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Top five challenging requirements 
identified by The Joint Commission
Following orders, reducing falls lead list of compliance issues

The Joint Commission (TJC) report on the top five most challeng-
ing requirements for home health care agencies shows that 28% of 
agencies surveyed for accreditation by TJC in 2009 were not com-

pliant with the requirement to provide care in accordance with orders. 
“Although we identified five specific requirements that are challeng-

ing, the broader issue is communication among everyone involved in the 
patient’s care,” explains Margherita C. Labson, RN, MS, executive direc-
tor of home care accreditation for TJC. “When patients are in a hospital, 
they are seen by their physician, hospitalists, specialists, or a combination 
of physicians,” she says. The challenge to home health care is to identify 
the clinicians who are involved in the patient’s ongoing care and coordi-
nate communication, she adds.

The most frequent reason for noncompliance with the requirement 
to provide care, treatment, or services in accordance with orders or pre-
scriptions, as required by law and regulation [PC.02.01.03], is lack of 
documentation for orders or physician orders that are not written clearly, 
says Labson. “The same home care nurse may not see the patient at every 
visit, so we need to remember that everyone interprets instructions dif-
ferently,” she says. For example, a physician order that reads, “Give two 
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acetaminophen every four hours for fever” may 
seem clear, but Labson points out that fever is not 
defined. “I may think that 99 degrees is fever, but 
another nurse might not think a patient has a fever 
until the temperature is above 100 degrees,” she 
explains. The physician order should include a def-
inition of fever for the specific patient, she adds.

Another issue for home care, especially hos-
pice, is the failure to write telephone orders on the 
chart, says Labson. “A nurse will contact a phy-
sician for permission to give acetaminophen for 

fever, but she won’t write it in the chart,” she says. 
“We also never want to see an order that indi-

cates the patient can ‘resume all medications’ 
after discharge to home health,” says Labson. 
This phrase was very common in the past; but it 
is dangerous for home care patients, because they 
may be discharged with new medications that may 
interact negatively with medications they were 
taking prior to their hospital stay, she explains. 
The order for resumption of medications should 
identify each medication by name, along with the 
dosage, she says.

Falls reduction program

The second most challenging requirement for 
home health organizations was the National 
Patient Safety Goal that addresses the reduction of 
patient falls [NPSG.09.02.01]. Twenty-one percent 
of agencies failed to comply with the patient safety 
goal. “Falls are the leading reason for readmission 
to the hospital, so this is a critical requirement for 
home care agencies,” says Labson. One reason 
some agencies fail to meet this requirement is that 
they focus their fall prevention efforts on elderly 
patients, she says. “There is a misconception that 
falls only occur in the elderly population, but a 
medically fragile child can easily fall; or the child’s 
caregiver might be at risk of falling if the environ-
ment is not safe,” she says. (See page 87 for more 
about reducing falls.) Of course, Labson also 
reminds home health agency staff to document 
every assessment, recommendation, and discussion 
with the family.

Documentation is also important when it comes 
to verifying a potential employee’s qualifications, 
as well as staff member’s competence to perform 
responsibilities [HR.01.02.05 and HR.01.06.01], 
says Labson. These requirements were the third 
and fourth most challenging requirements for 
home health care agencies, with 20% of agencies 
found not to be in compliance in these areas. 

“We verify licenses with the nursing or other 
license organization before we hire any employee,” 
says Juliet Falar, RN, director of nursing for 24/
Seven Health Care Services in Chicago. “We also 
contact previous agencies listed on the applicant’s 
resume to confirm experience and responsibili-
ties,” she says.

“Licenses must be verified with a primary 
source, such as the state organization issuing the 
license,” Labson explains. “Often, this is not an 
issue for new hires, but it is an issue for employ-
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ees whose licenses have to be renewed at different 
intervals,” she says.

An agency should set up a process to recheck 
licenses on a regular basis, suggests Labson. 
“When I became a nurse, my license had to be 
renewed in the same month that I originally 
received it, but many states have moved to renew-
als that occur once a quarter, or at specific times of 
the year,” she says. Set up your process to reflect 
the requirements of the licensing boards with 
which you interact, she says. Also, your process 
must be proactive; you cannot rely upon employ-
ees to notify you of renewed licenses, she adds.

Only 16% of home care agencies failed to 
comply with the requirement to identify risks for 
acquiring and spreading infection [IC.01.03.01], 
but this is a requirement that should be easy for 
organizations to meet, says Labson. “Look at what 
infections are occurring in your community; then 
identify the risk of infection among your employ-
ees and patients,” she says. The assessment of 
risk must be community-specific, because differ-
ent infections appear in different populations, she 
explains. “In my area, tuberculosis is not an issue, 
but hepatitis B is a huge issue,” she says. “Home 
care agencies should address the infections that are 
the greatest risk in their areas in order to best pro-
tect their patients and employees,” she adds.

SOURCES

Juliet Falar

Joint Commission, One Renaissance Blvd., Oakbrook Terrace, 

complete the online question form for standards questions, go 

to www.jointcommission.org and select “online question form” 

under the “standards.” ■

For many, falls mean 
re-hospitalization
Ongoing assessment of risk reduces falls

Surveyors from The Joint Commission (TJC) 
look for a comprehensive, well-planned pro-

gram to assess each patient’s risk of falling, 
identify steps to reduce the risk, and ongoing 
evaluation of the patient’s risk. Not all home care 

agencies meet the requirements of this National 
Patient Safety Goal [NPSG.09.02.01], because 
they don’t always include all patients — just those 
who are typically at higher risk for falls, says 
Margherita C. Labson, RN, MS, executive director 
of home care accreditation for TJC.

In addition to evaluating patients of all ages, 
agencies that provide personal care services should 
also screen for risk of falls, even if the client is 
generally healthy, says Labson. Even though the 
patient may not be receiving medical care from 
the home care agency, a slippery floor or a poorly 
placed electrical cord can cause a fall that requires 
a trip to the hospital, and perhaps a higher level 
of care, she says. For these reasons, home health 
agencies should screen all patients and patients’ 
homes for fall risks, she adds.

The staff members of 24/Seven Health Care 
Services in Chicago had no problem meeting the 
requirements of the falls risk reduction patient 
safety goal in their 2010 Joint Commission sur-
vey. “We perform a thorough falls risk assessment 
when the patient is admitted; then we repeat the 
falls risk assessment at every visit,” says Juliet 
Falar, RN, director of nursing for the agency. 
Medications that might cause dizziness, rugs or 
placement of furniture that might trip a patient, 
and the patient’s physical condition which might 
contribute to a fall are all documented. “If a 
patient needs a physical therapy consultation to 
identify therapy or equipment that might help the 
patient avoid falls, the nurse contacts the thera-
pist,” she explains.

The key to preventing falls is to conduct the 
assessment each time you see the patient, points 
out Falar. “A patient’s medications or physical 
condition might change between visits, so it is 
important to evaluate the patient and the home 
continuously,” she adds.

Even with a diligent falls assessment program, 
there will be times that home care agencies can-
not prevent a fall, admits Labson. “We can’t 
control environmental factors, such as the width 
of doors or the number of stairs a patient has in 
the home, but we can offer as many suggestions 
as possible to improve the patient’s safety,” she 
says. Document your assessment, your sugges-
tions, and the patient or family’s response to sug-
gestions, she says. Although reconfiguring a room 
setup might create a less risky environment for a 
patient, if the family refuses to change the room, 
it is their right to do so, she points out. “The sur-
veyor will be looking for your process to assess 
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risk, recommend activities that reduce risk, and 
document response to your recommendations,” 
she says.  ■

Patient flow takes  
on new importance 
Hospitals can’t afford for patients to stay too long

As hospitals face cuts in reimbursement and 
patients who become insured under health 

care reform legislation seek care, moving patients 
safely and quickly through the continuum of care 
is going to become important, experts say.

“Hospitals are expensive places to be, and in 
today’s reimbursement climate, hospitals need to 
reduce waste. Any time a patient is staying longer 
than necessary, he or she is utilizing services result-
ing in a waste of limited resources,” says Teresa 
Fugate, RN, BBA, CCM, CPHQ, vice president, 
case management services for Covenant Health 
System.

Medicare payments are based on the geometric 
mean length of stay, which means that the hospi-
tal loses money on patients who stay longer than 
expected for their DRG, Fugate points out. 

In addition, commercial payers are tightening 
their reimbursement, making it necessary for hos-
pitals to ensure that patients get the care they need 
in a timely manner, she adds. 

“Hospitals simply can’t afford to have patients 
who do not need to be there. Health care is one of 
the most inefficient industries. Hospitals are going 
to have to become more efficient in order to sur-
vive,” she says.

Any time a patient stays in the hospital, he or 
she is at an increased risk of infection, falls, and 
medical errors, Fugate points out. 

“It’s important for patients to be treated and 
discharged as quickly and efficiently as possible, 
not because of the hospital’s bottom line, but from 
a standpoint of providing appropriate quality 
care,” she says.

When hospitals have an increased length of stay 
and patients stay too long in the inpatient setting 
unnecessarily, it creates a bottleneck that results in 
overcrowded conditions in the emergency depart-
ment. This adds additional time to the length of 
stay while patients wait for an inpatient bed and 
the emergency department ultimately runs the risk 
of going on diversion, adds Roxanne Tackett, 

RN, MBA, vice president of clinical services for 
Compirion Healthcare Solutions, a health care 
consulting firm based in Elk Grove, WI.

Reducing waits for beds in the emergency 
department improves patient satisfaction as well 
as improving quality and safety outcomes, which 
ultimately will improve the hospital’s bottom line, 
Tackett points out. 

“Patients shouldn’t be on a stretcher for multi-
ple hours waiting for an inpatient bed. Emergency 
department and post-anesthesia care unit [PACU] 
nurses are experts in stabilizing emergent patients, 
but they are not experts in providing ongoing criti-
cal care. Patients need to be transported to the 
appropriate inpatient bed as soon as possible in 
order to receive care from a particular unit that 
matches their treatment needs and so they can 
receive their medication in a timely manner,” she 
says.

One way to help reduce the length of time 
admitted patients wait in the emergency depart-
ment and eliminate boarding in the ED is to 
improve patient flow to the inpatient areas. It 
takes the entire team from throughout the organi-
zation working together to accomplish length-of-
stay initiatives, she adds.

But improving patient flow doesn’t just mean 
getting patients out of the emergency depart-
ment and into a bed as quickly as possible, 
points out Ann Kirby, BA, BSN, MSN, MPA, 
managing director at Wellspring + Stockamp 
HuronHealthcare, a Chicago-based consulting 
firm.

Managing the ‘balancing act’

“Good patient throughput is a balancing act. 
It’s about getting patients into a bed where they 
can get the best care,” she adds.

For instance, if a cardiac patient is placed on the 
orthopedic floor because that’s the first bed avail-
able, it’s not best for the patient because the staff 
don’t have the level of expertise to provide optimal 
care, she adds.

“It sounds like a great idea to get patients in the 
emergency department admitted to an inpatient bed 
as fast as you can. But, if hospital patients are placed 
in a bed on an appropriate unit, then being moved 
the next day, it creates a lot of extra work for the 
staff and adds to the length of stay,” she says.

For instance, suppose there are two patients 
waiting for beds — an orthopedic patient who has 
been in the emergency department for an hour and 
a cardiac patient who has been there two hours.
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“If there is a bed on the orthopedic unit avail-
able and the cardiac patient is stable, it would be 
better to admit the orthopedic patient to that bed, 
particularly if a cardiac bed is expected to open up 
soon,” she says.

Addressing patient flow in a comprehensive 
manner is very important, Kirby says.

“Everybody knows that they need to improve 
flow, but it doesn’t work well to tackle just one 
area at a time. Decisions on the unit or the depart-
ment level don’t necessarily make sense for the rest 
of the house,” she says.

For instance, many hospitals focus on case man-
agement functions, but if people throughout the 
hospital are not involved, the initiative is likely to 
have limited impact, she adds.

“Capacity management no longer can be just 
the responsibility of care management. It requires 
collaboration between all disciplines to drive the 
flow from admission to discharge. Everybody 
who is involved with patient care has to work as 
a team to achieve timely patient flow,” Fugate 
adds.

Hospitals in Covenant Health System’s East 
Tennessee Region collaborated on improving effi-
ciency and the quality of patient care by creating 
teamwork and ownership in bed capacity manage-
ment, she says. 

“The key for hospitals to survive in today’s 
health care environment is for everyone who is 
directly or indirectly related to patient care to 
understand how what they do every day impacts 
patient flow and the ramifications for the hospital 
when patients stay longer than necessary and over-
utilize resources,” she says. 

Capture the entire patient episode

Kirby recommends developing a flow diagram 
that outlines all the processes that span the entire 
patient episode from the time a patient comes into 
the hospital until he or she leaves.

Look at how people are organized, how they 
are trained, the processes they use, and the tools 
that support them, Kirby recommends.

For instance, outline how the nursing supervi-
sor helps facilitate getting patients to the unit, the 
roles of case management and social work, how 
the interdisciplinary team interacts, and how non-
clinical staff such as housekeeping and transporta-
tion are involved in patient flow, she says.

“The patient flow process has a lot of moving 
parts. It’s no wonder organizations are struggling 

to fix their flow,” she says.
Look at the length of time it takes to place 

patients into a bed from the emergency depart-
ment and how often the patient is placed on the 
most appropriate unit, she says.

Most hospitals need an automated bed board in 
order to effectively manage and measure patient 
flow performance, Kirby says. 

The bed control staff have to have a good view 
of the beds available, who is ready to leave, and 
who is waiting to come into an inpatient bed in 
order to make the best decision for the patients.

In some hospitals, nurses approach housekeep-
ing directly when there’s a bed that needs to be 
cleaned. This process may impede patient flow, 
because the housekeepers may be working on one 
unit, when there are patients waiting for beds on 
another unit, she says.

“The people in the central bed hub should be 
the only ones to say a bed needs to be cleaned 
immediately. The nurse may see that her unit 
has four empty beds, but the most critical need 
for beds may be in another unit,” Kirby points 
out.

Have good processes in place, so you automati-
cally track your metrics and drill down to see the 
causes of the delays, she says. 

“So often, we see hospitals that have a lot of 
information, but they haven’t set up a way to get 
the team together to discuss information and set 
goals,” she says.

For instance, if statistics show that housekeep-
ing’s response time is 25 minutes, and the goal is 
15 minutes, the roadblock could be that the unit 
secretaries aren’t entering discharges in a timely 
manner and are processing them all in a big 
group.

“All of the processes are interconnected, and 
everyone involved must be aware of the impact 
they have on patient flow,” Kirby says.

When making changes in processes, it’s impor-
tant not to underestimate the length of time it 
takes to make the changes stick, Kirby says.

Some hospitals have invested in tools, such as 
a case management system or an automated bed 
board, but don’t spend the time helping people to 
transition through the new way of doing work or 
to develop the metrics to monitor and recognize 
success and identify opportunities for improve-
ment, she says.

It typically takes eight to 12 months for a hos-
pital to determine what needs to be done and how 
to do it and to ingrain the behavior in the entire 
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hospital staff, Kirby says.

[For more information contact: Teresa Fugate, 
RN, BBA, CCM, CPHQ, vice president, case 
management services for Covenant Health System, 
e-mail: tfugate1@covhlth.com; Ann Kirby, 
BA, BSN, MSN, MPA, managing director at 
Wellspring + Stockamp HuronHealthcare, e-mail: 
akirby@huronconsultinggroup.com; Roxanne 
Tackett, RN, MBA, vice president of clinical ser-
vices, for Compirion Healthcare Solutions, e-mail: 
roxanne@compirion.com.]  �

Medicare project focuses 
on hospital readmissions
QIO, hospitals, nursing homes collaborate 

Since DCH Regional Medical Center in 
Tuscaloosa, AL, and the Alabama Quality 

Assurance Foundation began collaborating on a 
Medicare demonstration project to determine the 
most effective ways to reduce readmissions for 
Medicare patients, the hospital has increased its 
referrals to home care, nursing homes, community 
resources, and medication assistance programs. 

The project began in August 2008 in the 
Tuscaloosa Hospital Referral Region and involves 
seven hospitals, 13 nursing homes, and 12 home 
health agencies in seven counties, according to 
Sherrie Smith, RHIA, CPHQ, lead quality resource 
specialist, Alabama Quality Assurance Foundation 
with headquarters in Birmingham. 

The Alabama Quality Assurance Foundation 
was one of 14 state Quality Improvement 
Organizations (QIOs) awarded a contract for the 
Medicare Care Transitions project. 

The project’s main goal is to reduce readmis-
sions for Medicare patients hospitalized for all 
diagnoses, Smith says. The project also measures 
readmission rates for patients with heart failure, 
acute myocardial infarction, and pneumonia.

A key component of the project is increasing 
communication between post-acute providers and 
the hospital as patients transition to another level 
of care, Smith says.

“There are a lot of people who may impact 
whether a patient stays out of the hospital after 
being discharged. When patients are transferred 

from one provider to the next, in many cases, nei-
ther provider knows what the other’s issues and 
requirements are. Home care agencies and nursing 
homes have to be involved in any project to reduce 
readmissions,” Smith says.

Before the project began, DCH Health System 
already had embarked on several initiatives to 
reduce readmissions, says Brian Pisarsky, RN, 
MHA, ACM, CPUR, director, case management 
services, DCH Regional Medical Center and 
Northport Medical Center in Tuscaloosa, AL. 

“We are looking at readmissions of all patients 
with all payers, from self-pay to commercial insur-
ance to Medicare and Medicaid,” he says.

The health system began what it calls the 
Hospital-to-Home case management program to 
identify additional patients who would benefit 
from being discharged with home care.

A dedicated case manager reviews patients 
throughout the facility to determine which ones 
might benefit from a home health referral. 

“She looks at all patients, not just those who 
might be expected to need home health because 
of their diagnosis. These include patients who 
had outpatient surgery and those who are receiv-
ing observation services and are sick but not sick 
enough to be admitted,” he says.

The Hospital-to-Home case management pro-
gram has resulted in a 32% increase in referrals 
to home health, which in turn is likely to reduce 
readmissions, Pisarsky says.

“The home care agencies are very concerned 
with helping patients avoid readmissions because 
one of their quality measurements is the number of 
patients who are readmitted. They have the same 
kind of incentives we have to make sure patients 
don’t need to be readmitted,” Pisarsky says.

The Medicare Care Transitions project 
expanded on several initiatives that were already 
in place at DCH Health System, Smith adds.

In an effort to improve communication as 
patients transition from one level of care to 
another, the health system was meeting regularly 
with representatives from nursing homes to discuss 
what kind of information needs to be shared and 
to collaborate on how the communications and 
referral process can be improved.

“In the past, we have talked on the telephone. 
By meeting face to face, we get to know each 
other, and now the case managers have someone 
to talk to at each facility,” Pisarsky says. 

Each facility brings a representative case to each 
meeting and discusses the issues that arose as the 
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patient transitioned between facilities.
“Early on, the teams functioned to put out fires 

and focuses on the issue du jour. As time went on, 
we changed the focus to do a root-cause analysis 
to determine what the issues are and opportunities 
to improve the transitions in care. These meetings 
have helped each side understand what issues the 
other side has,” Smith says.

The hospital holds similar meetings with repre-
sentatives from home health agencies who collabo-
rate with the hospital case managers on ways to 
improve the transition in care.

The home health improvement team is review-
ing the educational materials patients receive at 
each level of care to make sure they are consistent 
throughout the continuum.

“It’s confusing when patients get one set of 
materials in the hospital and a different set from 
the home care agency. They may say the same 
thing, but when they are worded differently, the 
patients may get confused,” Smith says.

Since the project began, DCH Health System 
has implemented case management in the emer-
gency department from 7:30 a.m. to 11:30 p.m., 
seven days a week. The department added an 
additional 1.4 FTE in staff in order to expand the 
emergency department coverage.

The emergency department case managers iden-
tify patients who are being readmitted as soon as 
they arrive. 

“The case manager is aware that the patient has 
been recently discharged and intervenes to verify 
what we could have done better. The purpose is 
not just to stop patients from being readmitted. It’s 
to help them find a medical home,” Pisarsky says.

While assessing the patients who are readmitted, 
the emergency department case manager answers 
questions on the admission assessment screen to 
provide details on the reason the patient came 
back to the hospital.

The information on readmissions is reviewed by 
the multidisciplinary length-of-stay team, which is 
responsible for reviewing the cases of patients who 
have been in the hospital for more than six days.

The team examines each readmission separately 
and looks for trends and areas where the discharge 
process can be improved.

For example, analysis has shown that many of the 
patients are being readmitted because they did not 
understand their medication regimen, Pisarsky says.

As a result, the hospital has implemented a 
“time out” for its medication reconciliation and 
education efforts. Now, when a patient is about to 

be discharged, the medication orders are reviewed 
by the nurse. Then, a second nurse, a pharmacist, 
or case manager reviews the discharge medications 
and verifies that they have been reconciled and 
that the medication is appropriate.

The hospital has added one FTE to its staff to 
make follow-up calls to patients with pneumonia, 
heart failure, and surgical patients after they have 
been discharged.

The discharge follow-up case manager, an RN, 
makes several hundred calls a month to check on 
patients three or four days after they have been 
discharged.

“We’re trying to find any way possible to 
ensure that patients don’t have to be readmitted. 
We have instituted multiple processes to close any 
gaps in treatment that may have occurred after 
discharge,” Pisarsky says.

The case manager reviews the discharge infor-
mation in the patient’s computerized medical 
record and asks a series of questions that are cus-
tomized based on patient history.

She asks patients if they have a follow-up visit, 
if they have filled their prescriptions, and if the 
home care nurse has visited.

“We have found at times that our case manager 
sets up home care, but because of miscommunica-
tion, the nurse doesn’t arrive. The same is true of 
durable medical equipment. We want to intervene 
and correct the problem as soon as possible,” 
Pisarsky says.

The discharge follow-up case manager also asks 
patients questions about adherence to their treat-
ment plan and answers any question or concerns, 
then takes appropriate action.

For instance, if the patient doesn’t have a 
follow-up doctor’s appointment, she sets one up. 
Sometimes patients can’t afford their medication 
so she helps them get medication assistance.

If patients seem to be unable to care for them-
selves, the follow-up case manager can set up home 
care visits.

Sometimes patients refuse home care when they 
are in the hospital, but after they get home, they are 
uneasy about changing their dressing, are confused 
about their medication, or don’t understand what 
to do when they have symptoms, Pisarsky says.

“A lot of times, patients who thought they 
didn’t need home care find out that they do need 
help in adhering to their treatment plan. We are 
taking proactive steps to make sure they can stay 
safe and healthy at home,” he says.

Since the project started just 18 months ago, 
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it’s too soon to have definitive data on reducing 
readmissions, Smith says. However, the hospital 
reports increases in referrals and other processes 
that are expected to affect the readmission rate.

Since the initiatives began, the hospital has expe-
rienced a 32% increase in home care referrals, a 
7% increase in referrals to nursing homes, a 30% 
increase for community resources, and a 50% 
increase in referrals to programs that help indigent 
patients with their medication, Pisarsky says.

The QIO is working with community partners 
to ensure that the patients are educated on how to 
plan for their discharge and are trained and encour-
aged to assume responsibility for their health. 

One staff member at AQAF is dedicated to 
working with community agencies, such as soup 
kitchens, senior centers, and organizations for the 
aging, Smith says.

The QIO has partnered with the University of 
Alabama School of Nursing on a project to mea-
sure patients’ level of activation in taking responsi-
bility for their own care.

As her school project, a student at the University 
of Alabama School of Nursing visits patients in 
the hospital and administers the Patient Activation 
Measure (PAM), which is used to determine which 
patients are at high risk for readmission and most 
appropriate for coaching.

The QIO is paying for a coach to visit the 
patients in their homes after discharge to go over 
the patients’ health records, help them understand 
their medication regimen, ensure that they have a 
follow-up visit with a physician, and if necessary, 
goes to doctor visits with the patients. 

“The coach encourages the patients to keep a 
personal health record updated and coaches them 
on what questions to ask their physicians and how 
to ask them,” Smith says.

The coach makes three follow-up calls within 30 
days of discharge to make sure the patient is man-
aging his or her own care.

The project focuses on readmissions for 
Medicare patients but should have an effect on 
readmissions for patients with all types of insur-
ance or no insurance, Smith says.

“The information we learn from this project and 
the processes that the hospitals put in place should 
reduce avoidable readmissions for all patients,” 
she says.

[For more information, contact Brian Pisarsky, 
RN, MHA, ACM, CPUR, director, case manage-
ment services, DCH Regional Medical Center and 

Northport Medical Center, e-mail: bpisarsky@
DCHSYSTEM.COM.]  �

Dementia patients’ 
spouses at higher risk

Husbands or wives who care for spouses with 
dementia are six times more likely to develop 

the memory-impairing condition than those whose 
spouses don’t have it, according to the results of 
a 12-year study led by Johns Hopkins, Utah State 
University, and Duke University.1

A few small studies have suggested that spousal 
caregivers frequently show memory deficits greater 
than spouses who aren’t caregivers. However, 
none examined the cognitive ability of caregivers 
over time using standard, strict criteria to diagnose 
dementia, a serious cognitive disorder character-
ized by deficits in memory, attention, judgment, 
language, and other abilities.

A study examined 1,221 married couples age 
65 and older who were part of the Cache County 
(Utah) Memory Study, which began in 1995. 

In the sample of 2,442 married people, the 
researchers diagnosed 255 individuals with demen-
tia and discovered that individuals whose spouses 
had already been diagnosed were six times as 
likely to develop the condition themselves com-
pared to those without an affected spouse.

Co-author Maria C. Norton, PhD, of Utah State 
University in Logan, says the long-term nature of 
the new research makes the results different from 
earlier “snapshot” studies showing memory loss in 
spousal caregivers. “We know that the declines in 
memory we saw were real and persistent, not just 
a point in time where they weren’t performing well 
on tests,” she says. 

Researchers speculate that the stress of care-
giving might be responsible for the increased 
dementia risk for spouses, although more 
research is needed to identify what that mecha-
nism might be. The researchers suggest that 
doctors who treat dementia patients should pay 
more attention to efforts to decrease stress for 
spousal caregivers.
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Study: Best practices in 
urinary cath care

About 4 million Americans undergo urinary 
catheterization annually, and more than 

500,000 of these catheterizations involve indwell-
ing catheters left in place for some period. Between 
15% and 25% of patients may receive indwelling 
catheters during hospitalization, and the preva-
lence of catheter use in residents of long-term care 
facilities is estimated between 7.5% and 10%. 
Although the indications for catheterization have 
been extensively outlined, reports of the inappro-
priate use of catheters range from 21% to more 
than 50%.

In an article published in Home Healthcare 
Nurse, researchers present a compilation of best 
practices for urinary catheter care. This article dis-
cusses methods of urinary catheterization and their 
indications, catheter-associated complications, and 
assessment and management strategies that home 
health care practitioners can employ to ensure best 
patient outcomes and to minimize complications.

Although catheterization is a common health 
care practice, it presents many risks that must be 
taken seriously. The complications associated with 
catheterization include:

urinary system, resulting in infection and, conse-
quently, possible septicemia or death;

-
rect insertion or attempts to remove the catheter 
without deflating the balloon;

and psychological well-being.
Because complications can be serious if cath-

eters are not used appropriately, the authors 

recommend that catheterization be undertaken 
when all other methods of urinary system man-
agement have been deemed inappropriate or 
have failed. 
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Study suggests value 
of acupuncture

A study published in Anesthesia & Analgesia, 
the official journal of the International 

Anesthesia Research Society (IARS), suggest there 
is scientific validity of traditional Chinese medicine 
for treatment of pain.1

Researchers used quantitative sensory test-
ing to identify changes in pain sensitivity with 
acupuncture in 24 healthy volunteers. After 
applying acupuncture to the leg, the research-
ers found that pain thresholds increased by up 
to 50%. Effects were noted in both the treated 
leg and the untreated leg.

The results pointed to two nerve fibers—the 
A delta pain fibers and the C pain fibers—
as being specifically affected by acupunc-
ture. Although the effects were modest, the 
researchers believe they provide the basis for 
future studies in individuals with chronic pain, 
where the effects might be more dramatic.

The results provide a scientific background 
for the ancient practice of acupuncture, 
according to Dominik Irnich, MD, PhD, direc-
tor of the Multidisciplinary Pain Centre, 
Department of Anesthesiology, University 
of Munich, and the study’s lead author. He 
pointed out in a press release: “Our results 
show that contralateral stimulation leads to a 
remarkable pain relief. This suggests that acu-
puncturists should needle contralaterally if the 
affected side is too painful or not accessible — 
for example, if the skin is injured or there is a 
dressing in place.”
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COMING IN FUTURE MONTHS

■ Tips for staff 
retention

■ Use POC technology 
to improve efficiency

■ Prepare for tougher 
compliance with fraud 
regs

■ What role do 
volunteers play in 
home care?

volunteers. Anesth Analg 2010 May: 110: 1448-1456.  ■

Home infusion study 
could expand coverage

The Government Accountability Office 
(GAO) has recommended that the Health 

and Human Services (HHS) Secretary conduct 
a study of home infusion therapy to evaluate 
potential program costs and savings, payment 
options, quality issues, and program integrity 
associated with a comprehensive benefit under 
Medicare. The differences between Medicare 
fee-for-service, Medicare Advantage, and com-
mercial insurance coverage were examined in 
the GAO report. 

The report found that the extent of Medicare 
fee-for-service coverage of home infusion 
therapy was dependent on whether Medicare 
beneficiaries met certain criteria.  For example, 
certain homebound patients with Medicare Part 
D receive comprehensive coverage, including 
nursing services, supplies, and drugs.  However, 
in 2008 only 7% of Medicare patients were 
eligible for this coverage.  Patients who are not 
homebound face more limited coverage that 
may only pay for supplies and some drugs. 
GAO found that the range of coverage offered 
under traditional Medicare contrasted with the 
more comprehensive coverage for home infu-
sion therapy that was available from several of 
the largest Medicare Advantage plans and com-
mercial health plans. The study will be com-
pleted by 2012. 

“The GAO report illustrates what private 
payers have known for years — that home 
infusion therapy can be dramatically cost-
effective when provided appropriately,” said 
Russ Bodoff, president of the National Home 
Infusion Association. To see a copy of the GAO 
report and recommendations, go to http://www.
gao.gov/products/GAO-10-426. ■

Caregivers’ stress  
affects well-being

A study published by Healthways Center for 
Health Research (CHR) in its May 2010 

publication of Outcomes & Insights provides new 
knowledge of the impact of age on well-being, and 
the effect of care giving on the well-being of the 52 
million Americans providing care for an adult who 
is ill or disabled. The study is based on more than 
355,000 individual responses collected as part of 
the Gallup-Healthways Well-Being Index.

The study, “Estimating the Impact of Caregiving 
and Employment on Well-Being,” demonstrates 
those who provide care for other adults are in 
need of well-being support themselves. Employed 
non-caregivers experience significantly higher well-
being than their employed caregiver counterparts. 

“One in five American households is already 
providing support for a loved one (who is not a 
child) 18 hours or more each week,” according to 
Joseph Coughlin, an author of both CHR papers 
and director of the Massachusetts Institute of 
Technology AgeLab. “The need for caregivers is 
not going away. We need to look now at how we 
can help these people who will be overworked and 
overstressed.” 

The study also shows caregivers worry more 
than non-caregivers and also experience less hap-
piness. Employed non-caregivers reported feeling 
happiest (47.1%), with employed caregivers falling 
significantly behind (39.9%). The higher stress and 
lower happiness scores are even more apparent in 
non-employed caregivers, of whom less than one-
third reported happiness the day before. 

Although the financial and social support 
offered through employment appear to diminish 
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CNE QUESTIONS

Answer Key:  17. C; 18. A; 19. D; 20. D. 

17. What percentage of home care organizations 
surveyed by The Joint Commission in 2009 were 
not in compliance with the requirement that 
they provide care in accordance with orders, 
laws and regulations, according to Margherita C. 

accreditation for Joint Commission?
A. 49%

C. 28%

18. What is the key to a successful falls reduction 
program, according to Juliet Falar, RN, director 
of nursing for 24/Seven Health Care Services in 

A. Assess patient risk at every visit.

recommendations.
C. Have a physical therapist perform the initial 
evaluation.

19. How should home care agencies determine 
which infections to address as part of their 
infection control program, according to 

of home care accreditation for Joint Commission?
A. Select infections that always create 
hospitalizations.
B. Focus on infections for which there are no 
vaccinations.
C.  Choose infections for which Universal 
Precautions are effective.

community, your patients or your employees.

20. How much more likely is the development 
of dementia for the spousal caregiver of a 
dementia patient than for other people of the 
same age, according to a 12-year study led by 

University?
A. There is no difference in risk
B. Twice as likely
C. Four times as likely

some of the stress stemming from the caregiving 
role, employees who act as a caregiver are worse 
off than their counterparts, who do not have 
to juggle both responsibilities, according to the 
study.  ■

Know penalties for  
privacy reg violations

The unauthorized release of employee health 
information can result in civil, and sometimes 

criminal, liability under both federal and state 
laws. For example, covered individuals under the 
Health Insurance Portability and Accountability 
Act (HIPAA) face civil fines ranging from $100 
to $25,000, depending on one’s level of intent. 
Criminal penalties include fines ranging from 
$50,000 to $250,000 and imprisonment of up to 
10 years.  

“Personal liability may also arise under the 
Family and Medical Leave Act, depending on your 
jurisdiction, and give rise to state law claims for 
invasion of privacy, defamation, negligence, and 
breach of confidentiality,” warns Kathleen Liever, 
an employment law associate at Fowler White 
Boggs in Tampa, FL.

Unauthorized disclosure could also result in 
disciplinary proceedings before licensing boards.  
“Likewise, employers may face civil and criminal 
liability under federal and state laws,” says Liever. 

Your first step is to become very familiar with 
federal and state laws and regulations addressing 
privacy and confidentiality issues, especially any 
limitations and exceptions to confidentiality. Next, 
educate management and human resources.

“You are in the best position to tell your 
employer how to safeguard employee health infor-
mation,” says Liever. “Get involved in the devel-
opment or revision of policies and procedures, 
before you find yourself in a difficult position.”

Your best bet is to keep your response simple. 
“Absent employee consent or the application of 
a limited exception, an occupational health nurse 
or manager is obliged to release health informa-
tion only to the extent of advising the employer 
whether the employee is fit, unfit, or fit within 
limitations, to perform a particular job without 
endangering anyone else,” explains. Liever. 

Provide what information you can. Then, 
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CNE INSTRUCTIONS 

Nurses participate in this continuing education 
program by reading the issue, using the provided 

references for further research, and studying the ques-
tions at the end of the issue. Participants should select 
what they believe to be the correct answers, then 
refer to the list of correct answers to test their knowl-
edge. To clarify confusion surrounding any questions 
answered incorrectly, please consult the source mate-
rial. After completing this semester’s activity with the 
September issue, you must complete the evaluation 
form provided in that issue and return it in the reply 
envelope provided to receive a credit letter.  ■
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CNE OBJECTIVES

Upon completion of this educational activity, partici-

particular to home health care.

issues particular to home health care affect nurses, 

patients, and the home care industry in general.

by home health professionals into daily practices.  ■

explain that anything beyond that is “confidential 
and protected by law from disclosure.” “If that 
is not enough, try reminding management and 
human resource personnel that there are strong 
penalties for inappropriate disclosure,” says 
Liever.  ■

BINDERS AVAILABLE

Hospital Home Health has sturdy plastic bind-
ers available if you would like to store back issues of the 
newsletters. To request a binder, please 
e-mail binders@ahcmedia.com. 
Please be sure to include the name of 
the newsletter, the subscriber number 
and your full address. 

If you need copies of past issues or prefer on-line, search-
able access to past issues, you may get that at www.
ahcmedia.com/online.html.
If you have questions or a problem, please call a customer 
service representative at (800) 688-2421.


