
Solve the mystery of managing pain
with home care: New study shows how
Thorough assessment and complementary medicine improve outcomes

While many home health patients may accept pain as a normal
part of their condition or of their age, it doesn’t have to be 
that way, according to experts interviewed by Hospital Home

Health.
In a study conducted by University of Rhode Island in Kingston,

along with several Rhode Island home health agencies, home care
patients reported a decrease in daily pain levels as a result of pain man-
agement standards that included better assessment of pain, manage-
ment of pain medication side effects, and thorough education.

“The whole project was an outgrowth of three studies in hospitals
that developed and tested evidence-based care plans for pain manage-
ment,” says Marlene A. Dufault, PhD, RN, professor of nursing at the
University of Rhode Island. 

“We found that once patients went home, even when they were being
seen by a home care nurse, the pain returned to the same level experi-
enced before care in the hospital,” she explains. “We wanted to find a
way to provide continuity in pain management after discharge from the
hospital to home care.”

Working with three home health agencies in Rhode Island, Dufault
and her students reviewed literature and identified the studies that were
most applicable to the home health setting. “We used these studies to
brainstorm with the home health clinicians to develop pain management
standards that were practical for implementation in home health.” The
standards help nurses identify the obstacles to accurately assessing pain
and suggest ways to address pain in home health patients, she adds.

There are four major problem areas in home care pain management,
Dufault says:
1. discrepancy between family caregiver reports of pain and patient’s

actual description of pain;
2. lack of understanding by the patient and family about proper medi -

cation use and pain management techniques;
3. fear of side effects such as addiction, nausea, constipation, and inabil-

ity to concentrate; 
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4. underuse of complementary techniques such
as massage or music therapy.
One of the first steps taken in the pain manage-

ment project was education of the clinicians.
“Clinicians didn’t understand the discrepancy
between a patient’s description of pain and the
caregiver’s description,” she says.

“Many times, patients will not tell a caregiver
the full extent of their pain because they don’t
want to be a burden,” says Jeanne M. Schwager,
RN, BSN, PhD, nursing supervisor at Roger
Williams Home Care in Providence, RI. 

In a qualitative follow-up study conducted
within her agency, Schwager also found that in
some instances, caregivers will downplay pain
levels because they don’t want to appear to be
ineffective in their care of the patient or because
they don’t want to accept the fact that their loved
one is in pain, she adds. 

“In the case of a cancer patient experiencing

pain, the caregiver may not want to accept the
cancer diagnosis, and so he or she ignores the
pain associated with cancer,” she explains.

To address this issue, the nurse should ask
both the patient and the caregiver questions
about pain, says Karen Hockhousen, RN, BSN,
director of clinical and patient resources for VNS
Home Health Services in Narragansett, RI. 

Some new questions also were added to the
assessment form during the study to prompt
more questions about pain, she says. For exam-
ple, the form now prompts nurses to ask how
breakthrough pain is handled and a combination
of a numeric scale with descriptive words and
pictures of faces to indicate pain level is used, 
she says.

Enhancing assessment forms to address pain is
critical because not all nurses have the same level
of knowledge about pain management, Schwager
says. This means that some nurses may recognize
symptoms of unmanaged pain while others may
not, she adds. 

“We changed our nursing tool to include pain
assessment questions for each visit, not just at
admission.” As nurses see patients over time, the
tool gives them a good picture of which medica-
tions or techniques are effective, she adds.

A good screening tactic is to ask if pain inter-
feres with sleep or the ability to move around,
Dufault says. Pain in these areas will affect all
activities of daily living, so if the answer is posi-
tive, the clinician knows that it is necessary to
probe more closely and ask very specific ques-
tions about pain and medication use, she adds.

It also is important for the nurse to notice
behaviors that indicate pain, Hockhousen adds. 

“Grimacing, grunting, sighing, and tensing
extremities all are possible signs of pain.” If a
clinician notices any of these behaviors, more
questions are asked to identify the cause and
severity of the pain, she explains.

Dispel fears

Patient and caregiver information is needed to
overcome some of the misunderstandings that
hinder pain management, Schwager points out.
“Patients are afraid of the adverse effects or the
possibility of addiction to pain medication.” 

Education must address these fears, or the
patient and caregiver won’t follow instructions,
she adds. 

Make sure patients and caregivers understand
that following prescription instructions not only
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will help them manage pain but also will protect
them from addiction problems, Schwager says. 

Patients also need to understand that if the
prescription instructions say to take the medica-
tion every six hours, they cannot stretch it to
eight and expect the medication to affect pain in
the same way, she says. At this point, the pain
level may require additional medication to affect
it, she adds.

If side effects are a concern, be sure to tell
patients to let you know about them, Dufault
says. “There are many medications to control the
side effects so that the patient can benefit from
the pain medication. Also, let patients know that
with some drugs such as morphine, the side
effects, such as nausea, will go away in one to
two days,” she adds.

Be aware, too, that your patients’ reluctance to
use medication at the full strength or the correct
frequency may be due to financial constraints that
make them conserve their medication, Schwager
says. In these cases, ask a social worker to help the
patient find assistance for prescription medica-
tion, she adds. (See resource information at the
end of this article.)

Use complementary techniques

“Complementary medicine is most effective
for medium-range pain, such as that reported in
the 4 to 7 range on a 10-point scale,” Dufault
says. “Remember that complementary medicine
will not replace pain medication entirely but
can reduce the amount of medication needed.”
(For more information about complementary
medicine in home health settings, see “Touch,
music, and imagery can relieve stress, anxiety,
and pain, report says,” Hospital Home Health,
May 2002, p. 49.)

The complementary techniques can be a sim-
ple use of cold and hot packs, Hockhousen says. 

“If you choose heat to help manage the pain,
I recommend moist hot packs in most cases
because they are safer for older patients. If you
do recommend that the patient use dry heat
such as heating pads, make sure you go over
safety precautions with them carefully,” she
warns.

Other complementary techniques, such as
relaxation and distraction-using tools such as
music, easily can be taught to nurses without the
need for a special therapist, Schwager says. 

“Other therapies such as heat massage, ultra-
sound, or the use of a transcutaneous electrical

nerve stimulation unit must be ordered by a
physician and administered by a physical thera-
pist,” she points out. “We’ve found that physi-
cians are very receptive to our suggestions
regarding therapy techniques, especially for
patients with chronic pain.”

Make sure your nurses have all of the infor-
mation they need, Schwager suggests. “A 
drug database for the nurse’s laptop is a great
resource,” she says. 

Because physicians are not always up to date
on drug interactions and it may take many tele-
phone calls to connect with the physician, it is
helpful if the nurse can look up certain medica-
tions and their interactions with the patient’s cur-
rent medications in order to give the physician a
complete picture, she explains. 

Taking a team approach

A multidisciplinary team that oversees pain
management policies and procedures within the
agency and one person who is designated as the
in-house pain management consultant are other
good resources to put in place, Schwager says. 

“The field of pain management is too complex
for us to expect all clinicians to stay up to date on
their own, but having one person with an interest
in the field who is in charge of reviewing and 
disseminating new information is helpful,” she
adds.

“The biggest surprise to me as we reviewed
our process for managing pain was how many
patients tolerate, accept, and even expect pain,”
Schwager says. 

“Through education, thorough and ongoing
assessments, and a variety of techniques, we not
only can help patients manage pain, but we can
improve all aspects of their lives,” she adds.

[For more information on pain management in
home health, contact:
• Marlene A. Dufault, RN, PhD, Professor of

Nursing, University of Rhode Island, College of
Nursing, White Hall, Heathman Road, Kingston,
RI 02881. Telephone: (401) 874-5307. E-mail: 
marlened@uri.edu.

• Jeanne M. Schwager, RN, BSN, PhD, Nursing
Supervisor, Roger Williams Home Care, 825
Chalkstone Ave., Providence, RI 02908. Telephone:
(401) 456-2273. E-mail: jschwager@cox.net.

• Karen Hockhousen, RN, BSN, Director of
Clinical and Patient Resources, VNS Home Health
Services, 14 Woodruff Ave., Suite 7, Narragansett,
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RI 02882-3467, Telephone: (401) 782-0500. E-mail:
khockhousen@vnshomehealth.org.
For information about prescription drug assistance

programs, go to: www.needymeds.com. The web site
offers a description of all assistance programs offered by
drug manufacturers and other groups. The listings are
available by manufacturer and by specific drugs.]  n

Grow your own nurses 
to address staffing needs
Clinical sites produce grads with HH experience

[Editor’s note: This is the first in a periodic series
that addresses recruitment and retention issues with
examples of how home health agencies are meeting the
challenge of finding and keeping good employees. This
month, we look at a partnership with a nursing school
that has resulted in new employees for one home health
agency. In future months, we will look at career lad-
ders and staff burnout. If you have a success story
you’d like to share with Hospital Home Health read-
ers, please contact Sheryl Jackson, Hospital Home
Health, Thomson American Health Consultants, 
P.O. Box 740056, Atlanta, GA 30374. Fax: (404) 262-
5447. E-mail: sherylsmjackson@cs.com.]

Home health agencies typically don’t recruit
new nursing school graduates because the

new graduates need time to practice their skills
and because it’s hard to find out in an interview
or two if the new graduate has the personality,
self-motivation, and confidence to work in home
health.

While this is true for many home health agen-
cies, at Kenosha (WI) Visiting Nurse Association
(VNA), there is less hesitation to hire a new grad-
uate because there’s a good chance the nurse
rotated through the agency during his or her
schooling.

“We’ve hired three new graduates in the past
five years and had a great experience with them,”
says Rochelle Nelson, RN, BSN, clinical educa-
tion coordinator for the agency. One of the three
did leave nursing in the past year to become a
full-time mother, but the other two still are work-
ing in home care, she says.

“They did require a longer orientation period
with longer preceptor support than an experi-
enced nurse, but their quality of care and enthusi-
asm for the job was terrific,” Nelson says. 

All three of the nurses hired were part of a pro-
gram for which Kenosha VNA serves as a clinical
training site for the University of Wisconsin
Milwaukee School of Nursing. “We have eight
students at a time for three days a week for a
total of an eight-hour workweek,” she explains. 

In addition to the new graduates the agency
has hired, it also hired several nurses who went
on from school to get their acute care experience,
then returned to home health because they were
familiar with the environment and knew they
wanted to work in home health, Nelson points
out.

During their time with home health, the stu-
dents accompany a nurse on regularly scheduled
patient visits. “The students stay on the same
team during their time with us because we want
them to have a chance to see the process from
admission to discharge if possible,” she says. 

During the visits, students take vital signs, per-
form physical assessments, draw blood, adminis-
ter enteral feedings, teach, perform Foley catheter
care, and participate in wound care, she says. 

Students don’t do the initial wound care, and
any wound care they provide is done along with
the nurse, Nelson points out. 

At first, staff members did not want to serve 
as preceptors because they thought the students
would slow them down, but now they welcome
the students, she says. 

“All of our preceptors are case managers who
have more time to spend on visits or with stu-
dents,” Nelson says. 

In many ways, students can help cut the
amount of time to prepare for the day’s visits
because the students gather teaching materials
needed, make telephone calls, and research and
make referrals to community resources if needed,
she explains.

Provide staff preceptors

The program has not always gone smoothly,
according to Nelson. A few years ago, the school
didn’t have a preceptor program set up; an instruc-
tor supervised the students as they visited patients,
she says. 

“Students didn’t believe they really learned
about home care because they didn’t have the
contact and supervision of an experienced home
health nurse.” Now, with the preceptor program,
students have a chance to learn during the visit
as well as before and after the visit as the student
and nurse travel, Nelson says. 
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While students do complete some charting
activities, the nurse completes the Outcome and
Assessment Information Set (OASIS) form,
Nelson says. 

“It would be impossible to teach students how
to complete the OASIS tool in a few short weeks,
but we do introduce them to it and explain its
purpose and its importance,” she adds.

Any home health manager that wants his or her
agency to serve as a clinical site for a nursing pro-
gram should keep a few things in mind, Nelson
suggests. “Don’t just pick any nursing school with
which to partner,” she says. “Look for one that has
a strong community health nursing program.” Not
only does the University of Wisconsin-Milwaukee
have such a program, but all of the faculty mem-
bers have a strong background in community
health and are very involved with the students,”
she explains. 

Nelson also recommends that a home health
agency work only with mid- to higher-level stu-
dents to make sure they have the basic skills
needed to perform assessments and other activi-
ties. “We are seeing more senior students who are
working on their leadership and case manage-
ment requirements,” she says. 

Make sure you get a patient’s permission for a
student to accompany the nurse, Nelson recom-
mends. “We call the patient prior to the visit to
obtain verbal approval and then have the patients
sign a consent form. It is rare to have a patient
refuse to allow a student on the visit,” she says. 

Her agency does have a number of long-term
patients who she doesn’t approach for approval
because of family dynamics or the patient’s
demeanor or condition, she explains. “If the stu-
dent’s presence is seen as a disruption to routine
or care, it’s not a good experience for anyone,”
she adds.

From the school’s point of view, the agency
should be supportive of the program at all levels
and be prepared to offer the student a chance to
participate in care and contribute to decisions
regarding care, says Joan Wilk, RN, PhD, associ-
ate professor with the University of Wisconsin-
Milwaukee Nursing Program. 

“We want agencies that view the relationship
between the school, the students, and the agency
as a collaboration,” she says. “The purpose of the
student’s time at the agency is to synthesize class-
room knowledge with real-world situations that
enable them to make clinical decisions that pro-
duce good outcomes.” 

Reactions from students who have rotated

through the home health agency have been posi-
tive but the students are usually surprised at
what they find, admits Wilk. 

“Initially, students always think the home health
rotation will be easier than the acute or critical 
care, but they find that because home health nurses
practice independently, they have to be more 
proficient, more accountable, more responsible,
and more qualified than other nurses who have
resources and supervision nearby,” she explains.

[For more information about nursing student pro-
grams within home health agencies, contact:
• Rochelle Nelson, RN, BSN, Clinical Education

Coordinator, Kenosha Visiting Nurse Association,
600 52nd St., Suite 300, Kenosha, WI 53140.
Telephone: (262) 656-8400. Fax: (262) 656-8406. 
E-mail: nelson.roc@kvna.net.

• Joan Wilk, RN, PhD, Associate Professor,
University of Wisconsin-Milwaukee, Nursing
Program, P.O. Box 413, Milwaukee, WI 53201.
Telephone: (414) 229-5488. E-mail: jwilk@uwm.
edu.]  n

Does your agency need
money for a new program?
Look for grants that fit your mission

You’ve got a great idea for a new program, but
you don’t have the cash to fund the start-up

expenses or maintain it while you build it. There
may be grant money with your name on it — you
just have to use the right approach.

“We are not a big agency with a fundraising staff
or grant writers on the payroll, but when I heard
about a National Family Caregiver Grant that was
available through our local Area Agency on Aging
[AAA], I decided to apply for the funds for a pro-
gram I wanted to start,” says Jeff Crowley, MSPA,
executive director of Serve Link Home Care in
Trenton, MO. 

“I started by making inquiries to see how
much money was available and if I was entering
the process too late,” he says. 

“When I discovered that there was a reason-
able amount of money and that there was plenty
of time, I decided to apply,” Crowley adds.

Serve Link was awarded $40,000 for the first
year to fund a caregiver support program that
includes an emergency personal response system
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for patients in the agency’s rural nine-county area
(For more information about personal response
systems, see “Innovative programs help care-
givers cope,” Hospital Home Health, May 2003,
p. 52.) In addition to the 36 families with a per-
sonal emergency response system, 12 other fami-
lies are receiving respite care with home health
aides visiting once per week for three hours at a
time, says Crowley.

Part of Crowley’s initial conversations with
other community organizations also was to
explore opportunities for partnering on the 
program. 

“Not only did I want other organizations to
make referrals to our programs, but I wanted to
work with the local retired senior volunteer pro-
gram to recruit volunteer installers,” he says. 

Before actually writing the grant application,
Crowley also did some internal marketing to
make sure his staff were supportive of the pro-
gram and to see what ideas they had. 

“Most staff members, especially the clinical
staff, were excited because a personal response
system, as well as caregiver support, would be a
great benefit for our patients,” he says. 

The only concern came from the financial peo-
ple who realized that a different system for track-
ing costs and income for the program would be
needed to meet the accounting requirements for
the grant, he adds.

The Caregiver Support Network designed by
Crowley and funded by the grant includes five
components:
1. Emergency personal response system
2. Respite care
3. Caregiver training
4. Electronic information and support through an

interactive web site
5. Outreach education

Filling out the application

Your grant application needs to contain a full
description of your program that clearly shows
how your program meets the objectives of the
grant program. “Focus on products and services,”
Crowley suggests. 

“It is much easier to explain personal response
systems and respite care than the web site ser-
vices,” he says. “Outreach education is also impor-
tant in the first year of a program to find customers
and develop a referral base,” he adds.

You also need to include a realistic budget.
“My program required the hiring of a part-time

coordinator to conduct the outreach education
seminars and to oversee the Lifeline and respite
care programs,” Crowley says. Other expenses
included cost of the personal response systems;
reimbursement of mileage and meals for the vol-
unteer installers; and salaries of the home health
aides who provide respite care.

“This particular grant does not require a co-
pay from the patient or caregiver, but we are
asked to send letters soliciting contributions to
the program,” says Crowley.

Whatever funds are contributed are included
in the income for the caregiver program and
reported to the AAA.

Don’t forget reports

You will have reporting requirements with
your grant, Crowley says. In addition to what-
ever monthly or quarterly budget reports you
may have, be sure to develop an ongoing rela-
tionship with the agency overseeing the grant, 
he suggests. 

“Once you are out of the competitive bid pro-
cess, you become partners with the organization,”
he says. “We will talk with our AAA representative
at least once a week to make sure we are proactive
in verifying a caregiver’s eligibility for the program
or addressing any questions the organization may
have.”

A benefit to regular communication for Serve
Link was a call from AAA to let Crowley know
that additional funds were available halfway
through his first program year. 

Because the grant organization was comfort-
able with the way Serve Link’s program was run
and knew how valuable the service was, the extra
funds were granted to support the Lifeline pro-
gram, he says.

One way to improve your grant application’s
chance for success is to be realistic and reasonable
in your requests, Crowley says. 

“Our AAA serves 18 counties, of which I serve
only nine, which include only a third of the pop-
ulation in the entire 18-county area,” he points
out. 

For this reason, Crowley asked for a proportion-
ate amount of money for his program. “I believe
that my application was attractive because I didn’t
come in and ask for 80% or more of the funds for a
small part of their service area.”

A big question to ask yourself as you design a
program for which you are submitting a grant
application is “Can I sustain the program in its
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second year?” Be honest as you evaluate the
chance of a grant funding extension, he says. 

Be prepared to work with a smaller budget for
the second year as well, he adds. 

“In conversations with AAA, we’ve already
been told that the emergency personal response
systems and respite care are likely to be funded
but not the web site,” Crowley says. 

Learn to stretch those grant dollars

One way to stretch grant dollars is not to allo-
cate a lot of expenses to the program, Crowley
says. “We purchased the computer used by the
caregiver program outright with agency funds
rather than allocate the cost to the grant monies,”
he says. 

Not only does this keep bookkeeping simpler,
it also demonstrates the home health agency’s
willingness to focus money directly on services to
clients, he adds.

Finding grant opportunities is fairly simple,
says Crowley. “I don’t spend my time on the

Internet searching for grants, but state agencies as
well as health and educational foundations regu-
larly send out public notices,” he says. 

Also, networking with others on community
foundation boards, health care associations, 
and peers in home health will alert you to grant
opportunities, he adds. 

The key to finding a good fit is to make sure
you know the mission of the organization provid-
ing the grant and make sure that mission fits with
your agency mission, he says.

Crowley’s positive experience with his first
grant application means that this won’t be his
last. 

“I will pursue other grants to fund new pro-
grams, but we are a small agency so we can only
handle one start-up program at a time,” he adds.

[For more on applying for grants, contact:
• Jeff Crowley, MSPA, Executive Director, Serve

Link Home Care, 1510 E. Ninth St., Trenton, MO
64683. Telephone: (660) 359-4218. E-mail: jeff@
servelinkhomecare.com.]  n
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SARS: Why should home
health pay attention?
Don’t panic patients, but be aware

With more than 7,500 suspected and probable
cases worldwide and 573 deaths, according

the the World Health Organization, as we go to
press, severe acute respiratory syndrome (SARS)
has been in the news for many months. 

Although there only were 345 total cases
reported in the United States as of publication
date, it is important for home health staff to be
aware of the disease and know how to protect
their patients.

According to the Centers for Disease Control
and Prevention (CDC) in Atlanta, the majority 
of SARS cases in the United States are related to
traveling to other countries in which the outbreak
is severe. 

A much smaller risk

There are a few cases of secondary infection of
health care workers or close family members of
people with the illness. States with the highest
incidence of suspected or probable SARS cases
are California, New York, and Washington.

Because home health patients are not likely to
be traveling to other countries for which the
CDC has issued travel advisories (see SARS
information, p. 68), the more important issue 
is for home health personnel to make sure that
family members or caregivers with any illness
avoid contact with patients as much as possible
if they have any symptoms of any illness, says
Michele L. Pearson, MD, medical epidemiolo-
gist for the CDC’s Division of Healthcare
Quality Promotion. 

Don’t push the panic button

“I wouldn’t want a home health nurse to alarm
an entire family by suggesting that someone has
SARS because the symptoms are very nonspecific,”
she says. “If, however, through conversations with
family members and patients, the nurse discovers
that the person fits the profile of suspected SARS,
which is travel to a SARS-affected area, the nurse
will want to recommend that the person see a
physician,” she adds.

“I agree that SARS may not have great applica-
tion to home health care at this time,” says Greg
Solecki, vice president of Henry Ford Health
Care in Detroit. 

“However, I remember when HIV/AIDS was 
a new phenomenon. The community was in an
uneducated state of panic. Due to the hysteria in



this market, providers were reluctant to care for
HIV/AIDS patients,” he points out. 

Because Henry Ford Hospital became an HIV/
AIDS center of excellence, Henry Ford Home
Health Care had a disproportionately large HIV/
AIDS patient population early on, Solecki says. 

“The key to keeping our cool and making a dif-
ference to our patients was the early education we
received. I think the same holds true for SARS,”
he adds. ”The more we know about the syn-
drome, the better equipped we will be when it’s
our turn to deal with it.”

(Editor’s note: For up-to-date information on SARS,
go to the CDC SARS web site: www.cdc.gov/ncidod
/sars/. 

The site includes the latest advisories, reports 
of cases, information for health care personnel, and 
frequently asked questions.)  n

[Editor’s note: This is a periodic column that 
will address specific questions related to the Health
Insurance Portability and Accountability Act
(HIPAA) implementation. If you have questions,
please send them to Sheryl Jackson, Hospital Home
Health, Thomson American Health Consultants,
P.O. Box 740056, Atlanta, GA 30374. Fax: (404)
262-5447. E-mail: sherylsmjackson@cs.com.]

Question: What does the HIPAA security rule
require?

Answer: The HIPAA security rule, adopted
Feb. 13, 2003, requires covered entities to ensure
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Home Health Q&A: Severe
Acute Respiratory Syndrome
Question: What criteria should raise a suspicion 
of Severe Acute Respiratory Syndrome (SARS) 
for home health clinicians?

Answer: According to the Centers for Disease
Control and Prevention (CDC), a combination of
clinical, epidemiological, and laboratory criteria 
are needed to classify a case as suspected or
probable SARS. The home health nurse can use
the following clinical and epidemiological criteria 
in the home:

CLINICAL CRITERIA
• Asymptomatic or mild respiratory illness.
• Moderate respiratory illness.

— Temperature of >100.4° F (>38° C).
— One or more clinical findings of respiratory ill-

ness (e.g., cough, shortness of breath, diffi-
culty breathing, or hypoxia).

• Severe respiratory illness.
— Temperature of >100.4° F (>38° C).
— One or more clinical findings of respiratory ill-

ness (e.g., cough, shortness of breath, diffi-
culty breathing, or hypoxia), as well as one of
the following: 
• radiographic evidence of pneumonia;
• respiratory distress syndrome;
• autopsy findings consistent with pneumonia

or respiratory distress syndrome without an
identifiable cause. 

EPIDEMIOLOGICAL CRITERIA 
• Travel (including transit in an airport) within 10

days of onset of symptoms to an area with cur-
rent or recently documented or suspected com-
munity transmission of SARS.

• Close contact within 10 days of onset of symp-
toms with a person known or suspected to have
SARS infection. 

Question: What infection control procedures should
be followed with a suspected SARS patient?

Answer: Placing a surgical mask on suspected SARS
patients during contact with others at home is recom-
mended. If the patient is unable to wear a surgical
mask, it may be prudent for household members to
wear surgical masks when in close contact with the
patient. Household members in contact with the
patient should be reminded to practice careful hand
hygiene including hand washing with soap and water;
if hands are not visibly soiled, alcohol-based hand rubs
may be used as an alternative to hand washing.

Question: What countries are considered SARS-
affected areas?

Answer: The CDC has issued a travel advisory sug-
gesting that people planning elective or nonessential
travel to Mainland China, Hong Kong, Singapore, and
Hanoi, Vietnam, may wish to postpone their trips until
further notice. CDC also has issued a travel alert for
Toronto to recommend that U.S. travelers to that city
observe precautions to safeguard their health.

Source: Centers for Disease Control and Prevention, Atlanta.



the confidentiality of electronic protected health
information (EPHI) they maintain, says Robert
W. Markette Jr., an attorney with Gilliland &
Caudill in Indianapolis. 

That means limiting access to the informa-
tion; ensuring the integrity of any EPHI main-
tained; preventing unauthorized alterations to
the data; and ensuring the availability of any
EPHI even in the event of a disaster or emer-
gency, he explains. 

The security rule also requires the entity to
protect EPHI against any reasonably anticipated
threat or hazard to its security or integrity; pro-
tect against any reasonably anticipated use or dis-
closure of such information that would violate
the privacy regulations, and ensure that the cov-
ered entities’ workers comply with the regula-
tion, he adds.

Question: What is the definition of EPHI?

Answer: EPHI is protected health information
that is maintained or transmitted in an electronic
medium, says Markette. 

“Electronic medium means any computer-
based form of storage or transmission such as
hard drives, floppy disks, CD-ROMs, and com-
puter networks,” he says. 

“Electronic transmission also includes physi-
cally moving storage medium,” he adds. “This
means mailing a floppy disk is considered an
electronic transmission.” 

Different types of standards

Question: What are the different types of
standards?

Answer: The security rule requirements are
broken down into three broad areas: administra-
tive safeguards, physical safeguards, and techni-
cal safeguards. 

Generally, administrative safeguards are poli-
cies and procedures designed to protect EPHI
and require that the organization perform a risk
analysis, designate one person as HIPAA security
officer and educate the work force on security
requirements for EPHI, Markette says. 

Physical safeguards are related to maintaining
confidentiality of EPHI by physically preventing
unauthorized people from accessing computers.
These safeguards include things such as locks on
doors, he says. 

Technical safeguards are policies and procedures

related to computers. This section does include a
requirement that each individual have a unique
identification on the computer, he says. 

Any of the standards or implementation speci-
fications within the standards that are designated
as required or addressable must be implemented
by April 21, 2005.

Question: What is an “addressable” standard?

Answer: If a standard is identified as “address-
able,” an organization must determine whether a
standard is reasonable or appropriate for its envi-
ronment, Markette explains. 

If it is not, the organization must document
why it is not reasonable and implement an
equivalent alternative measure if reasonable
and appropriate. 

Question: Will we have to encrypt our e-mail
or other transmissions of EPHI?

Answer: “This may be the most frequently
asked questions regarding security rule compli-
ance,” Markette admits. Encryption is listed as an
addressable standard for both the access controls
standard and the transmission security standard
of the rule. 

“Because it is addressable, covered entities do
not have to implement encryption,” he says. “An
entity must assess whether encryption is a rea-
sonable safeguard in its environment. If it is, then
the covered entity must implement encryption,”
Markette says. 

“If it is not, then the covered entity must docu-
ment why it is not reasonable and appropriate to
implement encryption and assess whether there
is an equivalent alternative method to safeguard
EPHI,” he explains. 

Alternative methods

If the entity determines that the alternative
method is reasonable, then the alternative mea-
sure should be implemented. If the alternative
method is not reasonable, the organizations must
document the reasons why and the organization
will be in compliance, Markette adds.

For many small home health agencies it may
not be reasonable to implement encryption, says
Markette. “It is extremely important that reasons
for not implementing encryption be thoroughly
documented,” he stresses. 

“This documentation will need to be maintained
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for six years according to the security rules and
procedures manual,” he adds.

Question: Does the security rule affect whether
we can continue to fax paperwork to doctors as
part of a referral?

Answer: “No. The security rule only applies 
to PHI in electronic form,” Markette says. In the
final rule, Health and Human Services specifi-
cally excluded plain paper fax transmission from
the definition of electronic form, he says. 

However, using a personal computer to fax
information via the modem would be considered
an electronic transmission, which would make
any PHI in the fax electronic information that is
subject to the security rule, he points out.

[For more information about the HIPAA security
rule, contact:
• Robert W. Markette Jr., Attorney, Gilliland &

Caudill, 6650 Telecom Drive, Suite 100, Indianapolis,
IN 46278. Telephone: (317) 616-3652. Fax: (317)
275-9246. E-mail: rwm@gilliland.com. Web site:
www.gilliland.com.]  n

What’s agency’s liability
for staff cell phone use?
By Elizabeth E. Hogue, Esq.
Burtonsville, MD

Use of cellular telephones by home care staff
members to conduct business on behalf of

agencies is essential. 
It also is important for staff members to use

cell phones in order to address concerns about
the safety of staff members.

Agency managers may, however, have won-
dered about potential liabilities associated with
such use. Two crucial risk management issues
come immediately to mind:
• Are agency employers liable for injuries

caused by their employees in auto accidents

while employees were using cell phones to
conduct agency business?

• Are employers liable for failing to establish and
implement policies and procedures governing
the safe use of cell phones while driving?

Court cases addressing the issues

These issues were recently addressed in several
court decisions.

A lawsuit in Florida involved a salesman who,
while talking on his cell phone, collided with
another vehicle. One of the occupants of the vehicle
struck by the salesman was seriously injured. The
injured passenger sued the salesman’s employer,
Dyke Industries Inc. 

She claimed that Dyke Industries was liable 
for her injuries because the salesman was acting
within the scope of his employment while talking
on his cell phone as he was driving. 

Records of cell phone calls made by the sales-
man confirmed that he was conducting business
on behalf of his employer at the time of the acci-
dent. The jury in this case concluded that the
salesman and Dyke Industries were liable for $21
million in damages.

A similar case was brought in Virginia against
a law firm, Cooley Godward. An associate of the
firm was talking on her cell phone while driving,
and struck and killed a 15-year-old girl. 

The parents of the deceased young woman
sued the law firm, claiming that it was liable for
the girl’s death because its associate was conduct-
ing firm business on her cell phone when the
accident occurred. 

Specifically, the parents claimed that Cooley
Godward was vicariously liable for the associ-
ate’s negligent driving because she was acting
within the scope of her employment when she
make cell phone calls to clients and because
Cooley Godward encouraged employees to use
cell phones to conduct business on behalf of the
firm. 

Determining extent of employers’ liability

The parents also claimed that the firm was
directly liable for the death of their daughter
because the law firm did not develop and imple-
ment a policy and procedure governing the safe
use of cell phones while driving.

The court decided that the firm may be vicari -
ously liable for the death of the girl as a result of
their employee’s negligence. 
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But the court rejected the parents’ argument
that the firm was directly responsible because it
failed to develop an appropriate policy and pro-
cedure. The court said that it was up to the state
legislature to impose such an obligation on
employers.

Establishing policies for cell phone use

In view of these cases, agency managers may
wish to do the following:
• Agencies should establish and implement 

policies and procedures governing use of cell
phones.

• Such policies and procedures should include
information about the dangers of using cell
phones while driving.

• Internal policies and procedures also should
spell out any limitations on use of cell phones
that employers may wish to impose.

• Indicate that employees who violate policies
and procedures governing the use of cell
phones will be disciplined consistent with the
agencies’ policy on progressive discipline.

• Discipline employees who violate the policy
and procedure and document that they have
done so.
When managers take these actions, they may

be able to argue that the agency is not directly
liable because it had a policy that employees 
violated when accidents occurred. 

Consequently, employees were acting outside
the scope of their employment thereby relieving
agencies of liability.

The benefits of use of cell phones by home care
staff members certainly seem to outweigh any
risks, at least at this point. 

Nonetheless, agencies are well advised to take
appropriate steps to limit liability associated with
their use.

[A complete list of Elizabeth Hogue’s publications 
is available by contacting: Elizabeth E. Hogue, Esq.,
15118 Liberty Grove, Burtonsville, MD 20866.
Telephone: (301) 421-0143. Fax: (301) 421-1699. 
E-mail: ehogue5@comcast.net.]  n
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COMING IN FUTURE MONTHS

CE questions

9. What are two of the major problem areas in
home health pain management, according 
to Marlene A. Dufault PhD, RN, professor of
nursing at the University of Rhode Island in
Kingston, RI?
A. fear of side effects and acceptance of pain
B. lack of insurance reimbursement and cum-

bersome documentation
C. fear of side effects and underuse of comple-

mentary techniques 
D. inaccurate description of pain and physician

disinterest

10. With what type of nursing school should a home
health agency partner to serve as a clinical rota-
tion site according to Rochelle Nelson, RN,
BSN, clinical education coordinator at Kenosha
VNA in Wisconsin?
A. a school with a wide variety of students
B. a nationally recognized nursing school
C. a school with students from all over the 

country
D. a school with a strong community health 

program

11. Jeff Crowley, MSPA, executive director of Serve
Link Home Care in Trenton, MO, suggests that
you can improve your grant application’s chance
of success by:
A. asking for more money than you really need
B. keeping budget realistic in terms of total area

and population served
C. avoiding allocation of extra costs to grant

program
D. B and C

12. Does the HIPAA security rule consider faxed
information to be electronic personal health infor-
mation according to Robert W. Markette Jr., an
attorney with Gilliland & Caudill in Indianapolis?
A. Yes, in all cases.
B. No, in all cases.
C. No, if it is a plain paper fax as opposed to a

fax sent by modem over a computer.
D. The rule does not address faxes of any kind.

Answer Key: 9. C; 10. D; 11. D; 12. C



CMS evaluates PET 
scans for Alzheimer’s

The Centers for Medicare & Medicaid Services
(CMS) announced it is designing a demon-

stration to evaluate the potential role of positron
emission tomography (PET) for patients with sus-
pected dementia, as well as a multidisciplinary
expert meeting to fully explore the value of PET
for Alzheimer’s disease.

Medicare presently does not cover PET for
Alzheimer’s disease. CMS representatives say
that the clinical benefit to patients has not been
demonstrated. Medicare coverage is provided 
for clinical evaluation of cognitive impairment, 
as recommended by the American Academy of
Neurology. 

For more information, visit www.cms.hhs.
gov/ncdr/ncdr_index.asp.  t

Home care has positive
effect on heart patients

Asurvey by Duke University Medical Center in
Durham, NC, that was funded by the Agency

for Healthcare Quality Research, found that heart
disease patients who received home health care
after discharge from the hospital reported better
quality of life than those who had no home health
visits. The study consisted of 1,300 patients recently
hospitalized for heart problems. They were con-
tacted nine months after discharge and asked to fill
out a survey on how they perceived their quality of
life since hospitalization.

Researchers divided the patients into four
groups, according to the reason for their hospital
stay: unstable angina, heart attack, angioplasty,
and coronary artery bypass surgery. More than a
third of the heart attack patients (39%) and almost
half of the bypass patients (49%) who received
home care reported feeling “much better” after
discharge compared to 19% and 45% respectively
for those who did not receive home care.  n
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CE objectives

After reading each issue of Hospital Home
Health, the reader will be able to do the

following:
1. Identify particular clinical, ethical, legal, or

social issues pertinent to home health care.
2. Describe how those issues affect nurses,

patients, and the home care industry in
general.

3. Describe practical solutions to the problems
that the profession encounters in home care
and integrate them into daily practices.  n


