room, an N95 mask should be worn if 
performing aerosol generating procedure.  Discard mask after leaving the patient room and perform 
hand hygiene.  If others in the home are ill, wear the mask upon entry to the home and throughout the 
visit. 

8.  Develop a communication plan to notify staff that pandemic flu has arrived in 
     the community and to keep them updated as the pandemic continues. 
 
9.  Work with local public health to mitigate the spread of disease.  

10. Develop a plan for rapid administration of vaccine and distribution of antivirals to patients and staff 
when they become available. 

 [STAGE                ] 
In the presence of pandemic influenza in the community: 

1.  Follow activities listed in sections above. 

2. Pandemic flu instruction sheet will be provided to the patient/ care giver so that the patient and caregivers 
will have written instructions for teaching purposes. 



 

3.  All patients with influenza should remain at home at all times during the period of contagion (until five 
days after onset of symptoms).  If the patient needs to leave the home for medical care or relocation to 
an alternate care site, the patient should follow cough etiquette and wear a recommended mask.  If 
oxygen is required it should be delivered via O2 mask rather than nasal cannula. 

4.   Supply all staff members who visit the home with adequate personal protective equipment (PPE); staff 
will wear recommended masks when they enter the home. 

5. Nursing bag should be left in the car and only necessary items carried to the house in a plastic bag. 

6.  Re usable equipment will be bagged and labeled and sent to the appropriate area for cleaning and 
disinfection prior to reuse. 

7.  No disposable equipment taken into the home will be returned to the agency. 

8.  Develop a triage system to ensure that referrals contain information on communicable disease status of 
the patient being referred. 

9. Work with occupational health to manage staff members’ illness and ability to report to work.  Staff 
members who develop symptoms while working must go home after informing their supervisor. 

10.  In a crisis situation, allow staff to work while ill under the following conditions: 

•        They are physically able to perform nursing tasks safely; 

•        They wear recommended masks at all times while working; 

•        They care for patients who have confirmed or suspected flu; and 

•        They take antivirals if available. 

8.  Recovered staff members are immune and can safely care for patients with flu like symptoms.  

 
 

Enhanced Infection Control Precautions for Patients with Suspected H5N1 Avian Influenza Infection 
(Adapted from www.cdc.gov/flu/avian/professional/infect-control.htm) 

 
The following precautions should be employed for patients with suspected influenza: 
 

• Place a surgical mask on symptomatic patients at the point of initial encounter, during transport, or 
whenever exposure to other people is anticipated. Health care personnel transporting masked patients do 
not need to wear a mask or respirator. 
• Place the patient in a room with a door closed to the hallway. 
• Health care workers providing direct patient care should wear a fit-tested NIOSH-approved N95, or 
higher, respirator. 
• Pay strict attention to hand hygiene measures before and after all patient contact, and contact with 
items potentially contaminated with respiratory secretions. 
• Wear gowns and gloves for all patient contact. Use eye and face protection (goggles or face shield) 
when within 3 feet of the patient. 
• Limit the number of staff and family with direct patient contact. 
• Use disposable examination equipment or dedicated equipment to reduce the chances of infecting other 
patients. Non-disposable equipment (e.g., blood pressure cuffs) that cannot be dedicated to a single 
patient must be disinfected with a hospital-grade disinfectant according to the manufacturer’s 
recommendations before reuse on another patient. 



 

 
Source: Home Care Association of New York State, Albany, NY. 2009. Reprinted with permission. 
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